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MidCentral District Health Board 
 

Community & Public Health Advisory Committee Meeting 
 

Tuesday, 24 November 2015 

 

 

Part 1 
 
O r d e r  
 
 
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. MASTERCLASS 2015 
 
4.1 2015 MasterClass Report 
 
 Pages: 1 - 56 
 Documentation: report from Director of Nursing PHC/CEO Central PHO and  
  General Manager, Clinical Services and Transformation  
  dated 5 November 2015 
 Recommendation: that this report be received 
 
 
5. MINUTES  
 
5.1 Minutes  
 
 Pages: 57 - 62 
 Documentation: minutes of 13 October 2015 
 Recommendation: that the minutes of the previous meeting held on                      

13 October 2015 be confirmed as a true and correct record. 
 
5.2 Recommendations to the Board  
 

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



 

 
 
5.3 Matters Arising from the Minutes 
 
 To consider any matters arising from the minutes of the meeting held on                     

13 October 2015 for which specific items do not appear on the agenda or in 
management reports. 

 
 
6. GOVERNANCE  
 
6.1 2015/16 Work Programme  
 
 Pages:  63 - 68 
 Documentation:  report from Chief Executive Officer dated 18 November 

2015 
 Recommendation:  that the updated work programme for 2015/16 be noted 
 
 
7. STRATEGIC/SPECIAL ISSUES 
 
7.1 Mental Health Report 
 
 Pages:  69 - 98 
 Documentation:  report from Service Director, Clinical Director, Mental 

Health & Addition Services, Nurse Director, Mental 
Health dated 10 November 2015 

 Recommendation:  that this report be received  
 
7.2 2015/16 Annual Maori Health Plan Progress Report – Update 1 
 
 Pages:  99 - 133 
 Documentation:  report from Director, Maori Health & Disability dated               

17 November 2015 
 Recommendation:  that this report be received  
 
7.3 2015/16 Annual Plan Implementation: Update 1  
 
 Pages:  134 - 151 
 Documentation:  report from Acting General Manager, Funding and 

Planning dated 16 November 2015 
 Recommendation:  that this report be received 
 
7.4 Non Financial Monitoring Framework and Performance Measures – 
 Report for Quarter 1, 2015/16  
 
 Pages:  152 - 220 
 Documentation:  report from Manager, DHB Planning and Accountability 

dated 15 November 2015 
 Recommendation:  that this report be received 
 
7.5 Regional Services Plan Implementation Update – Quarter 1, 2015/16  
 
 Pages:  221 - 244 
 Documentation:  report from Manager, DHB Planning and Accountability 

dated 15 November 2015 
 Recommendation:  that this report be received 
 
 
 



 

 
 
7.6 Development of the 2016/17 Regional Service Plan –  
 Approach and Timeline 
 
 Pages:  245 - 250 
 Documentation:  report from Manager, DHB Planning and Accountability 

dated 11 November 2015 
 Recommendation:  that this report be received 
 
7.7 Update to the New Zealand Health Strategy – Consultation Draft  
 
 Pages:  251 - 253 
 Documentation:  report from Acting General Manager, Funding and 

Planning dated 11 November 2015 
 Recommendation:  that Committee members provide feedback to    
   management on the update to the New Zealand Health  
   Strategy if they wish by Tuesday 24 November to be   
   included in the DHB’s feedback submission to the   
   Ministry of Health 
 
 
8. OPERATIONAL REPORTS 
 
8.1 Central PHO Clinical Board 2014/15 Annual Report 
 
 Pages:  254 - 267 
 Documentation:  report from Director of Nursing PHC/CEO Central PHO 

and Chairman, Central PHO Clinical Board dated               
5 November 2015 

 Recommendation:  that this report be received 
 
8.2 DHB Position Statement on Water Fluoridation 
 
 Pages:  268 - 272 
 Documentation:  report from Acting General Manager, Funding & Planning 

dated 10 November 2015 
 Recommendation:  that the attached statement be adopted in that MidCentral 
   District Health Board supports water fluoridation as a  
   safe, effective and affordable way to prevent tooth decay  
   across the whole population 
 
8.3 Proposed Primary Birth Unit 
 
 Pages:  273 - 275 
 Documentation:  report from Midwifery Advisory, Funding & Planning 

dated 9 November 2015 
 Recommendation:  that this report be received 
 
8.4 General Criteria Used by the Regional Fees Review Committee for  
 GP Fee Increases 
 
 Pages:  276 - 278 
 Documentation:  report from Interim Portfolio Manager, Primary Health 

Care dated 3 November 2015 
 Recommendation:  that this report be received 
 
 
 
 



 

 
 
8.5 Funding & Planning Operating Report (Results for September & 
 October) 
 
 Pages:  279 - 333 
 Documentation:  report from Acting General Manager, Funding & Planning 

dated 6 November 2015 
 Recommendation:  that this report be received 
 
8.6 Finance Report – Result of October 2015 
 
 Pages:  334 - 336 
 Documentation:  report from Acting Finance Manager, Funding and 

Planning dated 10 November 2015 
 Recommendation:  that the report be received 
 
 
9. LATE ITEMS  
 
 To discuss any such items as identified under item 2 
 
 
10. DATE OF NEXT MEETING  
 
 2 February 2016 
 
 
11. 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 Reference 

“In Committee” Minutes of  
the previous meeting 

For reasons stated in the 
previous agenda  

2016/17 Annual Plan 
Development: Update and 
Assumptions 

Subject to negotiation  9(2)(j) 

Sexual and Reproductive 
Health Services Subject to negotiation 9(2)(j) 

 



 

TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Chiquita Hansen  

Director of Nursing PHC  
CEO Central PHO 
 
Mike Grant  
General Manager,  
Clinical Services and Transformation 

 

   
DATE 5 November 2015  Memorandum   

SUBJECT 2015 MASTERCLASS REPORT    
 
 

1. SUMMARY 
 
1.1 Purpose 

 
The purpose of this paper is to provide members with the “We Choose Excellence” 2015 
MasterClass report and to make recommendations about future Conference/Seminars 
and MasterClasses.  
 
1.2  Executive Summary 
 
1.2.1 Masterclass 2015 
 
The MasterClass 2015 took place in June following the High Performing Health Care 
Seminars and Conference.  The overall aim of the MasterClass was to further develop 
strategic thinking and capability for leading transformational change amongst senior 
leaders in primary and secondary care. The MasterClass included a focus on the Older 
Persons Health and Mental Health.  

 
The successful Conference/Seminars and the Masterclasses (2014 and 2015) have 
collectively reinforced a systems approach, with primary and secondary colleagues 
sharing observations and insights, and gaining a greater understanding of each other’s 
perspectives and contribution to the district’s collective endeavor. It is very evident the 
learnings have been transferred into action and have contributed to the MidCentral 
integration agenda. 
 
The strengthened relationships enabled by these opportunities are truly priceless as we 
move towards the concept of “we choose excellence” across our district.  

 
It is suggested that a third MasterClass occurs in April 2017 to coincide with the European 
International Forum on Quality and Safety in Health.  The emphasis of the MasterClass 
2017 would be aligned with the DHB’s strategic imperatives currently being developed.  
Further advice on the approach to MasterClass will be provided as we develop an 
Organisational Development Plan aligned to our new strategic framework. 
 
The total cost of 20 participants for the MasterClass 2015 was $203,182.03.  This was 
funded from the High Performing Health Care Conference and Seminars surplus, 
participating organisations, CME and professional development budgets including the 
Medical Trust.  
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1.2.2 High Performing Health Care Seminars and Conference, May 2015 
 
Relationships developed with the individuals and organisations that hosted both 
MasterClass 2014 and 2015 enabled MidCentral to secure world class keynote speakers at 
our own High Performing Health Care Conference and Seminars held in May this year. 
 
The High Performing Health Care Seminars and Conference hosted four international 
keynote speakers, namely Professor June Andrews, Director of the Dementia Services 
Development Centre, School of Applied Social Science, University of Stirling, Scotland, Dr 
Stuart Cumming, Associate medical Director NHS Forth Valley, Scotland, Dr Ross Baker, 
Professor, Institute of Health Policy, Management and Evaluation, University of Toronto, 
and Dr Joshua Tepper, Family Physician and President and Chief Executive Officer of 
Health Quality Ontario. 
 
The Seminars were well attended with 120 delegates participating each day and the 
Conference held on 7 and 8 May was attended by 240 delegates. As well as the 
international keynote speakers, addresses were also given during the conference by Mike 
Grant, Deputy CEO, MidCentral DHB, and Deborah Davies, CNS Primary Health Care, 
Health Care Development, MidCentral DHB.   
 
The conference included 28 concurrent sessions with national and local presenters from 
around New Zealand, including Southland, Canterbury, Manawatu, Whanganui, Hawkes 
Bay and Auckland.  340 individuals attended the four days, namely 86 Central PHO, 116 
MidCentral DHB and 138 national delegates. 
 
The seminar attendance fee was $350 per day and the two day conference was $500.  A 
total of $187,500 was received in registration fees, including $8000 sponsorship.  The cost 
of running the four day event was $105,000, resulting in a net surplus of $90,500. 
 
Feedback from the conference delegates was overwhelmingly positive, in particular the 
international keynote speakers were highly regarded.  
 
Following the success of the 2015 Conference we are well placed to host a second 
conference in 2016 and are confident we will be able to attract our international partners 
as keynotes along with other international and national speakers.  
 

 
3. RECOMMENDATION 
 
It is recommended  
 
 that this report be received. 
 
 
 

 
 
Chiquita Hansen     Mike Grant 
Director of Nursing PHC    GM Clinical Services and Transformation 
CEO Central PHO    MidCentral Health 
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MasterClass 2015 Report 
 

 
There has never been a better time to be 

ambitious …. 
 

“We Choose Excellence” 
 

Towards a Common Quality Agenda 
 
 
 
 
 
 
 

16 October 2015  
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1. INTRODUCTION 
 
This is the report of the 2015 MasterClass, an international learning experience undertaken 
from 22 June to 3 July 2015.  It builds on the experience and learnings of previous 
MasterClasses.  It describes the programme content, reflections and key messages from these 
shared experiences. 
 
This report provides a summary of the MasterClass 2015 experience under the four themes 
below, and for Older Persons Health and Mental Health highlighting the take-home 
messages for our district.  This material has been collated from the notes and reflections 
provided by the participants.  
 
2. BACKGROUND 
 
Over the past five years or more, MidCentral District Health Board (MDHB) and Central 
PHO have made significant progress with a large-scale transformational change towards 
excellence in health outcomes and greater integration of care. This has occurred through 
strengthened partnerships, the development of a common vision for service delivery, and an 
agreed work programme. 
 
International MasterClasses have been central to this approach as a means to purposefully 
provide key clinical and managerial leaders with shared collegial experience, with exposure 
to: 

• High performing health care systems; 
• Transformational change; 
• Integrated care; and 
• Quality improvement 

 
In addition MasterClass 2015 had a focus on Older Persons Health and Mental Health. 
 
This exposure to examples of excellence in systems and services and the insights that they 
bring to our change agenda have been pivotal to securing the progress made to date.  Leaders 
have grown both individually and collectively in their knowledge, skill and expertise relevant 
to addressing the challenges facing our health system. 
 
The MasterClass 2015 experience exceeded participant’s expectations, providing a platform  
for leaders from across MDHB and Central PHO to work collectively and develop their 
strategic thinking.  The group functioned particularly well; the shared experience reinforced 
the learnings, with primary and secondary colleagues sharing observations and insights, 
gaining a greater understanding of each other’s perspectives and contribution; this aspect of 
the experience was priceless. The relationships strengthened through this experience will 
provide long term benefits for the MidCentral health system. 
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3. MASTERCLASS FACILITATORS AND PARTICIPANTS 
 
MasterClass 2015 was organised and c0-facilitated by four leaders across 
primary/secondary, management/clinical.  

• Chiquita Hansen and Bruce Stewart ( MasterClass 2014 co-leads) 
• Mike Grant and Simon Allan   
 

The programme was carefully designed to meet the overall aim of  “further developing 
strategic thinking and capability for leading transformational change amongst senior 
leaders in primary and secondary care” and included a mental health and older persons 
focus. 
 
The sixteen participants, selected by the co-facilitators, were drawn from clinicians and 
managers across the district who are currently in, or have the potential for system leadership 
roles. In addition a number of the participants had an operational focus on mental health 
and/or older persons. Two of the participants were external to MidCentral which further 
enriched the debate and discussion throughout the experience.   
 
The facilitator and participants names and roles are detailed on page 39 of this report.  
 
4. MASTERCLASS 2015 HOSTS 
 
MasterClass 2015 hosts included four people with whom strategic partnerships have been 
formed with over the last few years.  All were keynote speakers at the May 2015 High 
Performing Health Care Conference and Seminars:  

• Dr Joshua Tepper, Health Quality Ontario  
• Dr Ross Baker, University of Toronto 
• Dr Stuart Cumming, NHS Forth Valley  
• Professor June Andrews, University of Stirling  

 
The remaining hosts were selected from of a number of relationships and connections 
established by facilitators and MasterClass participants during previous international 
learning experiences.   
 
The Host bios are detailed on page 49 of this report. 

• Dr Muhammed Ali, Clinical and Medical Director, North West London: Whole 
Systems Integrated Care Programme 

• Dr Rebecca Rosen, Senior Fellow, Nuffield Trust 
• Ruth Robertson, Fellow, Health Policy, The Kings Fund 
• Dr Derek Waller, University Hospital Southampton NHS Foundation Trust 
• Jeff Dienhart, Director, Map of Medicine 
• Professor Simon Conroy, Head of Service, Geriatric Medicine, University of Leicester   
• Dr Erik van Diepen, Consultant in Old Age Psychiatry, Honorary Senior Lecturer, 

Leicester General Hospital 
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4.1 Canada - Health Quality Ontario/University of Toronto   

Health Quality Ontario (HQO) and the University of Toronto (UoT) Institute of Health 
Policy, Management and Evaluation hosted MasterClass 2015 for four days. HQO is the 
provincial advisor on the quality of health care in Ontario, and is responsible for evaluating 
the effectiveness of health care technologies and services, providing evidence-based 
recommendations, reporting to the public on the quality of the health system, and 
supporting the spread of quality improvement throughout the system.  

HQO’s mandate is derived from the Excellent Care for All Act, 2010 (ECFAA). This Act is 
regarded as landmark  legislation in Ontario and anchors the Excellent Care for All Strategy. 
The principles of ECFAA place patients first by strengthening the health care systems 
organisational focus and accountability for the delivery of high quality patient care. It helps 
define quality for the health care sector, reinforces responsibility for quality of care, builds 
and supports boards' capability to deliver quality of care, and increases publicly available 
information on health care organisations commitment to quality. 

The Excellent Care for All Strategy is based on the four principles: 

• Care is organised around the person to support their health 
• Quality and its continuous improvement is a critical goal across the health care 

system 
• Quality of care is supported by the best evidence and standards of care 
• Payment, policy and planning support quality and efficient use of resources 

 

The UoT Institute of Health Policy, Management and Evaluation teaches and researches 
patient safety, quality improvement strategies and leadership and organisational change. 
UoT is a co-principal investigator for the Improving & Driving Excellence Across Sectors 

8

http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_10e14_e.htm


(IDEAS) project designed to develop state-of-the-art learning programmes on quality 
improvement based on the Intermountain Healthcare Advanced Training Programme. 

HQO and UoT have been pivotal in developing “The Common Quality Agenda”  the name 
given to  a set of measures (also called “quality indicators” or “key performance indicators”) 
to focus performance reporting. Measurement selection is a collaborative process between 
HQO and their health system partners. HQO uses the Common Quality Agenda to track long-
term progress in meeting health system goals in pursuit of a more transparent and 
accountable health system. The measures are also used to promote integrated, patient-
centred care. 

 

The four day Toronto programme was extensive. The MasterClass  was exposed to a number 
of key initiatives occurring across Toronto, and included several site visits and engagement 
with twenty different speakers.  
 
The full MasterClass programme is detailed on page 41 of this report. 
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4.2 Scotland - NHS Forth Valley /University of Stirling Dementia 
Service Development Centre 

The NHS Forth Valley population of 
approx 300,000 covers a geographic area 
from Killin and Tyndrum in the North and 
Strathblane and Bo’ness in the South. 

NHS Forth Valley is governed by a Board 
of Directors and is accountable to the 
Cabinet Secretary for Health and Well-
being through the Scottish Government 
Health Directorate. The Board controls an 
annual budget of £550 million, and is 
responsible for providing health services 
and improving the health of the people of 
Forth Valley. 

NHS Forth Valley employs around 7000 staff from a wide range of professional and support 
occupations working across an acute hospital, four community hospitals and 56 health 
centres. 

The University of Stirling Dementia Service Development Centre is an international centre of 
knowledge and expertise dedicated to improving the lives of people living with dementia. The 
Centre draws on research and practice from across the world to provide a comprehensive, 
up-to-date resource on all aspects of dementia. For over twenty five years the Centre has 
worked with individuals and organisations: 

- to improve the design of care environments 
- to make communities dementia-friendly 
- to influence policy and to improve services for people with dementia 

The three day programme encompassed site visits and engagement with sixteen different 
speakers across Forth Valley. 
 
4.3 London– NHS Harrow CCG/Kings Fund/Nuffield Trust/Leicester 

Royal Infirmary/Charing Cross Mental Health Services/Map of 
Medicine  

 
Five organisations hosted participants over the two days the MasterClass was in London.  
The mental health and older persons focused participants spent a day in Leicester while the 
remaining participants visited NHS Harrow CCG North West London and attended 
presentations provided by key leaders from The Kings Fund and Nuffield Trust on their 
latest work.  On the final day Southhampton presented an overview of the use of Map of 
Medicine across their secondary care services, followed by the Map of Medicine Director who 
outlined their future aspirations.  The older person and mental health focused participants 
visited Charing Cross Inpatient Hospital Liaison and the Community Mental Health Service.   
 
The MasterClass programme included specific time for discussion and reflection at key 
points along the way. The final session was dedicated to all MasterClass participants bringing 
together key reflections over the two week experience.  

10



 
 
5. CANADIAN– EXAMPLES OF EXCELLENCE 
 
Twelve examples of excellence are outlined below.  These examples have formed the basis of 
our overall key messages. 

• Acute Care for Elders Initiative (ACE) 
• Looking for Balance Antipsychotic Medication use in Long Term Care Homes  

Demonstration Project 
• Adopting Research to Improve Care Programme (ARTIC) 
• Bridgepoint Active Healthcare 
• Centre for Addiction and Mental Health (CAMH) 
• Centre for Effective Practice (CEP) 
• Choosing Wisely Canada 
• Health Link 
• Improving & Driving Excellence Across Sectors (IDEAS) 
• Patients First: Action Plan for Health Care 
• Living Longer, Living Well Seniors Strategy 
• Patient Engagement and Patient Relations 

 
5.1 Acute Care for Elders (ACE)  
 
Website http://www.mountsinai.on.ca/about_us/flagship-clinical-programmes 
 
Mount Sinai was the first acute care hospital in Canada to make Geriatrics a core priority and 
the first in Ontario to open a dedicated acute care unit specifically for elder care (ACE Unit). 
The Ben and Hilda Katz ACE unit opened in 2011, offering hospitalised seniors care that is 
tailored specifically to their unique needs, and was recently recognised by Accreditation 
Canada as a leading practice in elder care. The unit promotes a strong interprofessional and 
collaborative approach to high-quality, safe, integrated elder care. Mount Sinai’s ACE 
strategy is garnering national attention for delivering dramatically better outcomes to its 
older patients, including a reduction in length of stay by 17% and a patient satisfaction rate of 
100%.  
 
The ACE Strategy includes Geriatric Emergency Management Nurses (GEMS) in the ED, an 
ACE Unit and ‘House Calls’ – a home-based geriatric primary/specialty care programme. 
The House Calls Programme comprises GPs, nurse practitioner, PT, OT, SW, team 
coordinator with access to specialist support i.e. a hybrid primary/secondary geriatrics 
model.  This team is linked to the inpatient team to provide a Geriatric continuum of care. 
Patients are seen in the house call programme within 48 hours of referral and 37% of 
referrals are from patients being discharged from hospital – a vulnerable group of patients at 
high risk of hospital readmission.  

• 30 day readmission reduction – 50% 
• annualised reduction in hospital admission – 50% 
• annualised reduction in hospital days – 65% 
• overall programme die at home rate – 70% 
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At a time when ED visits and medicine admissions are rising the ACE Strategy has had 
impressive results (all results for > 65 year old): 
 

 
 

• Total Length of Stay 11.5 to 8.25 days 
• Average Length of Stay /estimated LOS ratio: 95.6% to 72.8% 
• % return home at discharge: 71.1% to 79.1% 
• Medicine bed counts: 88 to 76 
• 30 day readmission 14.8 to 12.8% 
• Cost savings CAN$6.7 million in FY 2013/14 

5.2 Looking for Balance Antipsychotic Medication use in Long Term 
Care Homes Demonstration Project  

 
Website : http://www.hqontario.ca/portals/o/Documents/pr/looking-for-balane-en.pdf 
 
The primary objective of this demonstration project is to design a sustainable approach to 
supporting appropriate prescribing, starting in long term care (LTC) homes. The project 
investigates the effectiveness of an integrated Personalised Practice Report (“Audit and 
Feedback”) and Educational Outreach (“Academic Detailing”) programme on improving 
appropriate prescribing, starting with antipsychotics.  
 
In addition to the primary objective of improving appropriate prescribing, this project also 
aims to: 
 

• Improve health outcomes in LTC residents (reduced adverse events) 
• Enhance LTC resident and family experience 
• Enhance prescriber and inter-professional team experience 
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This project will evaluate the benefits of providing an array of educational supports focused 
on supporting appropriate prescribing in LTC homes.  Educational supports included: 
 

• Personalised Practice Reports that provide prescribers with clinical quality indicators 
related to their prescribing.  These reports are developed by HQO and will be 
confidential to prescribers. 

• Focused educational sessions between a Clinical Educator (aka Academic Detailer) 
and prescribers.  This service is a medication education that provides objective, 
balanced, evidence-informed drug information on best prescribing practices to 
address issues arising in each recipient’s own setting.  

• Tools and supports to inter-professional teams in LTC homes and residents and their 
families.  Educational outreach and staff and resident supports will be developed by 
the Centre for Effective Practice.  

• Up to 40 LTC homes have been offered the combination of Personalised Practice 
Reports and educational outreach. 
 

The Looking for Balance report provides a snapshot of the current state of antipsychotic 
medication use in Ontario LTC and reveals the wide variation across homes in the 
percentage of residents being prescribed these medications. Many residents are given 
antipsychotic medications to improve their quality of life, but use of these medications has 
sparked debate because of their potential to cause serious side effects. The report identifies 
opportunities to learn from patients and families, and long-term care teams who have made 
changes to improve the lives of Ontarians living in long-term care. In homes across the 
province, care teams are addressing antipsychotic medication use by applying a range of 
approaches such as tracking medication data, assessing residents on a person-by-person 
basis, and engaging families. 

One Simple Question  
When Simon walked around the long-term care home in the Ottawa 
area where he served as executive director, he noticed some of the 
residents were much more alert than they had been in recent 
months. As he strolled through the dining room, he saw a man in 
his 80s holding his daughter’s hand and telling her about his bingo 
game that morning. The next table over, a woman in her 70s was 
smiling and laughing as her granddaughter told a joke.  
Two months earlier, the home had launched a quality improvement 

plan to reduce antipsychotic medication use among its residents. “Their quality of life improved 
greatly,” Simon said. “Before, people would come and visit and there wasn’t a lot of interaction. But 
now, there’s that new level of communication.”  

5.3 Adopting Research to Improve Care Programme (ARTIC) 
 
 Website: http://caho-hospitals.com/partnerships/adopting-research-to-improve-care-
artic/ 
 

The Council of Academic Hospitals of Ontario (CAHO) was launched in 2010 to foster better 
collaboration and establish a systematic approach to moving research evidence from the 
bench to the bedside.  

In 2015/16, HQO and CAHO forged an important new partnership to expand the use of the 
ARTIC as a provincial platform for the spread of research evidence into practice well beyond 
the CAHO hospitals to cross all sectors. The ARTIC programme focuses on known levers for 
implementation such as executive leadership support, education and communities of 
practice.  
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The new jointly led ARTIC programme launched a call for new programme proposals 
focused on integration of care.  From thirty six  applications, two projects were selected for 
full funding and spread through ARTIC starting in Q4 of 2014/2015.  Both projects focused 
on making measurable improvements in care for patients with Mental Health and Addictions 
and include:  
 

• Depression and Alcoholism, Validation of an Integrated Care Initiative (DAVINCI)   
• Mentorship, Education, and Training in Addictions: Primary Care-Hospital 

Integration (META:PHI)  
 
Both projects are being implemented in various sites across Ontario, with leadership from 
the Centre for Addiction and Mental Health, and Women’s College Hospitals in the acute and 
primary care sectors in 2015-16.   
 
5.4 Bridgepoint Active Healthcare  
 
Website: http://www.bridgepointhealth.ca/ 

 
“For patients and their families living with complex health conditions, Bridgepoint is 
the expert partner that makes an active commitment to get them back to their lives.”  
 
Bridgepoint Vision:   
To be Canada's leader in complex care and complex rehabilitation. 
 
Mission: 
We change the world for people living with complex health conditions by: 

• Providing them with an integrated network of programmes and services in complex 
care and complex rehabilitation; 

• Advancing knowledge, expertise, and care through research, teaching, and learning;  
• Engaging our community and health care partners to create a networked system of 

support. 
 
Hospital: 
The ten-storey, 680,000 square foot state-of-the-art facility has 404 patient beds in rooms 
designed to accommodate the latest equipment, provide natural light, and organised to 
facilitate the best patient care. Each floor has shared dining rooms, activity rooms and 
patient lounges to encourage social interaction and participation. In planning for the future 
of healthcare, we have also ensured that the design is to be adaptable for future change. 
 
Bridgepoint Active Healthcare is a service for people living with complex health conditions. 
The four pillars of this integrated network of programmes and services provide for a 404 bed 
inpatient hospital facility (with attention to natural light, space, design and other 
environmental health considerations), community care, research activity and foundation or 
sponsor support. The combination assists in leading healthcare practices for people with 
multiple healthcare needs with a focus on complexity not disability. With a strong 
philosophy on ‘home first’, all requirements are explored to assist with discharge home 
before other placement options are considered. The new Bridge to Home year-long pilot has 
been introduced for those that require additional assistance in the transition from hospital to 
home.  
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5.5 Central for Addiction and Mental Health (CAMH)  
 
Website: http://www.camh.ca/en/hospital/Pages/home.aspx 
 

 
The Centre for Addiction and Mental Health (CAMH) is Canada's largest mental health and 
addiction teaching hospital, as well as one of the world’s leading research centres in the area 
of addiction and mental health. CAMH combines clinical care, research, education, policy 
development and health promotion to help transform the lives of people affected by mental 
health and addiction issues. 
  
As a public hospital, CAMH receives its operating funds from the Toronto Central Local 
Health Integration Network. Research grants and funds for special programmes are received 
from the University of Toronto, Foundations and other grant and funding bodies. 
 
CAMH works with the government to help shape the public policy and resource development 
process to ensure it promotes health and works towards eliminating the stigma associated 
with mental illness and addiction. 

 
CAMH services for the older adult provide inpatient and community 
care. Integrated pathways for care are used. The Memory clinic 
provides appropriate diagnostic workup, individualised plans, 
education, support and follow up care provided by a team which 
includes geriatric psychiatrists (9FTE), a behavioural neurologist,  

social worker (3FTE), occupational therapists (2FTE), nurses (4FTE), NP (1FTE) and a 
neuropsychologist. Waiting time for assessment is 4 to 6 weeks. Most patients are reviewed 
in clinic at six months. A geriatric psychiatrist and a social worker or nurse visit long-term 
care homes monthly. The recently established Partial Hospital Programme (PHP) offers an 
alternative to full hospitalisation. This day programme is an eight week programme of 
individualised care, frequent review of clinical status, group activities and connection to 
community resources. 
 
5.6 Centre for Effective Practice (CEP) 
 
Website: http://www.effectivepractice.org/ 
 
The Centre for Effective Practice (CEP) was established to address the growing gap between 

best evidence and current primary care practice. Its focus is on engaging 
primary care practitioners, regardless of setting or training background, in 
the activity of optimising care. Founded in 2004 by the University of 
Toronto’s Department of Family and Community Medicine, CEP has 
successfully implemented appropriate care initiatives across Ontario and 
beyond, addressing clinical care gaps in numerous key provincial 

government strategic areas such as chronic disease management and cancer control.  

In carrying out its core services, the CEP has developed expertise in assessing care gaps and 
the quality of evidence, synthesizing evidence-based recommendations for best clinical 
practice, training health professionals in critical appraisal skills, and providing advisory and 
support services for evidence implementation initiatives. 

Through its various collaborative projects, the CEP has built up valuable relationships with 
other evidence-related organisations and programmes in Ontario, across Canada, and 
internationally. 
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5.7 Choosing Wisely Canada  
 
Website: http://www.choosingwiselycanada.org/ 

Choosing Wisely Canada (CWC) is a campaign to help physicians and 
patients engage in conversations about unnecessary tests, treatments 
and procedures, and to help physicians and patients make smart and 
effective choices to ensure high-quality care. 
 

Unnecessary tests, treatments and procedures do not add value to care. In fact, they take 
away from care by potentially exposing patients to harm, leading to more testing to 
investigate false positives and contributing to stress for patients. And of course unnecessary 
tests, treatments and procedures put increased strain on the resources of our health care 
system. 
 
Canadian national specialty societies participating in the campaign, representing a broad 
spectrum of physicians, have been asked to develop lists of “Five Things Physicians and 
Patients Should Question”. These lists identify tests, treatments or procedures commonly 
used in each specialty, but are not supported by evidence, and/or could expose patients to 
unnecessary harm. 
 
Choosing Wisely Canada is modelled after the Choosing Wisely® campaign in the United 
States, which was launched by the American Board of Internal Medicine (ABIM) Foundation 
in April 2012. 
 
5.8 Health Link  
 
Website: http://www.torontocentrallhin.on.ca/goalsandachievements/healthlinks.aspx 
 

Community Health Links provide coordinated, efficient and effective 
care to patients with complex needs 

 
Five per cent of patients account for two-thirds of health care costs. These are most often 
patients with multiple, complex conditions. When the hospital, the family doctor, the long-
term care home, community organisations and others work as a team, the patient receives 
better, more coordinated care. Providers design a care plan for each patient and work 
together with patients and their families to ensure they receive the care they need. For the 
patient it means they will: 
 

• Have an individualised, coordinated plan 
• Have care providers who ensure the plan is being followed 
• Have support to ensure they are taking the right medications 
• Have a care provider they can call who knows them, is familiar with their situation 

and can help. 
 

The overall aim is to enhance the health system experience for patients with greatest need 
and reduce health service delivery costs without compromising quality. It is a system of care 
collectively serving large panel of patients (geographic population of 50,000), that can be 
held accountable for quality, performance measurement, and ability to implement system 
quality improvement. HQO supports Health Links with integrated performance 
management, and quality and best practices framework, with emphasis on data collection 
and analysis, and identifying, evaluating and spreading change ideas and innovative 
practices.  
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Health Links Critical Success Factors:  
 
 Quality Improvement 
 Resources & Capacity 
 Leadership Approach 
 Physician Engagement 
 Readiness for Change 
 Partnerships & Relationship-Building 
 Quality Improvement Specialists 
 
5.9 Improving and Driving Excellence Across Sectors (IDEAS) 
  
Website: http://www.ideasontario.ca/ 
 

 
IDEAS is a comprehensive, province-wide initiative to enhance 
Ontario’s health system performance by increasing quality 
improvement, leadership and change management capacity across all 
health care sectors. 

 
IDEAS consists of two accredited learning programmes (an Introductory and 
an Advanced programme), online resources (including ShareIDEAS, a resource of quality 
improvement projects) and an active alumni programme to build and sustain a vibrant 
quality improvement culture and community within Ontario’s health system. 
 
Through IDEAS, health care clinicians and administrators from all disciplines and sectors 
are equipped with the knowledge, practical tools and skills to confidently lead and 
implement quality improvement initiatives to improve patient outcomes. 
 
IDEAS builds on the internationally respected Advanced Training Programme pioneered by 
Intermountain Healthcare in the U.S. IDEAS was created and is delivered through a 
collaborative partnership among the following: 
 
• Institute of Health Policy, Management and Evaluation at the University of Toronto 
• Health Quality Ontario  
• Institute for Clinical Evaluative Sciences  and 
• Seven Ontario universities (McMaster University, Northern Ontario School of Medicine 

Lakehead University/Laurentian University, Queen’s University, University of Ottawa, 
University of Toronto and Schulich School of Medicine & Dentistry, Western University). 

 
IDEAS is funded by the Ministry of Health and Long-Term Care in Ontario.  
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5.10 Patients First : Action Plan for Health Care  
 
Website: http://www.health.gov.on.ca/en/ms/ecfa/healthy_change/docs/rep_patientsfirst.pdf 
Patients First: Action Plan for Health Care is the next phase of Ontario's plan for 
changing and improving Ontario's health system, building on the progress that has been 
made since 2012 under the original Action Plan for Health Care. It exemplifies the 
commitment to put people and patients at the centre of the system by focusing on putting 
patients' needs first. 
 
The first Action Plan for Health Care promised to help build a health care system that was 
patient-centred. Patients First is the blueprint. It builds on that commitment and sets the 
framework for the next phase of health care system transformation. This plan is designed to 
deliver on one clear health promise – to put people and patients first by improving their 
health care experience and their health outcomes. This plan focuses on four key objectives: 

Access 
Improve access – providing faster access to the right care 
 
• More same day and next day visits to family doctors or primary care providers 
• Seeing a specialist sooner 
• Providing the right care for mental health and addiction 
• Improving dementia support 
• Expanding scope/removing barriers to full practice 
• More Coordinated care for patients with complex medical conditions 
• Following nurse practitioners to prescribe assistive devices 

 

Connect 
Connect services – delivering better coordinated and integrated care in the community, closer to home 
 
• Transforming home and community care 
• More rehabilitation therapy for seniors 
• Inspections of long-term care homes 
• Redeveloping older long term care homes 
• Supporting community paramedicine programmes 
• Improvements for personal support workers 
• Additional convalescent care beds 
• Enhancing palliative care at home or out of hospital 

 
Inform 
Support people and patients providing the education, information and transparency they need to make 
the right decisions about their health. 
 
• Menu labelling to support healthier eating 
• My CancerIQ online cancer risk assessment and prevention tool 
• Smoke Free Ontario 
• Healthy Kids Strategy to support healthy habits from the start 
• Expanding mental health programmes in schools and workplaces 
• Strengthening the effectiveness of Ontario’s immunisation system, including better informing parents 

about their school-aged child’s immunisation status 

 
Protect 
Protect our universal public health care system – making decisions based on value and quality, to 
sustain the system for generations to come 
 
• First Patient Ombudsman 
• More public reports on health system performance 
• More innovative approaches based on evidence 
• More public information for patients 
• Expanding patient engagement 
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5.11 Living Longer, Living Well Seniors Strategy 
 
Website: 
http://www.health.gov.on.ca/en/common/ministry/publications/reports/seniors_strategy/docs/seni
ors_strategy.pdf 
 

 
Living Longer Living Well is the Seniors Strategy for 
Ontario. The five principles of the strategy include a focus 
on access, equity, choice, value and quality.  
 
The language used in this document reflects the esteem that 
older people should be held in. Ageing should be regarded 
as a triumph. 
 
 

Although the promotion of health and wellness is an important component of the Seniors 
Strategy, its content is heavily influenced by the fact that the top 10 per cent of older 
Ontarians, characterised as having the most complex issues, account for 60 per cent of 
Ontario’s annual spending on health care for this population.  Highest users of health care 
are defined by polypharmacy (4 or more medications), functional impairment (reduced ADL 
and IADL) and social frailty (reduced intergenerational households and social isolation). 
 
The four strands of excellent care for all seniors in Ontario are: 
• Promoting Wellness Across Elder Friendly Communities 
• Supporting Ageing in Place 
• Elder Friendly Hospital Care and Effective Transitions 
• Enhanced Long-term Care Environments 

5.12 Patient Engagement and Patient Relations 
 
Website: http://www.hqontario.ca/patient-engagement/tools-and-resources/health-care-
professionals 
 
Patient engagement involves strengthening the role and the influence of patients and the 
public at all levels of the system. It is important to trace the impact of patient engagement on 
services, experiences and health outcomes 

- Patient satisfaction to patient experience 
- HQO is responsible for co-ordination and capacity-building in addition to embedding 

patient and public engagement landscape into the work of HQO 
 
       Initiatives include  

Online patient engagement hub – scaling up and 
spreading engagement across the system 
Ontario Citizens Council 
Choosing Wisely Canada 
Patient, Family and Public Advisors Campaign 
Great care starts with you 
Patients Included movement   

Patient Ombudsman Office  
 

Challenges 
 Definitions, Scope & Term Confusion 

 Little evidence & many approaches 
 Engaging marginalized voices 
 Engagement vs ‘appropriate care’ 
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…failure part of the journey 
 

Goals for patient and caregiver engagement 
Patient and caregiver engagement has an important 
role to play in developing, maintaining and 
improving patient relations processes. Hearing 
directly from patients and caregivers about the 
process of giving feedback can: 
 
•  Clarify how patients and their caregivers hope to 

be treated when they express feedback, concerns 
or complaints 

•  Increase a hospital’s ability to communicate 
effectively and manage expectations around their 
patient relations process 

•  Identify process improvements that may allow 
hospitals to resolve more complaints at the 
source, reducing the need for escalation 

•  Improve both patient and staff satisfaction with 
the overall patient relations process 

•  Improve communication and relationships 
between patients, their caregivers, and hospital 
staff 
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6. SCOTTISH – EXAMPLES OF EXCELLENCE 
 
Eight examples of excellence are outlined below.  These examples have also contributed to 
forming the basis of the overall key messages. 

• Health and Social Care Integration  
• Patient Safety programme overview  

o Primary Care  
o Mental Health  
o Maternal Care 
o Child Health  

• NHS Forth Valley The Strategic Context 
• Strathcarron Hospice, Stirlingshire  
• Dementia Services Development Centre 

 
6.1 Health and Social Care Integration 
 
Website: http://nhsforthvalley.com/about-us/health-and-social-care-integration/ 

 
Integration of health and social care is the Scottish Government’s 
programme of reform to improve services for people who use adult 
health and social care services. 
 
The aim is to ensure that health and social care provision across 
Scotland is joined-up and seamless, especially for people with 
longer term and often complex needs, many of whom are older or 
disabled. There are two health and social care partnerships 
developed that cover the Forth Valley area – one for Falkirk and 

one for Clackmannanshire and Stirling.  These new bodies will be responsible for ensuring 
that people can get access to seamless support and care and that they can live  independently 
in their own homes as long as possible. These two partnerships will also be responsible for 
some hospital based services.  
 
 
6.2 Scottish Patient Safety Programme 
  
Website: http://www.scottishpatientsafetyprogramme.scot.nhs.uk/ 
 

The Patient Safety Programme focus is “Getting it right for people, first 
time, every time”. It is the first Strategic Quality Improvement 
framework for NHS Forth Valley that sets out their ambitious aims for 
delivering high quality patient care and services. 
 

The Underpinning Principles of the patient safety programme:  
 

•  complements current ways of working 
• provides platform for closer integration across quality improvement activities 

and programmes  
• delivery supported by development of measurement framework, quality 

improvement capacity and   
• capability and leadership and support for frontline teams  

• provides clarity about quality improvement priorities that aim to achieve  safe 
care 

• person centred care and effective care  
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The Programme has a strong focus on: 
• Infrastructure to support improvement  
• Growing the technology to make it work for clinical teams and reducing burden  
• Encouraging innovation and ownership but testing the reality  
• Aligning those with improvement skills to support areas of work, developing local quality 

improvement hubs  
• Working in synergy: co-production, single system working e.g. Patient Safety Programme 

in Primary Care  
• Building the measurement system - focus on data for improvement and key indicators 

specific to patient populations  
 
Interesting to note that the Scottish Safety Programme is working in a formal “collaborative” 
with the three Auckland Metro Auckland DHBs, six PHOs in the Auckland region, Ko Awatea 
and twenty three general practice teams. 
 
Primary Care Work Stream  
 
A three pronged approach is occurring across the fifty six general practice health centres with 
six key measurements in place.  
Safety culture 
95% of practices undertaking Safety Climate Surveys 
95% of practices undertaking Trigger Tool reviews  
 
Safer medicines 
95% of practices implement systems for reliable prescribing and monitoring of high risk 
medications 
95% of practices have safe and reliable systems for medicines reconciliation following 
discharge,  
 
Safety at the interface 
95 % of practices have safe and reliable systems for handling written communication 
received from external sources 
95% of health boards and practices have safe and reliable systems for results handling by 
2016. 
 
Mental Health Work Stream  
 
Comprehensive clinically led quality improvement programme with impressive results and 
no extra cost. Activity focuses on risk, safety, leadership and culture to address restrain and 
seclusion, medicine management, person centred care and communication at transitions.  
 

 
 
 

•Culture  •Leadership 

•Safety  •Risk  

Restraint and 
Seclusion  

Medicines 
Management  

Communic
ation at 

Transitions  
Person Centred 

Care  
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Maternal Care Work Stream  
 
Aims to reduce the number of avoidable adverse events in women and babies by December 
2015 
 
• Reduce the avoidable proportion of stillbirths and neonatal mortality by 15%  
• Reduce the incidence of non-medically indicated elective deliveries prior to 39 weeks 

gestation by 30% 
• Implement sepsis 6 bundle for maternity services by July 2015 
• Reduce severe Post Partum Haemorrhage by 30%  
• Provide a tailored package of care to all women who continue to smoke during pregnancy  
• Increase the percentage of women satisfied with their experience of maternity care to 

95% 
 
 
Child Health Work Stream 

Wellbeing Indicators:  
 

• Safe 
• Healthy 
• Active 
• Nurtured 
• Achieving 
• Responsible 
• Respected 
• Included 

 
 
 

 
Culture Change: 
-Children and their families at the centre of planning 
-Understanding of how Services can work together and with local communities create 
effective support networks for children 
 
Systems Change: 
-Establish a Single Children’s Services System – based on an integrated framework for 
developing children’s wellbeing 
-Streamline all systems; processes and paperwork 
-Simplify Pathways for children, their families and professionals 
(Sharing common framework of understanding & using paperwork we all recognise 
promotes culture and practice change)  
 
Practice Change: 
-Build capacity of individuals and communities by responding promptly to concerns 
-Communicating skilfully, and working consistently and effectively with children, families 
and colleagues 
-Maximise resources and improve wellbeing 
 
New Universal Pathway 

• Based on principles of Getting it Right for Every Child 
• Includes responsibilities of Named Person 
• Uses National Practice Model 
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• Progressive universalism 
• Aims to identify need for early intervention 
• Aims to reduce inequality 
• Improve school readiness 
 

At each contact along the pathway the Named Person will consider: 
• What is getting in the way of this child or young person’s wellbeing? 
• Do I have all the information I need to help this child or young person? 
• What can I do now to help this child or young person? 
• What can my agency do to help this child or young person? 
• What additional help – if any – may be needed from others? 

 
6.3 NHS Forth Valley - The Strategic Context  
 
Website: http://nhsforthvalley.com/ 
 
Be ambitious; there has never been a better time to be ambitious; to listen to what our 
patients say; and find ways of linking this person centred and innovative approach to the 
services we provide.’  From NHS Values  
 
Forth Valley Values 

• Show Integrity 
•  Be Ambitious 
•  Be Supportive 
•  Be Person centred 
•  Be Respectful 
•  Be a Committed Team Member 
 

The focus of public spending and action builds on the assets and potential of the individual, 
the family and the community rather than be dictated by organisational structure and 
boundaries and includes: 
 

•   Decisive shift towards prevention 
•   Greater integration of public services 
•   Enhanced workforce development and effective leadership 
•   Improving performance through greater transparency, innovation and the use of 

digital technology 
 

The Commission on the Future Delivery of Public Services focuses on: 
  

• Prevention -  Reduce future demand by preventing problems arising or dealing with 
them early on 

• Performance – To demonstrate a sharp focus on continuous improvement of the 
national outcomes, applying reliable improvement methods 

• People – We need to unlock the full creativity and potential of people at all levels of 
public service, empowering them to work together in innovative ways  

• Partnership – We need to develop local partnership and collaboration, bringing 
public, third and private sector partners together with communities to deliver shared 
outcomes that really matter to people 

 
The 2020 Vision 
 

• A healthcare system with integrated health and social care and a focus on prevention, 
anticipation and supported self-management 

• When hospital treatment is required and cannot be provided in a community 
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setting, day case treatment will be the norm 
• Whatever the setting care will be provided to the highest standards of quality and 

safety, with the person at the centre of all decisions 
 

There will be a focus on ensuring that people get back into their home or community 
environment as soon as appropriate with minimal risk of re-admission. 
 
6.4 Strathcarron Hospice, Stirlingshire 
 
Strathcarron Hospice was founded in 1981 and services the Specialist Palliative Care need of 
300,000 of Forth Valley’s population. 
 
It is a leading Hospice in Scotland.  The major problem they are grappling with is the aging 
demographic, pressure on rest home beds and providing care for people at home. The 
average length of stay in Strathcarron Hospice is 18 days (Arohanui Hospice 7 days) which 
surprised all those visiting. Forth Valley has a District Nursing Service but this is not 
integrated into the Palliative Care for patients at home.  Access to Primary Care is free. A 
pilot project is ongoing, that has trained staff working with patients and families at home in 
the last days of life.  This is called “Hospice in the Home” and although it has reported 
positively in effect there is no obvious funding to make a full scale roll out of this possible. 
The integration of MDHB’s Palliative Care Services (Specialist services and Primary care 
including District Nursing) compared favourably with this model and is considered 
sustainable into the future. Further integrative work with HOP is anticipated however to 
assist with the integration of appropriate Palliative Care and last days of life care in Aged 
Residential Care. 
 
The introduction at MDHB of the Palliative Care InterRai will further assist with smoothing 
transitions for older adults with palliative care needs. 
 
Community engagement to financially support Hospice is crucial in Scotland and the models 
are quite similar between the nations with a somewhat greater core funding of Specialist PC 
services  by DHB evident in NZ. However more services (e.g. Physiotherapy and 
Occupational Therapy) are integral to Specialist PC services in Scotland. 
 
Learning: the MDHB integrated model of Palliative Care is fit for purpose and indeed offers 
potential solutions to others. Further engagement between HOP and Specialist PC will 
further develop the integration interface as the growing volume of older people at the end of 
life are supported within our District to live and die well in their place of choice.  
 
6.5 Dementia Services Development Centre, University of Stirling 
 
Website: http://dementia.stir.ac.uk/ 
 
The Dementia Service Development Centre, University of Stirling, focuses on health and 
social care development for people with dementia and their families. Research and teaching 
includes attention to the environment particularly relating to design and decor of buildings 
that reduce symptoms. The Centre provides support for dementia friendly community 
initiatives and education for family and carers. The focus is on timely diagnosis to promote 
future planning and support. In Scotland 65% of patients with dementia are known to their 
GP and on a dementia register – in other parts of the U.K. the number is closer to 20%. This 
potentially allows direction of scarce resources to those practices with low registration rates 
to allow timely diagnosis and to trigger further interventions such as IADLs and ADLs and 
transport.  
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Professor Peter Connolly, consultant in older adult mental health (OAMH), spoke about the 
shift to community care in Strathmore. Increasing OAMH staffing in the community has 
reduced admissions to OAMH wards; the number of admissions per month per 1000 
patients with dementia is 1.36 in Strathmore, compared to 6.7 for the rest of Scotland. As a 
result a 12-bedded OAMH unit has been closed. He stressed that, although the unit has 
closed, the expertise of the staff has been deployed in the community. Professor Connolly 
also described a new Crisis Support service which provides 10 days of support in the 
community.  Having had 19 crisis referrals, 10 were still at home 6 months later; this 
compares favourably with an average length of stay on an OAMH ward of 6 months. 
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7. ENGLISH – EXAMPLES OF EXCELLENCE 
 
Below provides a brief overview of the key presentations attended by MasterClass 2015 over 
the two days in London. 

• Whole Systems Integrated Care Pioneer Programme  
• Involving Clinicians in Local Health Service Planning: The case of CCGs in England  
• Three Perspectives on Transformational Change: Whole system, between institutions 

and changing professional teams (Macro, Meso, Micro) 
• UK Leicester Royal Infirmary site visit  
• Southhampton Map of Medicine  Experience   

 
7.1 NHS Harrow CCG, North West London 
 
Website: http://www.harrowccg.nhs.uk/our-partners  

 

 
 
Whole Systems Integrated Care Pioneer Programme is one of the fourteen national 
"Pioneers” of Integrated Care funded by the Department of Health. The aim is to develop the 
service models and support systems that will define health and care services for decades to 
come.  The first co-design phase drew on the collective knowledge and expertise of all 
partners across North West London.  
 
This meant commissioners and providers came together to develop plans, aligning the work 
of the pioneer programme with their local strategic aims and direction, including their Better 
Care Fund (CCG and Social care resources) plans. This work included developing: 

• A local vision for integrated care 
• Which population groups to focus on first 
• The outcomes wanted to achieve for that population group 
• What the new model of care should look like i.e. how professionals should work 

together in a single team to deliver joined up care and enable people to stay 
independent and well 

 

 
Living longer
and living well 3

Next steps - what is whole systems integrated care? 

• Joined up health and 
social care

• Organise around 
people’s needs not 
historic organisational 
structures

• There is one set of 
records shared across 
organisations

• Multidisciplinary home 
care teams 

• Fewer people are 
treated in hospital, and 
those that are leave 
sooner

• More specialist 
support for 
management of people 
in the community

• More investment 
in primary and 
community care

• Social care and 
mental health 
needs considered 
holistically with 
physical health 
and care needs

• Less spending on 
acute hospital 
based care

Care is 
provided 

in the most 
appropriate 

setting

Funding 
flows to 

where it is 
needed

Care is 
coordinated 
around the 
individual
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MasterClass participants attended a virtual ward multidisciplinary desk review of high risk 
patients (as per their complexity triangle). An integrated care record tracking spend across 
system was in development.  
 
7.2 The Kings Fund 
 
Website: www.kingsfund.org.uk/ 
 
Ruth Robertson, Fellow in Health Policy - The Kings Fund: Involving Clinicians’ in Local 
Health Service Planning: The case of Clinical Commissioning Groups in England  
 
What is Commissioning? 
 

• Determining the health needs of a population 
• Deciding how to align resources to meet those needs in a cost-effective 

way and within a budget 
• Challenging providers to bring about desired change 
• Monitoring the quality of services to ensure that contract standards 

are fulfilled 
 

Clinical Commissioning Groups  

• 209 across England 
• Responsible for £69 billion of NHS budget since April 2013 
• Led by GPs but also including other clinicians, managers and lay 

representatives 
 

The aim is for GP’s to be more engaged: 
 
…we [CCGs] live or die by GP engagement.  If there’s no GP engagement we’re sort of 
pointless organisations really, and the mantra is to avoid becoming a PCT because clearly 
what we want to avoid is just sort of hide-bound, remote organisations - that we just need 
to maintain that membership feel’  CCG Chief Finance Officer. 

Living longer
and living well 1

Whole Systems Integrated Care Pioneer Programme

We want to improve the 
quality of care for 
individuals, carers and 
families, 
empowering and 
supporting people to 
maintain independence 
and to lead full lives 
as active participants in 
their community

“

”

People will be empowered to 
direct their care and support 
and to receive the care they 
need in their homes or local 
community. 

GPs will be at the centre of 
organising and coordinating 
people’s care. 

Our systems will enable and 
not hinder the provision of 
integrated care. 

… supported by 3 key principles

1

2

3

Our shared vision of whole 
systems integrated care…
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Typical reasons for engagement/disengagement  

 
 
When asked about what difference the CCG has made, it was a mixed picture: 
GPs viewed their CCG as having had a limited impact in primary care  
so far: 
 
• The majority reported that the CCG had changed their adherence to referral pathways 

(68%) and their prescribing patterns (63%). 
• But some GPs felt that the CCG has had a positive impact on the overall quality of care 

they provide (21%) and patient experience of GP services (12%), with the majority feeling 
that the CCG has made no impact in these areas to date. 
 

By far the most negative feelings were about administrative burden:  
71% of GPs reported that being part of the CCG has had a negative impact on the amount of 
paper work and extra meeting commitments they have. 
 
7.3 Nuffield Trust  
 
Website: www.nuffieldtrust.org.uk 
 
Rebecca Rosen, Senior Fellow - Nuffield Trust: Three Perspectives on Transformational 
Change: Whole system, between institutions and changing professional teams (Marco, Meso, 
Micro) 

• Pressures on general practice resonate with the NZ experience  
• Decreasing funding, increasing expectations 
• Marginal changes in practice will not suffice 
• 2014 Five Year Forward View – national narrative about transformational change, 
• Focuses on prevention and resilient communities, ‘new models of care’ – built on 

collaboration across health economies for defined populations, new funding 
arrangements and emerging thinking about regulation and governance 

• Macro levers include payment systems and incentives, targets, contractual changes, 
regulation, performance reporting 

I AM ENGAGED BECAUSE… I AM NOT ENGAGED BECAUSE
I want to have some influence over which services are 
commissioned locally and how the CCG is run, as I believe 
this will be in the interests of my patients

I am sceptical about the concept of CCGs and do not 
believe they will deliver improved services for patients. I 
can service my patients best by concentrating on my core 
clinical duties

It is my responsibility to get involved in the CCG’s activities 
and to find out what is happening within the CCG

There is a lack of communication from CCG leaders to the 
membership and I don’t feel informed about what is going 
on.

As a clinician, I have a responsibility to be resource 
conscious and to consider how we can do the most good 
with finite resources

Clinicians should not be responsible for decision around 
resource allocation as this is in conflict with being the 
advocate for individual patients

The CCG creates a sense of collective ownership because 
the governing body is made up of local GPs who represent 
local practices.

My potential contribution to the CCG is being overlooked
because I am a practice nurse/practice manager/health 
care assistant and all the attention is focused on GPs

The CCG is a continuation of the local collaborative work 
that GPs were already involved in through practice-based 
commissioning.

The leaders of the CCG are the same individuals who were 
involved with the PCT – not much has changed/ I am still 
being told what to do by a group of people.

I am familiar with and respect the clinical members of the 
governing body. The clinical leaders are approachable and 
engaging

I do not respect the clinical members of the governing
body and do not feel they represent my point of view.
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• Meso levers population health perspective with focus on LTC, integrated 
management, shared resources, integrated teams – e.g. Joint Emergency teams, 
Hospital Integrated Discharge Team, Community Assessment and Rehab teams 

• Integrated Re-ablement Model – extensive ‘Pick and Mix’ of local services 

 
 
National narrative rescaling up general practice: 
 

• Whole population focus for  improved access, early intervention and proactive 
engagement with patients 

• Extended role for general practice/ primary care in integrated services – can only be 
done at scale  

• Collaboration with community and social care services to reduce avoidable 
admissions  

• Three underlying issues: workforce, balancing access and continuity, 
realistic/unrealistic expectations 

• Formation of collaboratives only the first step 
 
7.4 UK Leicester Royal Infirmary  
 
Website: http://www.leicestershospitals.nhs.uk/aboutus/our-hospitals/leicester-royal-
infirmary/   
 
The proactive management of older people with frailty presenting to acute care facilities is a 
prominent component of the geriatric service at the Leicester Royal Infirmary. There is a 
‘front door’ presence with geriatrician input to the Emergency Frailty Unit – an eight bed 
unit within the Emergency Decisions Unit. Frail older patients without a clear indication for 
admission can be held on the unit for assessment the next morning by a geriatrician who 
starts the process of comprehensive geriatric assessment. The geriatrician uses their 
knowledge of local resources to expedite the transfer of patients out of the ED to the most 
appropriate setting e.g. home with community geriatric team follow up, transfer to a geriatric 
ward or intermediate care facility in the community, thus avoiding hospital admission. The 
service has reduced the rate of admission of this group of patients from 10% to 5%. 
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Another innovation in Leicester is the Acute Frailty Unit. This is essentially an acute 
admitting area with 28 beds for older people with frailty (>75 years old). Patients stay on this 
unit for no more than 24 hours. The success of the unit is in large part due to the fact that the 
staffs are all trained in the care of older people, there is a dedicated MDT, that meets twice 
daily, 7 days a week and the ethos on the ward is around re-enablement. 

Geriatric Continuum of Care 
Interventions in the following areas: 
1. Empowering and supporting patients and carers to self-manage by providing a Single 
Point of Access to information, promoting improved functional capacity and preventing 
social isolation. 
2. Providing comprehensive home-based care options 
3. Providing timely access to specialist geriatric interventions in times of crisis and 
collaborating with GPTs to support the patient in the most appropriate environment, 
whether that be in acute care facilities or a community-based short stay facility. 
 
UK Leicester General Hospital 

 Dr Erik van Diepen and his 
team gave an overview of 
their comprehensive Older 
Adult Mental Health Service . 
This service provides 
specialist diagnosis and 
intervention for people of all 
ages with probable Dementia 
and people over 65 with 
functional mental illness. 
This is achieved by a stepped 
model of care in which the 
patients’ needs are met by 
the service that provides the 
most appropriate intensity of 
care at that time. Patients 
can step up or down into 
services as their needs 
change. Interventions that 

patients receive within a particular pathway relate to an assigned cluster agreed following 
assessment.  
 
 
The services provided include: 

• Inpatient Services - an intensive service providing 24 assessment and interventions. 
All patients will be involved in a Care Programme Approach with discharge to the 
most appropriate care coordinator. 

• Community Intensive Service - a multidisciplinary team providing intensive mental 
health assessment, formulation and intervention in the community where two or more 
contacts per week are required, for up to eight weeks, to prevent admission to hospital 
and to expedite discharge. The care programme approach is used. 

• Care Homes In-Reach Team - a multidisciplinary team providing intensive mental 
health care in residential care settings providing close monitoring and regular review 
of individual patients. 

• Urgent Services - the provision of a Psychiatrist to work alongside the Urgent 
clinicians to discuss cases, to triage appropriately, to provide support for those under 
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the Mental Health Act, to see those with additional comorbidities and to liaise with 
GPs and to ensure urgent cases are reviewed and referred within 72 hours. There is a 
collaborative working relationship with Social Services. 

• Frail Older Persons Liaisons Service - a comprehensive liaison service for older people 
addressing physical and mental health needs within acute hospital care. This ensures 
mental health assessment and treatment where needs have been identified during a 
patient’s acute hospital admission and provides the opportunity to signpost to other 
MHSOP services as required on discharge 

• Memory Service - a diagnostic and treatment service for patients with a probable 
diagnosis of Dementia, sitting at the base of the stepped model of care. A lower 
intensity service with a higher population of patients and a close link with primary 
care. 

 
7.5 Map of Medicine Southampton Experience 
 
Website: http://mapofmedicine.com/nhs-southampton-city-publishes-100-care-maps/ 
 
Serving a patient population of around 500,000, South West Hampshire (two PCTs, NHS 
Hampshire and NHS Southampton, working in collaboration with the University Hospital 
Southampton NHS Foundation Trust) sought a solution for high referral and unscheduled 
admission rates to secondary care. In 2010 the local health economy selected the Map of 
Medicine to deliver its vision of ensuring safe, ethical, and clinically led first-class services 
for health and well-being; a proposal that was supported by the South West Hampshire 
Planned Care Board. The message that underpinned the project was that patients must be 
managed in the most appropriate way in the most appropriate care setting. 
 
Over the past two years, South West Hampshire has worked with the Map of Medicine to 
locally develop and publish 114 care maps, 37 of which have been updated with local 
administrative information. The benefits of care map localisation in Southampton have been 
demonstrated in the following outcomes: 

– supporting a reduction in referral rates to secondary care 
– supporting improved quality of referrals, e.g. a local GP peer review process, 

involving 13 practices, auditing Gynecology  referrals against local Map of Medicine 
pathways demonstrated a correlation between Map usage, a reduction in referrals 
and an improvement in the quality of referrals 

– clinical engagement and a positive cultural change – collaborative work between 
primary and secondary care clinicians who are increasingly more involved in 
enhancing existing care maps, and who are requesting and developing new care 
maps. 

 
The Southampton Area now has more locally developed care maps than any other local 
health economy in England and one of the highest GP uptake rates.  They are now also using 
the map of medicine within secondary care, this includes using symptom based maps in the 
emergency department, i.e. abdominal pain. 
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8. REFLECTIONS AND KEY MESSAGES 
 
This section brings together the reflections and the key messages from an older persons and 
mental health perspective and from our exposure to high performing health care systems, 
transformational change, integrated care, and quality improvement.  
 
There is recognition that individuals will take much more from the overall experience for 
their own clinical and leadership practice over the coming months. 
 
There has never been a better time to be ambitious……  
 
The people of our district expect excellent health care services to be available to all, where 
professions work together, and where patients are confident that their health care system 
is providing them care of the highest quality.  
 
We strive for an environment where quality driven professionalism, collaboration, clinical 
and system leadership is guaranteed. In order to achieve this, developing improved ways of 
engaging our patients/consumers’ needs is essential.  
 
The MasterClass participants were impressed by the Ontarian ‘Excellence Care for All’ Act. 
However, rather than waiting for a nationally mandated Act to drive excellence we believe we 
are well placed “to choose excellence” at all touch points across our MidCentral health 
system now.  
 
8.1 Older Persons Health Reflections  
 
It is important that we address all four strands of excellent care for seniors identified in 
Ontario. Investment in enablers arenecessary to support an Older Persons Strategy that is 
inclusive of the principles of access, equity, choice, value and quality are key. Addressing the 
unique needs of older Maori and Pasifika peoples should be central. 
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Currently work is taking place to develop shared accountabilities, shared quality and safety 
metrics, and aligned performance targets across MidCentral health system.  The focus is on 
elder friendly hospital care and effective transitions; older people presenting to acute care 
facilities are easy to identify, they have a high impact on health care systems, and there are 
effective interventions to improve the quality of care. MDHB is embarking on a programme 
of proactive management of frailty by general practice teams supported by specialist geriatric 
services, with robust support for older people in crisis as a two phased approach.  
 
The concept and principles of the AFU in Leicester could be applied locally without the need 
for a dedicated unit. The programme of reform involves a stronger specialist geriatric 
presence in the ED, similar to the EFU in Leicester. The plans for better identification and 
management of frailty in the community are in line with current international trends, 
supporting primary care to manage them in collaboration with specialist geriatric services.  
 
Older People Living Well with Frailty Model of Care 
 
Work has commenced on the Older People Living Well with Frailty model of care outlined 
below, many of the learnings gained from MasterClass 2015 will inform the implementation 
of our two phased approach. Forefront in our implementation will be the move from focusing 
on disease to focusing on complexity and frailty.  
 
Phase One: 

• General practice interdisciplinary team i.e. (nurse practitioner, clinical pharmacist, 
GP) leading the care for Older Person with Frailty supported by specialists 

• A multidisciplinary approach 
• Health of Older People aligned with general practice teams/Integrated Family Health 

Centres  
• Case management by the most appropriate team member 

 
Phase Two: 

• Geriatrician dedicated to ED and an augmented PEDAL team 
• CNS in geriatrics to support MAPU 
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We will aim to address the top 5 system barriers to integrating care for older adults by: 

• Empowering  patients and caregivers with the information they need to navigate the 
system 

• Requiring  any current or future health or social care professional to learn about care 
of the elderly  

• Talking to each other well within and between sectors and professionals 
• Working in a  system not  in silos  
• Planning for today and  tomorrow with regards to understanding the mix of services 

we should invest in to support sustainability  
 
Key Older Persons Reflections  
 

• The services and projects had inspirational determined leaders and managers  
• Clinicians and staff were supported in a variety of ways to critically re-examine care 

processes and simplify consumer/patient flow 
• Quality improvement was at the core of every development  
• Sustainable changes had been made by looking at the care process from the 

consumer/patients point of view 
• Small groups of committed people can drive change 
• Important to focus on complexity and frailty, not disease 

8.2 Mental Health Reflections  
 
It is becoming increasingly evident that healthcare systems around the world are facing 
many similar challenges - higher quality for less cost. Although healthcare is primarily 
organised within national geographies, the market trends are truly global and include 
changing demographic profiles, ageing population, new technologies, pharmaceutical 
developments, rising consumer/patient demand and fiscal pressures.  

It became evident that there were many more similarities than differences between 
MidCentral health system and the healthcare approaches in Toronto, Scotland and London. 
The nature of healthcare in these countries offered the opportunity to share knowledge about 
what works and to learn from such system redesign approaches.  

MasterClass provided the opportunity to experience leading practice examples from Toronto, 
Canada and London, to meet with international systems and thought leaders,   sharing 
practical insights from international organisations that have successfully tackled 
productivity, efficiency and challenges. Of particular note were CAMH Mental Health 
Services (Toronto), Forth Valley Hospital Mental Health Acute and High Needs Ward 
(Scotland), and Charing Cross Inpatient Hospital Liaison and Community Mental Health 
Services (London), and the  afternoon spent with the leadership of the Older Adult Mental 
Health Services in Leicester. 

These interface experiences with international leaders and managers offered a global 
perspective and practical guidance on the successful management of change in the 
contemporary health environment.  
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Four characteristics dominated the exemplar countries:  

• The services and projects had inspirational and determined leaders and managers  
• Clinicians and staff were supported in a variety of ways to critically re-examine care 

processes and simplify consumer/patient flow 
• Quality improvement was at the core of any development  
• Sustainable changes had been made by looking at the care process from the 

consumer/patient’s point of view 

Strong Clinical Leadership and a Culture Receptive of Change 
 
Charismatic innovative clinical leaders were instrumental in the development of the services 
noted above, where they were able to motivate and persuade staff to work in new ways. The 
clinical and leadership competence of the staff we came across and the quiet efficiency, with 
which they went about their jobs, was particularly evident at Forth Valley and CAMH where 
we were able to spend time with nurse leaders.  

There were impressive systems that reflected quality improvement in practice such as a 
formal debrief process after a restraint, the inclusion of service users/patients in this process 
and the high needs unit being separate from the acute inpatient unit, enabling a more 
specialised environment that contributed to an elimination of the seclusion approach with 
service users/patients.  
 
 

 

 

 

 

 

 

 

 

Mental Health Ward tour with Charge Nurse, Forth Valley Scotland 

Clinician and Staff Support  
 
Organisational culture emerges from that which is shared between colleagues within an 
organisation, including shared beliefs, attitudes, values and norms of behaviour. The 
observation was made across the exemplar services that organisational culture was reflected 
by a common way of making sense of the organisation clinicians worked in, which seemed to 
allow clinicians to see situations and events in similar and distinctive ways, as well as the way 
things are understood, judged and valued.  
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We also experienced this in the way presentations were made to the MasterClass 
participants, the involvement of interns/trainees in presentations, and during our site visits 
with clinicians.  

In the context of contributing to a positive culture we found the community village setting 
developed at CAMH Toronto went some way to normalising the image of mental health 
services for the community. While it was built on the site of an old asylum the open nature of 
the campus with green areas and modern buildings ensured it integrated into the urban area 
it was set in. The entrances to each service were open and welcoming with generous use of 
art and thoughtful decor design.  

 

 

 

 

 

Rooftop relaxation area for patients, Toronto 

 

Quality Improvement Frameworks 
 
What was clear from our experience is that sustainable change required evidence with all 
major clinical change programmes relying heavily on good baseline information, excellent 
modelling capability, risk stratification and skilled change management.  

At CAMH in Toronto we observed a mature service, working as an integrated whole-of-care 
cross-community Mental Health Emergency Department, acute and chronic services and 
older adult mental health. The commitment to continuous quality improvement and service 
development was both outstanding and commendable.  

In NHS Forth Valley we were impressed to see quality at the heart of clinicians’ work, in so 
much that it was not something imposed as a top down approach, rather all staff were active 
participants looking for ways to improve the quality of their work and processes.  

Best practice and people centred care was evident in the approach to continuous quality 
improvement, for example all inpatients had a named nurse for the duration of their stay. As 
a ‘named nurse’ duties and responsibilities  included having one to one sessions with the 
patient when on duty, drawing up care plans, preparing for discharge plans, and making sure 
all the care components were fully implemented.  

Participants were equally inspired by Stirling’s systematised approach to accessing mental 
health services through the use of a ‘Psychiatry Hub’ with a twenty four seven contact 
number for both patients and staff.  

The MasterClass 2015 participants observed several document management systems, with 
standardised processes and documentation robustly developed recording assessments and 
care plans. It was evident that this served to streamline documentation and significantly 
reduce individual variability and enabling clinicians to be more efficient.  
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The utilisation of Clinical Pathways was also remarkable.  The management of acute 
psychosis and effective multidisciplinary team functions demonstrated a shortened length of 
stay. At Forth Valley there was a strong focus on medicines reconciliation; this illustrated the 
value of a single electronic patient record. 

Primary Care 
 
Notably much of the mental health care in the UK seemed to be provided in primary care, 
including counselling and therapy services. This included people requiring secondary care 
treatment; as soon as an acute episode of illness settled the person’s care and management 
was transferred back to primary care. Thus secondary services provided only those services 
which could not be provided in primary care.  Patients were therefore not retained 
unnecessarily,  creating capacity to take new patients on. Community psychiatric nurses were 
located in general practices providing a functional link between primary and secondary care. 

Simplified prescribing where all medications were prescribed by a GP i.e. one prescription, 
subsequently reduced the chance of errors and omissions. Any requests from psychiatrists 
for a medication or dose change required a letter to the patient’s GP. Participants considered 
this an efficient and joined up way of working across the continuum of care.  

Key Mental Health Reflections 
 
• The value of effective clinical leadership, particularly at charge nurse level 
• The importance of clinical pathways for managing specific conditions 
• How a clear interface between primary and secondary care can support patient care 

outcomes in the community e.g. Integrated Care Pathways - DaVinci  
• The value of facility design in enhancing the image of mental health and addiction 

services and revolutionising the quality of health services through cultural 
transformation 

 
Following are the themed reflections and key messages from our exposure to high 
performing health care systems, transformational change, integrated care, and quality 
improvement.  
 
8.3 Patient/Service User Engagement  

• View patient engagement at three levels - Patient Provider Relationships, Health 
Organisations, and Health System  

• Patient engagement critical to success 
• Patient experience/engagement  
• Nothing about me without me  
• Connecting up IT systems 
• Complex care should be designed in bundles rather than a single activity to achieve 

desired outcomes 
 
 
No Decision About Me, Without Me: Partnering with the Public, Patients and Whānau. 
 
Communities need to have a strong voice in shaping the health care system and setting the 
quality agenda for the district. Commitment is needed to collaborate with the public, patients 
and whānau to develop and implement an engagement strategy.  The strategy should 
incorporate engagement from the patient provider relationships, health organisations and 
the health system perspective.  
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8.4 Clinical and System Leadership  
 
• Strong clinical and system leadership is the foundation of continuous improvement 
• Frontline clinicians understand quality improvement methodologies was evident 
• Consistent use of data to measure and track progress is in place 
• Clinicians understood individual and population level data 
• The impact of the Scottish patient safety programme was impressive 
• Canadian Choosing Wisely Programme was insightful  
• A strong focus on patient flow is beneficial to the system 
• Nursing/Medical partnership, quality improvement leadership (directors), capacity 

(Improvement Advisors) and capability (improvement science in action) are critical 
success factors  

• Staff at all levels need to be both engaged and supported through change initiatives  
• The system needs better incentives to support transformation 
• Lasting system change should not be single person dependent 
• Use of single professional based incentives can be counterproductive – incentivising 

teams is more beneficial  

 

Building capacity with the right people actively engaged and able to take action is 
necessary.  To enable capability, people need to have the confidence, knowledge and 
skills to lead the change.  The system needs to support clinicians and staff in a variety of 
ways to critically re-examine care processes and simplify patient flow. 
 

 
 
8.5 Partnerships with Academia  
 
• Strong desire to strengthen partnerships with academia 
• Need to further build clinical and system leaders capacity  
• Clinicians and managers need to increase their confidence and ability to use quality 

improvement methodologies across the district  
 
 
The very successful MidCentral Transformational Leadership Programme is an entry level 
leadership and development programme which is having a positive impact across the 
district. Graduates should be exposed to a more advanced learning similar to that of the 
IDEAS programme which is strongly aligned to academia.  
 
 
 
8.6 Shared Approach to Information Communication Technology 

• “Power” through health being demonstrably open to co-creating change driven by data 
• Sharing data across a multitude of sectors was apparent 
• Clinicians and staff were supported by state of the art technology 
• Staff assisted in decision-making by easy access to live data 
 
 

Innovative ways of supporting clinicans to make the best use of the information available at 
an individual and population perspective is required through the design of systems and 
information sharing mechanisms. This will lead to improved quality of care. 
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8.7 Quality Improvement 

• Rigorous use of quality improvement frameworks - you can’t manage what you can’t 
measure 

• Resourcing quality - protected time for quality improvement is a must   
• Audit and feedback with support - compare performance with similar services  
• Quality improvement and quality improvement  resources  need to be at the interfaces of 

care 
• Strategy, stratification and use of data to focus efforts – macro, meso, micro 
• Knowing what to measure is not easy 
• Strong desire for improved connected up IT systems  
• Need to progress utilization of Map of Medicine within MidCentral Health to enable 

joined up pathways  
• Important to demonstrate and celebrate the benefits/achievements enabled with 

continuous quality improvement activities 
• You need buy in from bottom to top appealing to needs and agendas (what’s in it for me) 

at all levels – macro, meso and micro 
• Enabling infrastructure is critical 
• Common quality agenda is essential 
 
 
MasterClass 2015 crystallised participants’ thinking with respect to a strategic approach to 
service transformation and quality improvement. A co-designed common quality agenda 
inclusive of clear set of priorities, goals, tactics and measures to promote integrated, patient-
centred care will drive a high-quality and performing, evidence-based healthcare system.  
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9. MASTERCLASS 2015 FACILITATORS AND PARTICIPANTS 
 

MasterClass 2015 Facilitators and Participants 
 

Name Role 
 

Facilitators 
 
Chiquita Hansen RN MPhil 
(Nursing) 

Chief Executive Officer, Central Primary Health Organisation (PHO); Director of 
Nursing PHC, MidCentral District Health Board (DHB) 

Dr. Bruce Stewart MBChB, Dip 
Obst, FRNZCGP 

General Practitioner, Aorangi Health Centre; Medical Director, Primary Care, 
MidCentral District Health Board 

Mike Grant 
 

Deputy Chief Executive Officer 
Interim General Manager, MidCentral Health & Support, MidCentral District Health 
Board (MDHB) 

Dr. Simon Allan MB, ChB, MD, 
FRACP, FRCP (Edin),FAChPM 

Director of Palliative Care, Arohanui Hospice, Palmerston North 

Participants MidCentral  
 
Barry Keane RN BA MHSci Director of Nursing, Cancer & Mental Health Services; MidCentral District Health 

Board (MDHB) 
Claudine Tule BSW Hons, Bachelor 
AOD, PG Child & Family Therapy, 
Management Diploma 

Portfolio Manager Mental Health and Addictions, MidCentral District Health Board 
(MDHB) 

Dr. David Broad MB.,ChB. Dip. 
Obst. Dip. Musculoskeletal 
Medicine. FRNZCGP. 

General Practitioner, Ruahine Medical Centre, Feilding 

Dr. David Le Page Medical Director, Horowhenua Community Practice, Levin 
Diane Anderson Board Member, MidCentral District Health Board (MDHB) 

Jane Ayling 
 

Clinical Development Coordinator, Feilding Health Care 

John Manderson  
 

Manager, Data Quality, Health Information & Clinical Coding, MidCentral District 
Health Board (MDHB) 

Linda Dubbeldam  
 

Clinical Services Manager, Central Primary Health Organisation (PHO) 

Michele King 
 

Clinical Nurse Specialist Lead, ElderHealth, MidCentral District Health Board 
(MDHB) 

Nicholas Glubb 
 

Operations Director, Specialist Community and Regional Services, MidCentral 
District Health Board (MDHB) 

Stephan Lombard MBChB 
FRNZCGP 

Owner Director, Cook Street Medical Centre Palmerston North 

Syed Ahmer MRCPsych 
 

Clinical Director, Mental Health & Addictions Service (MHAS), MidCentral District 
Health Board (MDHB) 

Dr. Syed Zaman 
 

Consultant Geriatrician, MidCentral District Health Board (MDHB) 

Dr. Wayne Hayter B.M,B.S, Dip 
RACOG, FRNZCGP. 

Clinical Director, Radius Medical The Palms, Palmerston North 

External Participants   
 
Chris McKenna RN, BA, MN Chief Nursing Officer (Primary & Secondary); Hawke’s Bay District Health Board 

(HDHB) 
Dr. Nick Chamberlain  Chief Executive, Northland District Health Board 
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Front row (left to right) : Chiquita Hansen, June Andrews, Michelle King, Stuart Cumming 
Middle row (left to right): Chris McKenna, Simon Allan, Syed Ahmer, Syed Zaman, Bruce Stewart, Diane Anderson, Jane Ayling, John Manderson 

Back row (left to right): Claudine Tule, David Broad, Mike Grant, Barry Keane, Peter Connelly, Nick Chamberlain, Nicholas Glubb,  
Linda Dubbeldam, Stephan Lombard, Wayne Hayter 
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10. MASTERCLASS 2015 PROGRAMME  
 
Monday 22 June, 2015 
Time Topic Speakers HQO Hosts 
9:00-9:30 am Breakfast and mingle 
9:30-10:00 am HQO welcome and overview of the agenda 

 

• Susan Taylor, Director, QI Programme 
Delivery 

Susan Taylor 

10:00-11:00 am Presentations from Ministry of Health and Long-Term Care: 
• Excellent Care For All Act, Ministers Action Plan   
• Primary Care  

• Phil Graham, Primary Health Care 
• Ben King, Programme Manager, Policy 

Unit 

Susan Taylor 

11:00-12:00 pm Patient Safety: Strategies for Improving Care (40 min presentation 
+ 20 min discussion) 

• Dr. G. Ross Baker Susan Taylor 

12:00-1:00 pm Structured Networking Lunch – Primary Care 
 
Brief presentation from HQO, then participants select table of 
interest: 

1. Getting data to physicians 
2. Engagement in quality 
3. Measuring patient experience  

• Jonathan Lam, HSP branch 
• Susan Taylor, QI branch 

 
Discussion Questions: 

1. What is your structure? 
2. What do you do differently? 
3. How do you manage rural and remote 

areas?  

Susan Taylor 
Stacey Johnson 

1:30-3:30 pm Site Visit:  Centre for Addiction and Mental Health (CAMH) 
• Integrated Care Pathways (ICPs) for seniors 
• Adopting Research to Improve Care (ARTIC) 

• Dr. Catherine Zahn, President and 
CEO, CAMH 

• Lori Spadorcia 

Stacey Johnson 

3:45-5:00 pm Walking tour - Health Access St. James Town  
• Starts at Toronto Central LHIN Office - 425 Bloor St E, Suite 

201 
• Ends at 200 Wellesley St E 

• Lori Lucier Stacey Johnson 
 

5:15 p-7.00pm Visit to Dr. Joshua Tepper’s Clinic  69 Queen St E 
 

Stacey Johnson 
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Tuesday 23 June, 2015 
Time Topic Speakers HQO Hosts 
8:45-9:15 am Breakfast - Touch base to address any questions or logistical issues 
9:15-10:30 am Patient Engagement and Patient Relations 

• A presentation approach in Ontario (45 min)  
• Discussion and Exchange (30 min) 

• Amy Lang Susan Taylor 

10:30-11:00 am Break 
11:00-12:00 pm Audit and Feedback • Dr. Noah Ivers Susan Taylor 
12:00-1:00 pm Networking Lunch – Equity (30 min): 

• What is HQO doing to address equity?  
• How does this link to provincial priorities? 

 
Table discussions (30 min)  
• What is different between Canada and New Zealand? 
• What have you heard that you might be able to apply? 

• Dr. Jeffrey Turnbull, Chief, Clinical 
Quality, HQO 
 

Susan Taylor 
 

1:00-2:30 pm Presentations:  Seniors’ Supports in Ontario 
• Seniors Strategy 
• Acute Care for Elders (ACE) Strategy 

• Dr. Samir Sinha, Director of Geriatrics, 
Mount Sinai and University Health 
Network  

Susan Taylor 

2:30-3:00 pm Break 
3:00-5:00 pm Appropriate Prescribing in Long Term Care Panel: 

• “Looking for Balance: Antipsychotic medication use in 
Ontario long-term care homes” (20 min) 

• Demonstration Project 
o Background and overview (20 min) 
o Personalized Practice Reports – Audit and 

Feedback (20 min) 
o Academic Detailing (20 min) 

• Choosing Wisely Canada recommendations to LTC and 
resources to support implementation (20 min) 

• Discussion and Exchange (20 min) 

• Susan Brien, Director, Public Reports, 
HQO  

• Paul Coolican, OMA lead  
• Allison Costello, Quality Programmes 

and HQO Liaison, Ministry of Health and 
Long-Term Care 

• Jonathan Lam, Manager, Evaluation,  
• Jess Rogers, Centre for Effective Practice 
• Tai Hunyh, Campaign Manager, 

Choosing Wisely Canada 

Susan Taylor 

5:00-6:30 pm New Zealand Team Debrief • Chiquita Hansen 
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Wednesday 24 June, 2015 
Time Topic Speakers HQO Hosts 
8:45-9:00 am Breakfast - Touch base to address any questions or logistical issues 
9:00-10:30 am Health Links Panel Presentations: 

• Introduction to Advanced Health Links (15 min)  
• South East Toronto Health Link Lead (20 min) 
• Patient/Caregiver/Family member – TBD (20 min) 
• The evolving role of the South West Local Health 

Integration Network (LHIN) in Health Links (20 min) 
 

• Discussion and Exchange (15 min) 

• Sandie Seaman, Manager, QI and Spread, 
HQO 

• Dr. Thuy-Nga (Tia) Pham, Lead Physician 
with South East Toronto Family Health 
Team 

• Kelly Gillis, Senior Director, System Design 
and Integration, South West LHIN 

 

Susan Taylor 
Stacey Bar-Ziv 

10:30-11:30 am Quality in the South West LHIN:  An overview, including: 
• Quality Based Procedures 
• Integration activities 
• Quality awards 
• Leveraging IDEAS alumni 

• Kelly Gillis, Senior Director, System Design 
and Integration, South West LHIN 

Susan Taylor 
Stacey Bar-Ziv 
Sandie Seaman 

11:30-12:30 pm  
 
Working Lunch 
 

Engaging clinician communities to drive quality at scale  
• Role of HQO as the provincial advisor on quality 
• Drivers and levers for quality in our current environment in 

the province  
• Engaging clinicians in the quality agenda, and linking 

provincial and local efforts through the Regional Quality 
Tables  

• Lee Fairclough, VP Quality Improvement, 
HQO 
 

Susan Taylor 
Stacey Bar-Ziv 
Sandie Seaman 
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Thursday 25 June, 2015 
Time Topic Speakers HQO Hosts 
8:15-8:30 am Breakfast - Touch base to address any questions or logistical issues; Luggage storage – Room TBD 
8:30-9:30 am IDEAS projects • Jocelyn & Gayle 

• TBD 
Susan Taylor Heather 
Thomson 

9:30 -10:30 am Integrating community-based primary health care  
This session will provide an overview of an international research 
project (New Zealand, Ontario and Quebec) focused on how 
integrated care programmes for older adults with complex health 
needs are implemented, sustained and how they can be spread.  

• Dr. Walter Wodchis Susan Taylor Heather 
Thomson 
 

11:00-12:30 pm Bridgepoint Active Healthcare (14 St. Matthews Road) 
 
• Overview (30 minutes) 
• Tour 

• Jackie Eli, Director, Complexity Medicine 
and Rehabilitation Centres of Excellence 

• Nicole Thomson, Director, Collaborative 
Practice & Education, Nursing and 
Health Disciplines  

Heather Thomson 
Mary Boushel 

1:00-1:30 pm Lunch  
On this last day, we will have an informal discussion about “What we can do by Tuesday?” with all that we’ve 
learned over the course of the visit. 

Susan Taylor Heather Thomson 
Mary Boushel 

1:30-3:30pm Ethical decision making for clinicians working in end of life, 
particularly in a community context – a quality context on 
developing competencies that includes clinical ethics, 
organizational ethics, and research ethics.    
 
In this session, we will also analyze a case or two using an ethical 
framework.... a skill we feel is essential for patient centered 
quality service delivery.    

• Dr. Frank Wagner  
Bioethicist, Joint Centre for Bioethics, 
University of Toronto, 
Asst. Professor, Department of Family 
and Community Medicine 

• Dr. Irene Ying 

Susan Taylor Heather Thomson 
Mary Boushel 
 

3:30-3:45 pm Closing Comments • Susan Taylor, Director, QI Programme 
Delivery 

Heather Thomson 
Mary Boushel 
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MONDAY 29 JUNE 2015 – LEARNING CENTRE, FORTH VALLEY ROYAL HOSPITAL 
 
Time Topic Speakers  
9.00am Welcome, Introductions & Programme for Visit 
9.30am – 11.00 
am 

Patient Safety Workstreams 
Primary Care   
Mental Health  
Women & Children  
 
 

 
Stuart Cumming 
Ross Cheape 
Helen Bauld 

 

11.00am – 
11.15am 

Coffee     

11.15am – 
12.15pm 

Managing Front Door Services Dr Dan Beckett  

12.15pm – 
1.00pm 

Lunch  

1.00pm – 2.30 
pm 

Tour of Pharmacy Department and Robotics Clare Colligan, Lead Pharmacist  

2.30 pm – 2.40 
pm 

Coffee   

2.40pm – 4.30 
pm 

Forth Valley and MidCentral Perspectives 
Clinical Services and Strategic Review 
Health Care Development journey 

 
Ms Jane Grant, Chief Executive  
Chiquita Hansen, Director of Nursing 

 

6.30 pm Dinner Hermanns Restaurant, Stirling   
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TUESDAY 30 JUNE  2015 – LEARNING CENTRE, FORTH VALLEY ROYAL HOSPITAL 
 
Time Topic Speakers  
   
9.00am – 
11.30am 

Visits to specialist services 

• Mental Health Unit, Forth Valley Royal Hospital 
• Cardiology 
• Frailty 
• Strathcarron Hospice 

 
 
Dr Rhona Morrison, Associate Medical Director, 
Mental Health  
Catherine Mondoa & Joanne Cusack  
Dr Liz Millar 
Lesley Whitelaw 

 

12.00noon – 
12.30pm 

Lunch   

12.30pm – 
2.00pm 

Health and Social Care Integration   Mrs Kathy O’Neill, CHP  General Manager  

3.00pm – 3.30pm Travel to Callendar and visit to General Practice  
3.30pm – 4.45pm Early Years and Childrens Services – Callander Practice Irene Warnock, Lead Nurse  
6.00pm Discussion with Primary Care Leads and dinner  

at Riverhouse Restaurant, Stirling 
 

 
 

WEDNESDAY 1 JULY 2015 – LEARNING CENTRE, FORTH VALLEY ROYAL HOSPITAL 
 
Time Topic Speakers  
   
8.30am – 
10.30am 

National Simulation Centre  - Workshop   Dr Michael Moneypenny, Consultant Anaesthetist  

11.30 noon – 
2.30pm 

Lunch, Visit and Workshop at Dementia Centre Professor June Andrews, Director 
Dr Peter Connelly, Co-Director Scottish Dementia 
Clinical Research Network 

 

2.30pm - 3.00 pm                     Review of visit, travel to Stirling Station   
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THURSDAY 2 JULY 2015 - London, North West London Whole Systems Integrated Care 
London, Map of Medicine Fox Court, 14 Gray's Inn Road, London WC1X 8HN, United Kingdom 
 
Time Topic Speakers  
8.30 – 2.00 pm Harrow General Practice – experiential learning opportunity 

through attending a MTD meeting and a virtual ward meeting 
 
Overview of the North West London progress towards Whole 
Systems Integrated Care Pioneer Programme 

 

Dr Mo Ali  

2.30 – 5.00 pm NZ & UK experience  
Macro - Whole of systems  
Meso - teams across boundaries  
Micro – teams within organisations  
Impact of clinical commissions groups  

 

 
Dr Rebecca Rosen, Senior Policy Health Policy 
Nuffield Trust 
Ruth Robertson, Fellow Health Policy   
Kings Fund 
 

 

 
Or : Leicester Site Visit 
 
Time Topic Speakers  
   
10.00 am Acute frailty Unit Esther Hyde Leicester Royal Infirmary (LRI) 

 
 

11.00 am Emergency Decisions Unit, LRI 
 

Sarah Bowden, LRI  
 

 

 

1.00 pm Emergency Department/Emergency Frailty Unit 
 
 

Khawar Ansari LRI  
 

 

2.30 pm Mental Health Services for Older People, LGH Erik Van Diepen Leicester General Hospital  
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FRIDAY 3 JULY 2015 - London, Map of Medicine Office   
 
Time Topic Speakers  
9.00 – 11.00 pm Southampton experience of using Map of Medicine in hospital 

setting  
Dr Derek Waller 
 

 

11-12pm  Map of Medicine – next steps  
 

Jeff Dienhart  
Jennifer Dennington  
 

 

 
Or : Charing Cross Site Visit 
 
Time Topic Speakers  
9.00 – 12.00 pm Charing Cross Mental Health Services   
 
 
Time Topic Speakers  
12.00 – 3.00 pm Reflection exercise  MasterClass Facilitators  

50



 
11. HOST BIOGRAPHIES 
 
11.1    Canadian Hosts 
 
Health Quality Ontario 
 

Dr Joshua Tepper, eMBA, MPH, CFPC, M.D., B.A., Family Physician and 
President and Chief Executive officer of Health Quality Ontario (HQO), 
Canada   
Dr Tepper is a family physician and the President and Chief Executive Officer 
of Health Quality Ontario (HQO). An arm’s length agency of the provincial 
government, HQO works in partnership with Ontario’s health care system to 
support a better experience of care, better outcomes for Ontarians and 
better value for money.  Prior to HQO, Dr Tepper was the inaugural Vice 
President of Education at Sunnybrook Health Sciences Centre. As Vice 
President, he was responsible for Sunnybrook’s educational strategy and 

programming for learners, physicians and staff, patients and their families and the community. Prior 
to joining Sunnybrook, Dr Tepper was Assistant Deputy Minister (ADM) in the Health Human 
Resources Strategy Division of the Ministry of Health and Long-Term Care. As the ADM he led the 
HealthForceOntario health human resources strategy to ensure that Ontarians have access to the 
right number and mix of qualified health care providers, now and in the future. In addition to Dr 
Tepper’s involvement in health policy and research at the provincial level, he has also been active on 
a national scale as the senior medical officer for Health Canada, an adjunct scientist at the Institute 
for Clinical Evaluative Sciences (ICES), and a research consultant for the Canadian Institute of Health 
Information (CIHI). He has received several provincial and national awards for his leadership in these 
positions. Dr Tepper has always remained in active practice serving marginalized populations and 
taking on clinical leadership roles. He has served as the Medical Director for the Inner City Health 
Associates and President of the Inner City Family Health Team. He was also previously the Vice-
President of the Society of Rural Physicians. Dr Tepper holds a degree in Public Policy from Duke 
University, a Masters of Public Health from Harvard, and recently completed his executive Master’s 
of Business Administration at the Richard Ivey School of Business. 
 
 

University of Toronto 
 

Dr G. Ross Baker, Professor, Institute of Health Policy, Management and 
Evaluation, University of Toronto, Canada  
Dr G. Ross Baker is a professor in the Institute of Health Policy, 
Management, and Evaluation at the University of Toronto where he teaches 
and carries out research on patient safety, quality improvement strategies, 
and leadership and organizational change. Dr Baker is co-principal 
investigator for the IDEAS project, funded by the Ontario Ministry of Health 
and Long-Term Care, which is designed to develop state-of-the-art learning 
programmes on quality improvement based on the Intermountain 
Healthcare Advanced Training Programme.  Dr Baker, together with Dr Peter 
Norton of the University of Calgary, led the Canadian Adverse Events study 
which was published in the Canadian Medical Association Journal in 

2004.  Drs Baker and Norton were awarded the Health Services Research Advancement Award for 
their work on patient safety and quality improvement by the Canadian Health Services Research 
Foundation in 2009.   Dr Baker has served on the board of the Saskatchewan Health Quality Council 
since 2005. In 2010-2011, he served as a member of the King’s Fund Commission on Leadership and 
Management in the UK’s National Health Service. Dr Baker also recently chaired an advisory panel on 
avoidable hospitalizations for the Ontario Ministry of Health and Long-Term Care. 
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11.2        Scottish Hosts 
 
NHS FORTH VALLEY  

 
 

Dr Stuart Cumming, Associate Medical Director NHS Forth Valley  
Dr Stuart Cumming graduated in Medicine from Glasgow University in 1983 
and has been a GP partner at Killern Health Centre since 1987.  His main 
clinical interests include mental health, paediatrics and palliative care.  In 
1997 he became Locality Co-ordinator and subsequently took up post as 
LHCC Chair and then CHP Clinical Lead.  He is currently Associate Medical 
Director for Primary Care with work focused on delivery of the GP Contract, 
engaging primary care services and other partners with a whole system 
approach and developing models for integrated care pathways and 
anticipatory care.  
 

                                            
 

Jane Grant, Chief Executive  
Jane joined the NHS in 1983 as a Management Services Officer within 
Highland Health Board and early in her career worked in Stobhill Hospital 
as Deputy Administrator. In the early 1990s, she moved to Lanarkshire 
Health Board as Hospital Administrator within Hairmyres Hospital.  She 
then undertook a variety of posts associated with planning, information 
and contracting within Lanarkshire, culminating in her appointment as 
General Manager of Hairmyres Hospital in 1999. 

Jane moved back to Glasgow in 2000 to become the General Manager 
for Surgery in North Glasgow and from April 2005, she acted as Chief Executive within the North 
Glasgow Division. She was appointed as Director of Surgery and Anaesthetics for NHS Greater 
Glasgow and Clyde in early 2006 and became the Board’s Chief Operating Officer in 2009. Jane was 
appointed Chief Executive of NHS Forth Valley on 1st October 2013 

University of Stirling  
 

Professor June Andrews, Professor June Andrews FRCN is the Director of 
the Dementia Services Development Centre at the University of Stirling 
in Scotland (www.dementia.stir.ac.uk).   
 
Her previous post was Director of the Centre for Change and Innovation in 
the Scottish Government where she was a Senior Civil Servant.  In that 
post she was responsible for supporting improvement in clinical 
performance within the National Health Service on a range of conditions 
including depression, cancer and diabetes, and a range of services 
including General Practice, and hospital outpatients in addition to nurse 
employment.  Her appointment followed a nursing career where she was 

the Director of Nursing of Forth Valley Health Board.  Earlier as Secretary of the Royal College of 
Nursing she led an association of 35,000 nurses negotiating pay and conditions and representing 
their interests in the media and at with the Scottish Government.  Professor Andrews is a psychiatric 
and general nursing qualified nurse with over thirty years experience. Most of her clinical nursing 
work was with older people with mental health problems. The Dementia Services Development 
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Centre (DSDC) at the University of Stirling works with health and social care services across the UK 
and throughout the world to improve care for people with dementia and support for their 
families.  It does this through research and teaching and translating knowledge into practical tools 
many of which are available through the website.  The DSDC and its website are supported by the 
Dementia Services Development Trust a small charity that set up the DSDC exactly twenty-five years 
ago.  The areas of interest include design of buildings that reduce symptoms, training, artistic 
expression and framing of dementia, supporting dementia friendly community initiatives, improving 
education of qualified and unqualified carers and care workers, and provision of distance learning 
post-graduate qualifications in dementia studies.   Through Professor Andrews’ leadership over the 
last ten years it has grown in stature and influence and gained many awards for training and design. 
  
Professor Andrews is a graduate of the University of Glasgow where she studied philosophy and 
English literature before beginning her nurse education and studying at the University of 
Nottingham.  In recent years her work has been recognized by the Chief Nurses of the Four UK 
countries with a Lifetime Achievement Award (2012) and the Nursing Standard awarded her the 
Robert Tiffany prize in 2011 for international work.  The British American Project of which she is a 
Fellow awarded her their first and only Founder’s award for service. In 2014 she was awarded a 
Fellowship of the Royal College of Nursing of the UK, the highest honour that they can bestow.  She 
was listed in the Health Service Journal as one of the two dementia clinicians in the UK in the top 100 
influential clinicians in 2013.  In addition she has been named as one of the fifty most inspirational 
women in the National Health Service.  She was a charity trustee of the Life Changes Trust and sits 
on the boards of two commercial companies. 
  
Professor Andrews is particularly interested in improving the public understanding of dementia, 
which she does through the media and public speaking, and accessible easy to understand guidance 
which is based on the research evidence of what is practical and makes a difference. 

  
 

Dr Peter Connelly, Co-Director, Scottish Dementia Clinical Research 
Network - SDCRN  

Peter graduated MBCh.B from Glasgow University. His initial medical 
posts were in Geriatric Medicine. From there he completed vocational 
training from general practice of which Psychiatry was his last placement. 
His general practice year was in Kirkcudbright, well known for the high 
proportion of older people in the population.  He has been an Old Age 

Psychiatry consultant at Murray Royal Hospital, Perth since 1987.  He has always had an 
interest in research particularly in answering questions relevant to people who have 
dementia, for instance trying to predict response to treatment or improve treatment 
outcomes. 
 
He led a successful bid, with his colleagues, to establish the SDCRN in August 2008. 
  
He hopes to be able to bring the best evidence based practice and research findings into Scotland to 
stimulate improvements in the services delivered to people with dementia and their carers, which is 
the real goal of any clinical research network. 
  
In October 2014 Peter was made a Fellow of the Royal College of Physicians. 
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11.3 English Hosts 
 

North West London: Whole Systems Integrated Care programme 
 

Dr Muhammed Ali, Clinical and Medical Director 
Dr Ali has recently completed the NHS Executive Fast Track Leadership 
Programme. Mo is working on the largest national integration pioneers as 
part of an integrated care programme supporting over two million 
patients. The North West London: Whole Systems Integrated Care 
programme started in May 2013 when all the partners in our programme 
applied to the Department for Health to become one of the national 
"Pioneers” of integrated care. North West London become one of only 14 
sites across the country to be given the opportunity to break new ground 
and develop the service models and support systems that will define 
health and care services for decades to come.  

 
After winning Pioneer status, North West London set about defining what Integrated Care is and 
how we were going to deliver it. Their first step was to bring together more than 150 representatives 
from across the health and social care system including service users and carers, to work together 
and define the framework for North West London. A fundamental principle of the programme is that 
service users and carers work in equal partnership with professionals at every stage of the journey. 
This overarching commitment to co-production ensured that service users – lay partners - were 
embedded within the working groups with a ‘Lay Partners Advisory Group’ overseeing and 
challenging the programme’s approach to engagement. 
 
This first co-design stage was central to ensuring that the framework for Integrated Care in North 
West London puts the needs and aspirations of people at the centre of everything we do. The work 
of these five groups has been distilled into an integrated care ‘toolkit’ for use by people, 
communities and partners across North West London to help them begin to plan new ways of 
delivering care and support in their local areas, supporting people to stay well and independent. The 
toolkit is a living document and will continue to be updated as we continue to work together to 
deliver Integrated Care.  
 

Dr Rebecca Rosen, Nuffield Trust 
 

Rebecca is a Senior Fellow in Health Policy at the Nuffield Trust and a 
General Practitioner in Greenwich. She is also an accredited public health 
specialist. Her current policy interests include integrated care, primary 
care, new organisational models for general practice and NHS 
commissioning. 
 
Rebecca is a clinical commissioner in Greenwich Clinical Commissioning 
Group – where her lead areas are long-term conditions and quality. 
 
Within her GP practice, Rebecca leads work to improve continuity and 

quality of care for people with chronic complex ill health and to apply the principles of the chronic 
care model in a practice setting. 
 

In the past Rebecca has worked as Medical Director of Humana Europe; as a Senior Fellow at The 
King’s Fund; and in NHS and academic public health departments. Past research interests include the 
diffusion of new medical technologies, patient choice and primary care policy. 
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Ruth Robertson, Fellow, Health Policy, The Kings Fund 
Ruth returned to The King’s Fund in September 2013, after three years 
spent researching health insurance coverage issues at the Commonwealth 
Fund in New York. Her current work includes a national evaluation of 
clinical commissioning groups, undertaken jointly with the Nuffield Trust, 
and research support for the Commission on the Future of Health and 
Social Care in England. 

Ruth previously worked at The King’s Fund from 2006 to 2010, completing 
national evaluations of two of Labour’s major health system reforms: 
practice based commissioning and patient choice policy. She was 
previously an analyst at the Healthcare Commission (the predecessor to 

the Care Quality Commission) and holds an M.Sc. in Social Policy and Planning from the London 
School of Economics. 

 
Dr Derek Waller, University Hospital Southampton NHS Foundation 
Trust 
Specialty: Cardiovascular and general medicine 
University Hospital Southampton NHS Foundation Trust provides services 
to some 1.9 million people living in Southampton and south Hampshire, 
plus specialist services such as neurosciences, cardiac services and 
children's intensive care to more than 3.7 million people in central 
southern England and the Channel Islands. The Trust is also a major 
centre for teaching and research in association with the University of 
Southampton and partners including the Medical Research Council and 

Wellcome Trust. The Trust is actively using the Map of Medicine within secondary care.  
 

 
Jeff Dienhart, Director, Map of Medicine 
Jeff is responsible for Map of Medicine and Hearst Health’s international 
health businesses, and has been with Hearst since joining its Map of 
Medicine in 2011.Jeff has 19 years of experience with blue chip life 
science companies with a prior background in management consultancy. 
He has performed a broad range of commercial and management 
functions, applying diverse healthcare solutions across primary and 
secondary care, as well as direct to patient settings. His early career was 
spent at Becton Dickinson. He then joined Boston Scientific, where he 
held several roles, rising to European Marketing Director; moving on to 

the Danone Group, where he was a UK Medical Division Director. He has also led industry activities 
as Chair of the UK Medical Nutrition Executive as well as Chairman of the British Specialist Nutrition 
Association (BSNA). 
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Dr Erik van Diepen, Consultant in Old Age Psychiatry, Honorary Senior Lecturer, Leicester General 
Hospital 
 
Dr van Diepen has been a consultant psychiatrist for older people in Leicester since 2001. He is a 
Dutch psychiatrist who did all his post graduate training in the UK. Before he became a psychiatrist 
he qualified as a GP. During his psychiatric training he attended the rotations in Oxford and 
Leicester. 
 
Since qualifying Dr van Diepen has been a consultant responsible for community work as well as 
inpatient psychiatry. Over the past 4 years he has been one of two founding members of the newly 
set up psychiatric and geriatric liaison service for the University Hospitals of Leicester. 
 
Dr van Diepen is one of two clinical directors for the MHSOP in Leicester, and has been chairing the 
consultant’s meeting (the Medical Committee Meeting) for the past 3 years.  Over the past 11 years 
he has been a Hon Senior Lecturer in Medical Education at the Leicester Medical School (LMS), which 
is 50% of his job. 
 

 

 

 

 

 

 

Dr Simon Conroy, Head of Service, Geriatric Medicine, University Hospitals of 
Leicester & Honorary Senior Lecturer, University of Leicester .  Dr Conroy’s 
ambition is to improve outcomes for frail older people by embedding 
evidence based medicine into clinical practice (‘campus to clinic’ translational 
research). Frail older people are increasing rapidly, complex to manage, and 
present a major fiscal challenge to cost-constrained health and social care 
systems. His research addresses different models of care for frail older 
people, assessing feasibility as well as clinical and cost-effectiveness. Simon’s 
educational activities take an interdisciplinary perspective on developing and 
teaching knowledge locally (frailty services), regionally (SHA), nationally and 
internationally.  
 

 

56



 

 
1

MidCentral District Health Board 
 

Community & Public Health Advisory Committee Meeting  
 

Minutes of meeting held on Tuesday, 13 October 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 
Nadarajah Manoharan 
Donald Campbell 
Andrew Ivory 
Oriana Paewai 
 
 
IN ATTENDANCE: 
 
Kathryn Cook, Chief Executive Officer 
Craig Johnston, Acting General Manager, Funding & Planning 
Neil Wanden, General Manager, Finance & Corporate Support 
Rebecca Bensemann, Committee Secretary  
Barb Bradnock, Senior Portfolio Manager, Child, Youth & Intersectoral Partnerships 
Jo Smith, Senior Portfolio Manager, Health of Older Persons 
Andrew Orange, Interim Portfolio Manager, Primary Care 
Doug Edwards, Maori Health Advisor 
Maha Patel, Intern Portfolio Manager 
Stephanie Turner, Director, Maori Health & Disability 
Dennis Geddis, Team Leader, Communications 
 
 
OTHER: 
 
Public: (2) 
Media: (0) 
  
 
The Chief Executive Officer introduced Neil Wanden, General Manager, Finance & Corporate 
Support and the Chair welcomed him to the Community & Public Health Advisory Committee 
(CPHAC). 
 
 
1. APOLOGIES 
 
Apologies for absence were received from Ann Chapman and Phil Sunderland.   
 
An apology for lateness was received from Barbara Cameron. 
 
 
2. NOTIFICATION OF LATE ITEMS 
 
There were no late items. 
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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 
 
There were no declarations of conflict in relation to today’s business. 
 
 
4. MINUTES  
 
4.1 Minutes 
 
It was recommended: 
 

that the minutes of the previous meeting held on 1 September 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  
 
Item 7.2 MidCentral Annual Maternity Report and Maternity Quality & Safety Report 2015/16 
The Chair noted an error in that the Committee was referred to Part II of the Hospital Audit 
Committee agenda for further reading and information on the status of women’s health 
services.  This should read ‘Hospital Advisory Committee’.  The minutes will be updated 
accordingly. 
 
Item 6.4 Mental Health Report 
The Chair commented it is pleasing to see the desire to create a provider network which is not 
reliant on a central governing body.  Also, the Mental Health Workshop held at the conclusion 
of the previous CPHAC meeting on 1 September was a real insight into the range of services 
operating across the community.  The Chair is looking forward to progress and developments to 
come in future months. 
 
Mr Adrian Broad agreed with the Chair’s comments and remarked that a lot more is able to be 
achieved by working collaboratively across organisations. 
 
 
5. GOVERNANCE 
 
5.1 2015/16 Work Programme 
 
Generally reporting is occurring in line with the work programme. 
 
The Chief Executive advised the Committee the Regional Women’s Health Service (RWHS) 
evaluation is due for completion by the fourth quarter of 2015/16 and a paper on future 
reporting arrangements in this respect is to be provided following the evaluation. 
 
The Chair acknowledged the volume of reports intended for the next Committee meeting on 24 
November and asked to receive some papers in advance of the meeting, perhaps electronically, 
so that Committee members would have sufficient time to absorb the full range of information 
provided.  Further, the Chair queried whether the Masterclass report would be included within 
the next agenda.   
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The Chief Executive advised this report was to be discussed at the next Executive Leadership 
Team (ELT) meeting and feedback would be provided to the Committee accordingly.  The Chair 
suggested that, especially from a governance perspective, it would be valuable to receive this 
report for discussion.  The Chief Executive noted the Masterclass report would be presented as 
information only for the Board and that a soft copy of this would be provided to Board members 
in advance of the strategic planning workshop.  The Chief Executive added it may prove useful 
to hold a workshop early next year for CPHAC members in respect of the information contained 
therein but with a more proactive approach to key areas of focus going forward.  The Chair and 
Committee members agreed with this approach. 
 
It was recommended: 
 
 that the updated work programme for 2015/16 be noted. 
 
 
6. OPERATIONAL REPORTS 
 
6.1 Update on Home Management Refocus  
 
The Acting General Manager, Funding & Planning, advised that in response to feedback from 
the community the DHB has modified its approach to the refocus of Home Management 
services.  All clients are now to be individually assessed before any changes are made to 
packages of care.  As a result, this modified approach will achieve the objective of offsetting 
growth in Home Support packages but it will take longer to achieve this. 
 
Mr Adrian Broad acknowledged the need to recruit an additional assessor/coordinator to 
accommodate the increase in number of client assessments to be carried out, and queried 
whether this is to be a temporary or permanent placement.  The Senior Portfolio Manager, 
Health of Older Persons, responded that assessor resources in Supportlinks are very tight and 
there is no available additional capacity with the current focus being on new referrals.  This new 
appointment is on a permanent basis as there is merit in conducting regular assessments on an 
ongoing and continuing basis. 
 
The Chair commented it is pleasing to see the DHB listen to community feedback in this regard 
and respond appropriately. 
 
It was recommended: 
 
 that the report be received. 
 
6.2 Planning & Funding Operating Report (August 2015) 
 
The Acting General Manager, Funding & Planning, provided a page by page overview of this 
report. 
 
Item 4.1.1 Age on the Go Expo 
The Age on the Go Expo is where community groups come together to promote positive ageing 
by showcasing activities and services for older people in the Horowhenua.  It was advised that 
55 stalls participated in this annual event engaging in some way around older people.  This was 
a successful day with turnout exceeding expected numbers. 
 
Item 4.1.2 Dementia Design Stakeholder Meeting 
The Committee questioned the possibility of Enable NZ being part of the process focused on 
dementia design in aged residential care, however it was advised evidence-based guidance and 
expertise around dementia itself will help in developing national guidelines to determine best 
practice and design of new or refurbished residential secure dementia units to benefit 
consumers. 
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Item4.1.3 Medicines Management Systems in Aged Residential Care 
Donald Campbell noted that a second vendor has recently entered the market and queried 
whether this vendor was yet connected to e-prescribing.  The Senior Portfolio Manager, Health 
of Older Persons, replied that the new vendor needs to get a number of users going through the 
system first with sign-off anticipated by the end of November. 
 
Item 4.4.2 Primary Birthing Unit 
Along with the general financial position together with other developments in the district the 
decision has been made to defer the primary birthing unit affordability business case for six 
months.  The situation may in fact resolve itself in the interim which will be a better outcome 
from the DHB’s perspective. 
 
Nadarajah Manoharan questioned whether there was genuine community support for a primary 
birthing unit within the MidCentral district.  The Acting General Manager, Funding & Planning, 
replied there is a significant level of support (as was determined by the previous feasibility 
report) although the question remains whether this support translates into actual usage of such 
a facility.  Mr Manoharan further questioned whether a primary birthing unit would reduce 
pressure on secondary services and generate cost savings in this area.  Management responded 
this would depend on the set-up and configuration of a primary birthing service.  This would be 
worked through appropriately if and when such a proposal was received.   
 
Item 4.2.1 1st Year Graduate Nurses 
The Chair was pleased to note nine Maori graduates included in 1st Year Graduate Nurses and 
queried whether a sufficient level of support was in place, both clinically and culturally.   The 
Maori Health Advisor replied the main thrust behind networking opportunities is how to make 
the working space safe and culturally appropriate.  Significant teamwork on a collective level is 
necessary in order to make such initiatives happen within the Maori space and resources are in 
place to do this well. 
 
Item 4.3.1 Alcohol and Drug Services 
MidCentral DHB has identified a potential service model that builds on existing relationships 
and partnerships between providers across the whole continuum of care.  Donald Campbell 
questioned whether this would be a residential service versus a whole service operating district-
wide.  It was confirmed this potential service model would be delivered district-wide.  Oriana 
Paewai noted there may be potential implications for clinical services in this regard. 
 
The Chair sought clarification around existing relationships and providers.  An update will be 
provided to the Committee at its next meeting on 24 November. 
 
The Chair also requested a copy of the recent review of regional Alcohol and Other Drug (AOD) 
Services which was undertaken earlier this year by the Regional Mental Health and Addictions 
Clinical Network.  It was decided all Committee members would receive a copy of this review. 
 
Item 4.4.1 General Practice Fees 
The Acting General Manager, Funding & Planning, explained the process that a general practice 
needs to follow in order to apply for an increase in fees.  If it is above the Annual Statement, the 
DHB may refer it to the Regional Fees Review Committee.  In this instance, the proposed fee 
increase was accepted and on that basis the DHB approved the application. 
 
General practice fees across the district are still reasonable and modest especially compared to 
fees charged in other districts.  General practices have the right to determine their fees and can 
apply to increase fees at any time above the Annual Statement.  A current table of fees set by 
general practice across the district is available on the Central Primary Health Organisation 
website and can be viewed at any time online. 
 
Donald Campbell asked for information relating to general criteria used by the Regional Fees 
Review Committee in assessing each proposed fee increase.  It was agreed this information will 
be updated to the Committee at its next meeting.  
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Barbara Cameron joined the meeting at 1.50pm. 
 
Adrian Broad questioned whether each proposed fee increase is reviewed in isolation given that 
some general practices are more cost efficient than others.  It was advised the viability of 
practices is duly considered as part of the process.  It is important that primary care services are 
available to our population and that cost is not a barrier to access. 
 
Item 4.6 Central Cancer Control Network 
Adrian Broad noted funding for additional psychological and social support roles and 
questioned the level of administration support that would be required.  The Acting General 
Manager, Funding & Planning, replied the DHB has to work with the level of funding received 
from the Ministry of Health although it was expected these positions would be absorbed into the 
organisation. 
 
Item 5.1.2 Drivers of Crime – Single Point of Entry Service for Offenders with AOD Problems 
The Chair queried whether capacity was sufficient to support this service.  It was advised some 
issues remain but the process is working well. 
 
It was recommended: 
 
  that this report be received. 
 
6.3 Finance Report - Result of August 2015 
 
The Acting General Manager, Funding & Planning, advised it is still early in the financial year 
but that the Funder is on target with the August 2015 YTD result being a slight positive variance 
to budget. 
 
Adrian Broad noted there was no washup with MidCentral Health.  The Acting General 
Manager, Funding & Planning, confirmed that this year washups will only occur in those areas 
where revenue is at stake across the whole organisation, i.e. Elective Initiatives and some Inter-
District Flows. 
 
It was recommended: 
 
  that the report be received. 
 
 
7. LATE ITEMS 
 
There were no late items for this section of the meeting. 
 
 
8. DATE OF NEXT MEETING 
  
Tuesday, 24 November 2015 
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9. 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 Reason Reference 
“In Committee” Minutes of the 
Previous Meeting 

For reasons stated in the 
previous agenda 

 

Funding & Planning Operating 
Report (Part 2) – 2016/17 
Planning Assumptions and 
Parameters 

Subject to negotiation 9(2)(j) 

Contracts – Update 1 
Subject to contractual 
negotiations 

9(2)(j) 

 
 
 
Confirmed this 24th day of November 2015 
 
 
 
 
 
 
 
………………………………………… 
Chairperson 
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COPY TO:  

 
CEO’s Department 
MidCentral DHB 
Heretaunga Street 
PO Box 2056 
Palmerston North 

 Phone 
Fax 

+64 (6) 350 8910 
+64 (6) 355 0616 

 

TO Community & Public Health Advisory 
Committee 

  

FROM Chief Executive Officer 

  

DATE 18 November 2015 

  MEMORANDUMSUBJECT 2015/16 Work Programme 
 
 
1. 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 
 
The draft price:volume schedule for 2016/17 and the planning assumptions for that year were 
scheduled for consideration this month.  However, these have been deferred until after the 
current strategic planning framework has progressed further.  The draft price:volume schedule 
will be presented to the Committee in February 2016, and the planning assumptions will be 
provided direct to the Board. 
 
Given the many matters on the Committee’s agenda this meeting, the profile of an annual plan 
initiative has been held over to the February meeting. 
 
An update on the centralAlliance strategic planning initiative was provided to the Board at its 
recent meeting. As such, an update is not provided for the Committee this month. 
 
Set out below is a schedule 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 

Last Meeting Current Meeting Next Meeting 

2016/17 Annual 
Plan Development 

 2016/17 planning 
approach & 
assumptions update 

 2016/17 Regional Service Plan 
– approach & timeline 

 2016/17 planning assumptions 
– funding related 

 Draft price volume 
schedule 2016/17 

 Regional Service Plan 
2016/17 – Draft 1 

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

 Home management 
services update 

 2015/16 RSP implementation – 
update 2 

 2015/16 AP – update 1 re 
implementation of primary 
care initiatives 

 Mental health service update 2 
 2015/16 Maori Health Plan – 

update 1 re implementation 
 Fluoride policy 
 Sexual and reproductive health 

 Profile of a 2015/16 AP 
service/initiative 

 Turbo Kidz business case 
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Sub-regional work 
- centralAlliance 

 2015/16 AP:  update 
re centralAlliance 
strategic plan  

  2015/16 AP:  update re 
centralAlliance strategic 
plan 

Other strategic 
matters 

  NZ Health Strategy submission 
 Private primary birthing centre, 

Palmerston North  

 

Quality   Non-financial performance 
measures for quarter ended 
September 2015 

 Annual report from the Central 
PHO Clinical Board 

 Master Health Class 
presentation 

 

Operational 
Matters 

 August results 
 Contracts update 

 September/October results 
 General criteria for general 

practice fee increases 

 Contracts update 

Governance    CPHAC terms of reference 
Reporting   Work programme 

update 
 Work programme update  Work programme update 

Workshops  Mental health & 
addiction services 

 Mental health workshop  
 Masterclass presentation (as 

part of meeting) 

 Annual planning 
workshop 

 
Committee commitments through until the end of March 2016 are set out below. 
 

D
at

e

 
 
 
3. RECOMMENDATION 
 
It is recommended: 
 
 that the updated work programme for 2015/16 be noted. 
 
 
 
 
 
Kathryn Cook 
Chief Executive Officer 
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ID Task Name

1 CPHAC, 2015/16 Work Programme
2
3 STRATEGIC ISSUES
4 Regional Services Plan
5 2015/16 Implementation
6 Update 1
7 Update 2
8 Update 3
9 Update 4
10 2016/17 RSP Development
11 Approach & timeline
12 Draft 1
13 Annual Plan
14 2016/17 AP Development
15 Needs assessment
16 Annual review of prioritisation framework
17 Assumptions - funding related
18 Assumptions - funding related
19 Price volume schedule (draft)
20 Planning workshop
21 Draft AP
22 2016/17 Maori Health Plan Development
23 Draft 1
24 2016/17 Funding Arrangements Document
25 Draft 1
26 2015/16 AP Implementation
27 Primary care initiatives: update 1
28 Primary care initiatives: update 2
29 centralAlliance Strategic Plan
30 Update 1
31 Update 2
32 Update 3
33 Update 4
34 centralAlliance - laboratory contract
35 Mental Health Service Reconfiguration
36 Update 1
37 Update 2
38 Update 3

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep
2016

2015/16 CPHAC Work Programme, Wed 18/11/15 
Page 1
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ID Task Name

39 Update 4
40 Possibility of a mental health workshop
41 Non-financial Performance Indicators
42 2014/15, Quarter 4
43 2015/16, Quarter 1
44 2015/16, Quarter 2
45 2015/16, Quarter 3
46 2015/16, Quarter 4
47 Information Only
48 Secondary care initiatives, inc centralAlliance:  update

1
49 Secondary care initiatives, inc centralAlliance:  update

2
50 Quality (inc customer satisfaction & clinical 

governance indicators):  update 1
51 Quality (inc customer satisfaction & clinical 

governance indicators):  update 2
52 Workforce:  update 1
53 Workforce: update 2
54 PNH Site Reconfiguration
55 Update 1
56 Update 2
57 Update 3
58 Update 4
59 Update 5
60 Major Projects 14/15 Annual Plan
61 Regional Women's Health Service Update 1 (including 

cancer sub-specialty workstreams)
62 RHWS future reporting arrangements (post evaluation

- Hospital Audit) NOW JUNE 2016
63 Business Cases
64 Feasability of primary birthing unit, PNth 
65 Feasability of primary birthing unit, PNth 
66 Turbo Kidz
67 2015/16 Maori Health Plan Implementation
68 Update 1
69 Update 2
70 2014/15 Maori Health Plan Implementation
71 Update 2
72 NZ Health Strategy

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep
2016

2015/16 CPHAC Work Programme, Wed 18/11/15 
Page 2
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ID Task Name

73 Draft submission
74 OPERATIONAL REPORTS
75 General Manager's Report (inc health targets & portfolio

updates)
76 Report 1 (results for May/June)
77 Report 2 (results for July)
78 Report 3 (results for August)
79 Report 4 (results for Sep/Oct)
80 Report 5 (results for Nov/Dec)
81 Report 6 (results for Jan/Feb)
82 Report 7 (results for March)
83 Report 8 (results for April)
84 Report 9 (results for May/June)
85 Proposed negotiating approach 2016/17
86 Consolidated financial reporting reinstated
87 HMSS full briefing
88 Clarification re AOD providers and relationships
89 Copy of review of regional AOD services
90 General criteris used by regional fees review committee for 

GP fee increases
91 Primary birthing centre, PNth - private development
92 Annual Plan - Profile of Initiatives
93 Profile 1
94 Profile 2
95 Profile 3
96 Profile 4
97 Contract Updates (>$250k)
98 Update 1
99 Update 2
100 Update 3
101 Update 4
102 Quality
103 Annual report from PHO Clinical Board
104 GOVERNANCE
105 CPHAC terms of reference review
106 Mental Health Workshop
107 CARRIED FORWARD FROM 2014/15
108 Home management services:  options for reassessment
109 Information Only

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep
2016

2015/16 CPHAC Work Programme, Wed 18/11/15 
Page 3

67



ID Task Name

110 2014/15 Quality update 2
111 2014/15 Workforce update 2

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep
2016

2015/16 CPHAC Work Programme, Wed 18/11/15 
Page 4
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TO Hospital Advisory Committee  

 
FROM Service Director 

Clinical Director 
   Mental Health & Addiction Services 
Nurse Director, Mental Health 

DATE 10 November  2015 MEMORANDUM 

SUBJECT Mental Health Report  

 
 
1. PURPOSE 

To report on the development of the Mental Health and Addiction Services (MHAS) sector wide 
initiatives and vision, and continued implementation of the mental health external review 
recommendations in support of the development of the provider arm services.  

2. EXECUTIVE SUMMARY 

This report outlines the key activities in the Mental Health and Addiction Services, which aim to 
create sustainable service development and quality improvement. The report details how we are re-
establishing clinical leadership and governance and creating a change of culture in our services.   

At the heart of our endeavours is the collaborative work we are progressing with our sector partners 
and stakeholders in order to lay a foundation for a sector wide collective vision of our aspirations to 
improve the mental health status of our population. The Advisory Group meeting on the 19th of 
November will workshop the process for consultation and engagement with our community and 
interested groups when working towards an agreed vision.  

These aspirations are at the core of the ‘phase two’ work related to the implementation of the MHAS 
review recommendations. 

This report is divided into two parts. Part one reports on our ‘outward looking’ collaborative work 
over sighted by our Advisory Group aimed which is driving the development of a vision of a future for 
the mental health status for our population across our district.  

Part two is focused on driving the implementation of the mental health review recommendations in 
the provider arm services. Implementation of the review recommendations needs to continue to be 
relentless, and demand service improvement, balanced with support for our consumers and families, 
and staff of our services. The report recommends the proposed external reviewer of implementation 
of recommendations be completed in May / June of next year and we will look forward to further 
external scrutiny in order to ensure that we remain ‘on track’ with our service recovery.  

Tangible outcomes of the ‘phase two’ Mental Health Review include the expansion of the review 
recommendations to establish a sector wide vision, and development of a collaborative network of 
providers across our sector.  Review recommendations continuing into phase two include a change in 
culture, progress with redesign of the inpatient unit, and improved quality of care across all of our 
services.  These goals are overseen by the MHAS Executive Leadership group and are reported on to 
the MHAS Advisory Group. 

Cultural changes are being lead through workforce development with Te Pou workshops planned for 
completion by the end of the year.  

The options paper for the redesign of Ward 21 is undergoing a costing exercise with a local quantity 
surveyor firm with recommendations about the next steps.  Next steps need to consider both local 
DHB and wider capital expenditure planning and approval requirements in the light of the Master 
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Health Service Plan.  It is anticipated that the next update report will be tabled at the HAC in April of 
2016. This report will make definitive recommendations for a preferred option for HAC to consider. 
 
This report also includes the first update on progress with implementation of recommendations 
arising from the longitudinal clinical review of the care of Erica Hume.   

The format of this report is intended to reflect a standard approach to service reports and is intended 
to be a standardised approach to our reports in a ‘business as usual’ manner for the future.   

Headings used in this report commence with organisational management focusing on quality and 
risk efforts, and then move on to service development projects. 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.  

 

 

 

 

 

Christopher Nolan 
Service  Director 
MHAS  

Dr Syed Ahmer 
Clinical Director 
MHAS 

Barry Keane 
Director of Nursing 
MHAS 
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4. FUTURE DIRECTIONS AND VISION 

 
The mental health and addictions service (MHAS) is progressing the Mental Health review ‘phase 
two’ recommendations. The central focus of phase two is to create a district wide vision of the future 
of mental health for the MidCentral District. The development of a collaborative network of 
providers who will take up collective responsibility for implementing this vision is also essential 
Phase two work.  
 
Creation of a vision and implementation of this vision will change the culture of our services and 
improve the quality of people’s experience of receiving support and services in our community. 
Development of a collaborative network of providers will create the capacity to collectively 
implement the vision. The MHAS is fully engaged in support of both initiatives and is actively 
communicating with planning and funding, and stakeholder and NGO provider groups as well as 
intersectoral partners in preparation for these developments.  
 
Vision and strategic direction 
 
Mental Health Sector vision-the Advisory Group  
The Mental Health Advisory Group was originally established to oversight the implementation of the 
mental health review. The group has broadened its terms of reference (attached as Appendix F) and 
now has a focus on establishing a sector wide vision and a collective approach to implementation of 
the vision through development of a collaborative provider network. Progress to date has included: 
 

 Completion of an updated Advisory Group terms of reference which clearly identify 
membership and key tasks and responsibilities for this group 

 The advisory group now has an expanded membership including MASH CEO and PHO 
medical and senior input. 

 An Advisory Group workshop to plan out the consultative process for sector wide vision 
development is set for the 19th of November.  

 Consultative community meetings are expected to commence in February of 2016.  
 
Development of a collaborative provider network 
A working group including representation from major NGO organisations such as MASH Trust and 
Dalcam, as well as senior PHO representation has been in operation for three months. The group 
meets fortnightly (last 02 November). Progress to date includes: 
 

 Establishing the model and goals for the design of a collaborative network;  
 Establishing a project manager position to support this development. (interviews and offers 

made November); 
 Consultation meetings have also been held with the PHO CEO and Clinical Network Chair in 

order to synchronise effort (02 November);  
 A presentation on progress with a collaborative development to the Clinical Network chair 

meeting on behalf of the working group is planned for the 24 November.  
 
Primary Mental Health Model of Care 
A key goal in establishing a collaborative network is to develop an updated primary mental health 
model of care. The collaborative network working party is partnering with the provider arm to review 
and propose an updated and more effective model of primary mental health care. Progress to date:  
 

Phase two: Future Directions and Vision 
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 Agreement on the principles involved in a new model of care (Embedding consistent roles in 
practices, providing integrated practice coverage and a ‘pilot’ area to start.  

 Current contracts with the PHO have been ‘rolled over’ (November 2015) in order to allow 
time to develop a new model 

 The working party is tabling a short review report on available primary mental health 
resources at the next meeting late November. 

 
Improved collaboration and consumer and family input 
The provider arm is partnering with consumer run organisations to further develop peer support 
services, and improve connections families / Whanau. Progress in this area is: 
 

 A consumer engagement workshop the ‘ Partners in Recovery Forum’ with the motif of  
“Together Everyone Achieves More” held to gain input to the consumer and family 
engagement project strategy, on 13 November. It was attended by up to 70 individuals and 
facilitated by national Health Quality and Safety commission consumer roles  

 A new local consumer advisor has now been employed (November) to the current vacancy as 
well as re-engagement with the regional advisor role (from Whanganui) to provide fortnightly 
local input to plan future co design / engagement strategies.  

 The Hume family has been offered opportunity to join our consumer and family engagement 
project, amongst other projects.  

 The provider arm has established regular (monthly) meetings with NGO support service 
providers to review models of care for support and accommodation services. The recent 
review of the new transition places (four places with Dalcam) has demonstrated a very 
successful collaborative approach to supported placement of consumers with complex needs. 

 Public health provides regular input to reviews of serious adverse events in the Serious 
Adverse Events Review Group forum. There is a planned collaborative review of our 
completed suicide rate in our community. This review will bring together the primary sector, 
(PHO representation) Public Health. The review is planned to start in the New Year. (end of 
January) 
 

Ward 21 Redesign / new Build 

Progress in this area: 

 The options paper for our inpatient unit is with an external quantity surveyors consulting 
organisation for a costing estimate. (Rider Levett Bucknall Michael Craine-Senior Quantity 
Surveyor MNZIQS). As an update, it is noted that early feedback from the consulting 
company has validated the challenges identified in the options paper, i.e. the limited / small 
‘footprint’ , compromised layout and poor residual design value (most internal walls would 
have to be removed). Advice from this firm will also now include; providing a cost estimate of 
temporary relocation should a re-design option be considered.   

 In the meantime, new door handles, kitchen breakfast bar, have been signed off for 
installation with high needs area furniture and safe equipment (mattresses) being specified as 
part of our equipment replacement schedule.  
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Provider arm development- Mental Health Review Recommendations Progress report 
 

Completion of ‘phase one’ and continuation of ‘phase two’ provider arm services 
 
The provider arm services have continued a core focus on ensuring stability for all services, started in 
April, otherwise known as a ‘back to basics’ approach with ongoing close monitoring of all services. 
Some services have, for the last six months, had daily monitoring and if necessary active intervention 
(Ward 21) on a weekly and at times each second day basis. The following executive leadership 
summary is designed to be an introduction to the work reported on later in the report.  
 
Nurse Director 
Following a period of months where we have seen improved management of the occupancy rate in 
Ward 21 we have been faced the challenges of managing the higher than usual occupancy and the 
impact on nursing staff. Our efforts to manage capacity against demand include a project to 
strengthen transition of care processes including MDT decision making. This project demonstrates in 
patient flow, and we plan to strengthen this work by updating the pathway for acute admissions 
where escalating behavior is a risk. New guidelines have also been implemented to ensure that the 
Duty Nurse Managers are part of the decision making process for admissions, given that they 
manage both staffing and a patient flow hospital wide after hours. A closer working relationship 
between Star 1 and Ward 21 has been established taking some demand pressure off Ward 21.The 
roster continues to need improved management although we have benefited from increasing the 
number of entry to practice nurses (NESPs) last year through increased applications for positions. So 
far four NESPs have found permanent positions in the service with opportunities for four more over 
the next few months.  

Allied Health Representative 
Allied health representation on the Executive and within the Operational Leadership group has been 
established over recent months and will continue to be developed and strengthened. The Allied 
Health Plan, (AHP) aimed at developing the allied health workforce, details key priorities for allied 
health. This is part of the Mental Health Review recommendations. The AHP incorporates the 
implementation of the psychology review,  
 
The Director of Area Mental Health Services  
The Director of Area Mental Health (DAMHS) has continued with the re development of the DAMHS 
office over the past six months, 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.  
 
Statistical data reporting to the Ministry of Health (MOH) continues on a quarterly basis from the 
DAMHS office. Whilst the data is being collected, the MOH has been notified of challenges with 
collating data due to the need to improve local report writing tools.  Seclusion and ECT data have to 
date found to be reliable. The planned move from CHIPS to WebPAS will hopefully address issues 
surrounding the long term difficulties experienced with the CHIPS programme. 
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Youth admissions to the adult acute in patient Ward 21 are reported to the MOH as part of the 
compliance with UNROC article 37(c) non age-mixing provisions. For the period April to September 
2015 there were 116 bed days recorded.  
These present as significant resource intensive admissions as current protocol requires an additional 
staff member to accompany / chaperone the youth during their stay in an adult facility. The options 
of admission to Rangitahi unit a regional facility or Starship Hospital is not possible out of normal 
work hours Monday to Friday and existing waiting lists also delay potential transfers. The ongoing 
difficulties in accessing the Regional Rangitahi service have been notified to the MOH.    
 
Key progress on our completion of phase one and implementation of phase two in the provider arm 
has been: 

Restructuring management team 
 
Completion of restructuring of the Mental Health and Addictions Services management with the 
latest appointment, to the Acute Care team (ACT)’An existing manager has been seconded as the 
interim Clinical Manager for 12 months. This change will assist to manage the redevelopment of the 
service with experienced management. 
 
The development of the mental health leadership has continued with a further clinical team manager 
workshop planned for 08 December and executive half day planning completed 05 November.   
 
Clinical Governance 
 
It is useful to start this report on clinical governance with a definition from the Ministry of Health.  
This definition was referenced in the review document.  
 
Definition 
Clinical Governance is the system through which and health and disability services are accountable and responsible 
for continuously improving the quality of their services and safeguarding high standards of care, by creating an 
environment in which clinical excellence will flourish. Clinical governance is the system. Leadership, by  
Clinicians and others, is a component of that system. Ministry of Health (2009). In Good Hands: Transforming 
Clinical Governance in New Zealand 
 
The MHAS has implemented a leadership model which integrates Clinical governance and system 
management, into the managerial structure.  The executive leadership team membership comprises 
the Clinical Director, two Medical Specialty Heads, (consultant psychiatrists) Allied Health and 
Nursing Director and Director Area Mental Health Services, as well as the Service Director.  This 
concentration of clinical discipline representation ensures that the leadership of the service has key 
elements of a very integrated clinical governance model at the highest level.  
 
The executive leadership team have also further developed clinical governance by leading the 
establishment of a culture of quality improvement through a commitment to quality clinical reviews, 
and monitoring and auditing of quality and risk processes and systems. This input and leadership 
from our executive leadership team to our quality processes is outlined in a basic diagram on quality 
processes attached as table two (Appendix D).  
 
Quality improvement processes are continuing to develop with increased monitoring of clinical 
review implementation plans by the Serious Adverse Event Review Group (SAERG) and ongoing 
clinical reviews. An additional part of our process now is the provision of direct feedback sessions to 
teams, including the Senior Medical Officer (SMO) group of psychiatrists,  of review outcomes.  
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These sessions will be lead by the Clinical Director and will start in late November. The SAERG 
audits of historical reviews will be completed end of November.  
 
The management team, including the executive leadership team continues to focus on the 
development of a quality and risk framework which will include monitoring and reporting on key 
performance indicators which measure service improvement. Two projects on performance 
improvement facilitated by an external project management company BECCA are aimed at 
supporting our service to develop a performance management framework to improve both 
monitoring and reporting and service improvement. The first is to create a standardised quality and 
risk report with agreed internal Key Performance Indicators. The second is to embed a performance 
improvement framework for the provider arm services. The performance framework will use the 
KPIs developed / confirmed from the HAC workshop on the 24 November. This improvement of 
monitoring of current performance and required improvements will also improve service culture.   
 
Recruitment of permanent SMOs remains a major challenge despite extensive efforts. Out of 20 
approved medical FTE posts 10 are occupied by permanent appointments. Recruitment poses a 
challenge for development of service and continuity of care. This situation is not unique in New 
Zealand. Progress on this issue has resulted in the extension until 2017 of one consultant 
psychiatrist, (locum) and two permanent recruitments to start in April / May of 2016, as well as one 
additional longer term (> 12 months) locum replacement for 2016. This last role will fill an existing 
but short term locum position which will be vacant.  
 
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.  Eg the 
development of improved quality systems and processes.  A diagram which demonstrates linkages 
between the various quality and monitoring forums overseen by the executive leadership team is 
attached in Appendix D Table Two. An outline of the MHAS meeting structure and the Organisation 
structure are shown as diagrams included in Appendix D tables one and three.  

This 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 developed with the Hume family and implementation 
will now be included as part of the MHAS HAC. Progress of the key Actions is listed in (Appendix E). 
 
Review Project Phase Two Reports  
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 review project 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 specialist mental health and addiction  
Services. The following provider arm actions arising from the Mental Health Review 
recommendations are progressing:  

 The consumer engagement/participation project is being progressed with the appointment to 
the consumer advisor role and with regional consumer input 
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 Progressing the development of the Acute Care team ( included in projects update); 
 Engagement with the Advisory Group to provide input to development of a vision 
 Establishment of a mental health service quality and risk framework updated November  
 Further Clinical Managers team development with a team meeting set for 08 December 
 Open Disclosure workshops occurred on 30th September and 1st October 2015; 
 Workforce plan draft completion date end of December 
 Training and Development calendar to be completed end of November 
 A goal of 2 further permanent SMO appointments to be confirmed by end of 2015 
 The ward 21 redesign ‘options’ paper is with an external consultant for a cost estimate 

Mental Health and Addiction Services Key Quality Indicators  
This report includes previously requested key performance indicators derived from our areas of risk. 
However, we wish to workshop a more informative set of performance indicators which will create a 
more coherent ‘picture’ of service delivery and development. A section at the end of this report 
contains a group of indicators and summary comment for consideration by board members and 
representatives during the workshop part of the Hospital Advisory Committee (HAC). 
 
The following ongoing indicators are kept for continuity pending discussion about a new set of 
indicators.  
 
The current indicators associated with the inpatient unit (Ward 21) start with a graph of total 
occupancy (appendix B) which will provide the context in which the later detailed quality indicators 
can be understood.   
 
Ward 21 
Activity data for Ward 21 in representational graphs are attached at (Appendix B). Improvements in 
incident management and reporting are outlined in the graphs and associated commentary. Key 
points of improvement are listed below. A clear understanding of our current bed capacity is 
important to reviewing the graphed information. Ward 21 is funded for 24 beds. That is 6 high needs 
beds and 18 acute beds. Because the background to utilisation of the inpatient unit beds frequently 
exceeded the capacity, earlier this year, a goal was set to manage (cap) the bed state at 26 beds. While 
there has been some recent improvement (two months of managing close to 26 beds) even the 
capped bed state of 26 beds (with two unfunded) has been frequently exceeded. There have been 
some occasions where occupancy has reached 32, with additional patients placed in other wards. 
(May June and July 2015). The service has intervened directly and has a strong focus on managing 
demand and ensuring that when demand for inpatient care exceeds our capacity that the situation is 
safely managed. This focus has regularly required direct input from the Clinical Director, Service 
Director and the Nurse Director. The plan to better match capacity to demand is outlined in the 
section ‘Match of Resource to Demand’ below.  
 
Incidents 
A proposal to improve Riskman incident reporting has been accepted by the safety and clinical 
effectiveness unit. An update to reporting categories will more clearly differentiate between incidents 
of self harm, attempted suicide, aggression threats and actual events. Clearer analysis and reporting 
will also reduce errors in total incident reporting such as the mixing of non self harm related 
reporting in the total incidents of self harm. 
 
Match of Resource to Demand 
The inpatient unit continues to experience increased risk of adverse events related to over utilisation 
of resources. The over utilisation of Ward 21 occurs when there is ongoing higher than funded and 
resourced levels of occupancy. It will be recommended that this is a key area for HAC monitoring.  
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Substantial work is being completed on reviewing all factors related to matching resource to demand.  
 
Progress in this area includes: 

 Improved rostering to ensure that staff on shifts are rostered to planned and budgeted levels 
and increased staffing is available when the unit is over funded capacity.  

 Double shifts are under close scrutiny and a memorandum containing directives about 
management of staffing and more stringent approvals for double shifts to replace gaps has 
been circulated. (Appendix C represents the number of double shifts and overtime for 
September). 

 Additional service capacity to support improved management of the bed state (the 
‘transitional beds’ created in April of this year) 

 Improved partnership with Older Adult Mental Health Services (Star One) has contributed to 
reduced demand created by older persons historically inappropriately placed in Ward 21.   

 Additional work is being completed to improve clinical standards of service delivery, through 
the development of a Psychiatric Intensive Care Programme and associated clinical pathway. 
This development will improve standards of clinical care and safety. 

 
The accompanying graph of activity focuses on the month’s level of occupancy (Appendix B). This 
graph is aimed at providing more detail about periods of over occupancy and demand in order to 
ensure appropriate levels of oversight and monitoring. The graphs on inpatient activity illustrate four 
key drivers that are activity monitored. The four key drivers are: 

 numbers of admissions 
 occupancy 
 patients on leave  
 Outlier patients in other units but who remains the responsibility of the inpatient unit. 

 
Further work to establish improved access to community mental health services is needed and is part 
of our acute care team development as improved access to earlier intervention in our community is a 
determinant of demand in our inpatient setting.  
 
Continuum of Care 
It is also important to monitor national KPIs which focus on patients seen seven days prior to 
admission, post discharge and the readmission rate. We continue to monitor these national KPIs. 
There are recent improvements in KPIs for patients seen prior to admission and after admission. Our 
readmission rates remain at a higher level than expected. The service is completing analysis work on 
the readmission numbers and will report to the executive on recommendations to address 
readmission rates in December.  
 
Consumer Engagement/Participation  
The managerial team has been strengthened by an appointment to replacement consumer advisor 
role (November) and re engagement with regional consumer advisor input. The consumer and family 
engagement project progress has been outlined in the Future Directions part of our report. In 
summary: - a forum for consumer engagement is planned for the 13th November in partnership with 
Mana o Te Tangata Trust, (previously Journeys to Wellbeing, a consumer run and representative 
organisation). The workshop is facilitated by the Director of Partners in Care for the Health Quality 
and Safety Commission. An additional element included in the consumer and family engagement 
project is the development of a co-design model, again in partnership with consumer and NGO 
organisations in the community. 

Ward 21 Smoke free  
Smoke free has moved to a ‘business as normal’ approach.  
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4.2 Quality and Risk – Monitoring and Auditing Systems and Processes 

Serious Adverse Events Review Group (SAERG) 
The SAERG group monitors all implementation plans arising from clinical reviews to the point of 
completion. Key achievements in the past two months are: 

 Completed implementation audits for eight of 12 review plans created in the past 12 months 
 Completed terms of reference for review of suicides across our district 
 Updated review report formats to improved standards of service level review reporting  
 Report on current events under review and management of process (table one) 
 Monitoring of complaints and responses by the executive leadership team at every meeting.  

 
Quality Representatives and quality forum 
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. Key gains in this forum over sighted by the 
project and quality forum are: 

 Updating of policies, procedures, and forms from an outstanding 11 of 19 policies and 30 
procedures to one outstanding policy and to date 7 procedures updated with a further 6 to be 
completed prior to the audit. The remainder of the procedures will be updated by the end of 
the year. 

 
 Preparation for the upcoming interim certification audit on the 17 November includes a 

completed self audit, mock audit visits, and updating of key policies in the inpatient unit 
including seclusion, incident reporting and ECT provision.  
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Quality and Risk   

Traffic Lights: RISK  at Risk;   On track;               Complete. 

 

ACTION/ITEM MILESTONE COMMENTARY  

    

longitudinal review 

( Erica Hume) 

 

longitudinal review (Shaun 
Gray) 

 

Ward 21 

 

 

Ward 21 smoke free 

 

 Consumer 
engagement/Participation 

 

-SAERG 

 

 

Certification surveillance 
audit preparation 

Action plan complete 

 

 

Draft Action plan complete 

 

Occupancy matched to 
resourced beds 

 

Ward 21 100% smoke free 

 

Increased consumer/family 
engagement and 
participation 

All serious adverse events 
are reviewed with action 
plans completed 

 

Documentation and policies 
are updated 

Final action plan implementation 
and commencement of reporting 

 

Action plan in development 

 

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.  

 

Interim engagement with consumer 
representatives to strengthen 
consumer input 

SAERG has completed an audit of 
the past 12 month’s implementation 
of review actions.  

Updates have been completed and 
preparation including mock audits 
completed.  

 

 

 

 

 

 

 

 

 

 

 

 

 

  

A 

R 

A 
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A 

G 

G 

G 
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4. 3 Workforce Development 

The service is completing a draft workforce development plan. The plan is expected to be completed 
in final draft format at the end of December. Key achievements in recent workforce development are: 

 Attendance at the DBT conference (Auckland) for all available DBT  team members 
 Attendance at the annual national conference in Wellington of the complete early 

intervention team 
 All MHAS Staff are supported to attend /national courses/conferences. 
 Nine nurses completing the NESP programme 
 Plans for three TePou values based workshops in October, November and December. 

 

4.4 Infrastructure development 

 
Ward 21 Environment 
The options paper for the redesign of Ward 21 is undergoing a costing exercise with a local quantity 
surveyor firm with recommendations about the next steps.  Next steps are to consider both local 
DHB and wider capital expenditure planning and approval requirements in the light of the Master 
Health Service Plan.   
 
WebPAS 
Representatives from MHAS visited CCDHB to view the live web PAS system along with mental 
health representatives from HBDHB and Hutt. This gave the representatives an understanding of the 
application and also the implications for data collection within the MHAS specialty. A recent bed 
flow workshop (November) was provided to all services and also another MHAS specific workshop 
was facilitated at Mid Central DHB. Test environments have allowed identified people the 
opportunity to familiarise themselves with the program and to identify areas in which to inform the 
WebPAS project team include/improve or change.  
 
 
4.5 Major Service Projects 

 
The Acute Care Team (A.C.T) 
Ongoing development of the new Acute Care Service is progressing well. There has been considerable 
input from a large number of people to develop an operations manual that describes the new model 
of service, functionality and roles within this service. Working in parallel with the development of the 
new service has been a concentrated effort to support the acute service through active recruitment 
and stabilising the roster and prioritising the greatest need to ensure safe and effective care for 
service users. In order to achieve this, there has been a definite need to take things slow; this has led 
to a delay in the implementation of this project. The project group focussed on completing the Acute 
Care Team Operating Manual and consultation paper which are both due to go out to the 
stakeholders by Monday 16th November.  
 
The Older Adult Mental Health Service (OAMHS)  
The service has now taken over responsibility for reporting for the OAMHS. Meetings are being held 
with staff in Star One, (04.11.15) and a working group (meeting 06.11.15) is being established which 
will plan for a transition period of up to six weeks to ensure appropriate assessment of need and 
placement of patients into appropriate treatment settings. The forum is being lead by the Nurse 
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Director Mental Health in partnership with the Clinical Director, OAMHS and Medical and 
Rehabilitation Clinical Director. Members of the working party include allied health representation, 
the Star One charge nurse, representation from the geriatric services and clinical nurse specialist. 
Following management of this transition period, further planning will take place including our 
community partners to plan out district wide development of a specialist mental health service for 
older persons. 
 
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 HealthCare Management Group situated at 
‘St Dominic’s’ which houses 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. The project to review for the most appropriate placement for these clients has made slow 
progress with one bed being available in November. A review of progress will be completed by the 
project facilitator role in the New Year. 
 
Profile of needs of clients in the NGO sector 
Both residential accommodation NGO partners, MASH Trust and DALCAM, are engaged with the 
provider Needs Assessment and Service Coordination service 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 related to mental health issues. With better placement in age 
appropriate settings, capacity for current mental health clients improves. This project is also to be 
reviewed to identify how it may progress more quickly in order to free up capacity for patients who 
need a longer and better supported recovery period.  
 
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 this 
programme continues at least for another 12 months.   
 
Horowhenua support services including local Crisis Respite services 
We have flagged that there is a need to extend access to supported accommodation and crisis respite 
to the Horowhenua region. Planning for this initiative will commence in the New Year.  
 
Collaborative 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.  
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Summary 
 
This report has endeavoured to cover our current initiatives and provide a forward looking and 
future oriented introduction to our development. As we near the end of the calendar year, we have 
planned for development of a vision to commence in the New Year, 2016. We believe that remaining 
on track is key but that despite challenges we will achieve a collective commitment not only to a 
combined and celebrated vision but collaborative activity in support of our goals.  
 

 

 

 

 

Christopher Nolan 
Service  Director 
MHAS  

Dr Syed Ahmer 
Clinical Director 
MHAS 

Barry Keane 
Director of Nursing 
MHAS 
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Proposed KPI areas of focus for workshop input 

Development of Key Performance Indicators for the Mental Health services must be developed in the 
context of the national reporting framework, and sector imperatives. The recommendations in the 
recently completed mental health review also drive local imperatives. Notwithstanding these given 
areas of reporting, making sense of data, and the ability to create an accurate and pertinent 
monitoring framework is essential for service improvement. A principle that can be applied to 
creating a reporting framework is to use strategic intervention key performance indicators. That is 
measuring what is essential to good governance, informs about service delivery but which also 
creates opportunity to inform intervention, particularly corrective intervention. Interventions also 
need to be future focused and be considered in the context of our total population and growth in 
quality of service delivery.  
 
The following proposed areas of performance are for discussion and focus on areas of performance at 
service level. 
 
Population based  
 
KPIs 
Overall access rates for primary mental health and secondary specialist services for our population 
Incidence of youth presentation with psychosis benchmark and reduction goals 
Improvement in quality of life indicators for people with mental health and addictions experience 
 
Acute care continuum: Inpatient, Acute Care team and Crisis response 
 
KPIs 
Achievement of access rates by time as per specification for the ACT 
Utilisation of the acute inpatient unit within agreed capacity 
Interregional benchmarking inpatient ALOS, throughput and resource levels  
Placement of service users in support services in agreed timeframes 
 
Community mental health service continuum of care 
 
KPIs 
Achievement of target access rates per population by sub region (e.g. Horowhenua Tararua) 
Benchmarking caseload, resource levels, throughput including ALOS for all community teams 
 
Alcohol and Drug Services 
 
KPIs 
Access rates to the methadone programme compared to target and funded resource 
Access to the shared care primary care model for methadone service users 
ALOS and caseload  
 
Primary Care 
 
KPIs 
Access rates per population compared to target  
Referral rates from secondary specialist services 

 

83



The following proposed areas of performance are for discussion and focus on areas of performance 
for Quality Improvement KPIs. 
 
Monitoring 

 Number of incidents-including SAC rated  
 Number of complaints 
 Number of seclusion and restraint events 

 
Reporting on quality improvements 

 Completion of complaints to time 
 Completion of audits of service delivery 
 Completion of reviews and implementation of review recommendations 

 

Stakeholder input 
 Consumer surveys and engagement activity 
 Family / whanau surveys and engagement activity 
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APPENDIX A: Quality and Risk  

Table one: Mental Health & Addiction Services Performance Report 

Serious 
Adverse Event 
Reviews: 
October 

No 
 

Complaints/Compliments 
(Completed = response 
within 30 days from 
receipt) 

No/ 
Month 
(Oct) 

Last Month  
(Sept) 

Total Review 
Committee 

8  Complaints (current) 4 4 

Total at final 
draft report stage 

7  HDC Complaints (open) 
 

4 0 

Total Completed 1  Outstanding Complaints 
(open) 

1 (ongoing 
complaint) 

2 

Total yet to be 
SAC rated 

0  Compliments 2 0 

 
Table two: Ward 21 Total Incidents Reported  

 

 

 

 

 

 

 

 

The above graph represents total incidents for ward 21. Total incidents for October were 76. This 
includes smoking incidents, self harm, violence and also medication incidents including errors.   
More detailed graphs of self harm, abuse and violence are included later in this report. Two patients 
in the unit over the past two months account for a significant proportion of the increase in incidents. 
Given the clinical context of treatment issues for these individuals the overall risk level across the 
ward may not necessarily increase related to incidents but the main driver of risk, overutilisation of 
the unit capacity, is clearly reflected in the later graph on ward occupancy levels.  
 
Table three: Ward 21 Restraint and Seclusion Open side and HNU  

 
 
Seclusions and Restraint: For September there was a total of nine episodes of Restraint, six of 
these related to one particular individual within the HNU who was restrained due to self harm (but 
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not suicide) attempts. Eight seclusion episodes related to one patient requiring seclusion twice.  The 
October figures represent one seclusion event and seven restraint incidents, a reduction in use of 
both restraint and seclusion. The staff of the ward needs to be congratulated on this achievement 
during a time of high demand and occupancy.  
 
Table four: Ward 21 Self Harm –Total Threatened and Actual Oct 14 – Oct15  
 

 
 

Self Harm/ threats and actual, and behavioural challenges. 

The incident trend and monthly totals portray a general increase in total incidents. However, in 
September nine incidents related to one patient within the HNU who was restrained on six 
occasions.  This cluster of incidents and restraint events is related to a specific clinical presentation, 
and not all incidents or restraints were leading to escalation of suicide attempts.  

In a similar manner, October showed an increase in self harm incidents from the previous month to a 
total of 25 incidents, however 22 of these incidents were generated by one individual within the 
HNU. This left the number of new incidents in this category at three. Individual presentation can 
‘skew’ the chart to imply there is an overall increase in risk, but some patients clinical presentations 
are characterised by multiple incidents, which may not be directly leading to suicidal behaviour. 
While concerning, this does not mean that there is a general increase in overall levels of incidents or 
risk in the general inpatient population. It will be helpful to implement an updated definition in Risk 
Man to differentiate between self harm,sucidal intent, threatened violence or abuse and actual.  

Ward 21 Conduct/Behaviour/Abuse towards Staff  

 

The graph above shows an increasing trend of abuse / violence towards staff. This is a concern and is 
under review by the executive team.Analysis of the data is needed to identify the drivers of this trend. 
It is clear that overutilisation of the inpatient unit contributes to a rise in this behaviourl. Analysis 
will be assisted by better definition of reporting in Riskman as noted above to differentiate between 
hostility and actual aggression.   
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APPENDIX B: Ward 21 Occupancy, Utilisation Admission/Discharge 

Whilst the average bed occupancy may indicate that the inpatient unit is meeting the resourced beds, 
it is important to see the entire picture which includes the number of patients who are placed on 
leave. Whilst the patients may not physically remain in the hospital, it is still important to 
understand that they remain under the care of the acute unit and thus can return at any time. This 
can and does create significant fluctuations in bed status. Close management of the bed state is a 
current focus of the executive leadership team, lead by the Clinical Director.  The tables below show 
the average occupancy; occupancy including leave; admissions and discharges. 

 

Table one: Ward 21 Average bed occupancy for April 2014 - October 2015   

 

  

Table two: Ward 21 Average bed occupancy for October 2015   
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Table two: Ward 21 Occupancy per day including patient leave for October 2015. 

 

 

 

Table four: Readmissions within 28 days over a three month period 

 

The 28 day readmission rate remains above the MOH key performance indicator of 0-10%, a working 
group has been established to monitor the readmissions on a weekly basis to identify any key causes 
that can be changed/improved in order to reduce the readmissions which will aid good transitions 
for patients and family from the acute unit to the community.   
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APPENDIX C: Ward 21 Staffing  

Staffing 

Ward 21 double shifts remain to be a concern for the service, which has led to an analysis of the 
drivers for this.  Some of the drivers identified are – high utilisation, occupancy and acuity of 
patients within the ward, along with available staff resource to cover gaps. The unit remains 
consistently above the resourced bed numbers, which leads to an increased need for staff resource. 
Whilst August showed a lower occupancy, this was counterbalanced by an increase in staff sick leave. 
Active recruitment is occurring and there have been successful appointments from the recent NESP 
positions.  
 
September and October have continued to see ongoing use of double shifts with a slight reduction in 
September. Actions taken by the service to address the drivers for double shift activity are listed in 
the narrative in the main part of the report. It is expected that with improved consistency of staffing 
and better oversight of drivers for double shifts that a reduction will occur in November. 

Table one:  Ward 21 staff average double shifts April 2014 – October  2015 

 

 

Table two: Ward 21 Staff  over time April 2014 – October  2015 
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APPENDIX D: Organizational, Quality & Meeting Structure 

Table One: (Meeting Structure) 
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Table Two: (MHAS Quality Structure) 
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Table Three: (Organization Structure) 
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APPENDIX E:  Key Actions Progressed from Erica Hume Recommendations 

The following key actions arising from the recommendations have been progressed. 
 
Key Actions 
 
Recommendation 1 and 2:  
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. Ensure the MDT Case 
Review Policy which has psychiatrist oversight, is fully implemented. 

 Review of the MCH referral policy has occurred and a MEMO has been sent by the Clinical 
Director MHAS to medical staff highlighting the requirement of psychiatrist oversight of 
referrals to the service.  

 All Palmerston North Adult Community Mental Health referrals are triaged and then 
reviewed at the Multi Disciplinary Meeting (MDT).  

 All Rural referrals are reviewed by the Psychiatrist. 
 Scheduled weekly MDT forums within Ward 21  
 MDT forums in the community/rural areas occur as scheduled  

Recommendation 3:  
Build and sustain a culture of critical thinking and a relentless focus on what matters to the person 
and family. Developing and activating leaders and improvement champions across all parts of the 
service. 
 

 Appointments have been completed  for the  new clinical managers  
 Re-establishing the operations meeting, has allowed for a shared forum to represent each 

area and how they are functioning, this also allows opportunity to discuss and work together 
to improve service delivery across MHAS. 

Recommendation 4 &5:  
Develop and sustain an appropriate range of psychological therapies especially adequate Dialectical 
behaviour therapies (DBT); 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. 
 

 DBT database and quarterly report are implemented.  
 

 External Training 
All DBT clinicians have been supported to register with Practice Ground again for this year. 
The Palmerston North team have a scheduled education slot in their Consultation Group, 
which they have been dedicating to Practice Ground.  
  

 A world-renowned DBT trainer is scheduled to visit New Zealand on 12-13 November 2015 to 
provide a workshop. The entire DBT team has been approved to attend this training event.  
 

 Internal Training 
The DBT team are providing some internal training on DBT this year as well. This is in the 
form of a four-hour ‘Introduction to DBT’ workshop. The first of these was held on 22/04/15 
and the second was held on 10/06/15. One more is scheduled for 04/11/15. 
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The Palmerston North DBT Programme is currently providing the ‘Distress Tolerance’ 
module of their DBT Skills Group. Dates have been confirmed for 2015 and yet to be finalised 
for 2016. 
 

 Regional Personality Disorder Service  
The Regional Personality Disorder Service (RPDS) continue to visit MCH on the third 
Tuesday of every month to provide consultation for clinicians working with clients diagnosed 
with personality disorders.  
 

 Pharmacy input into MDT processes is established within Ward 21.  

Recommendation 6:  
Actively support students in a way that minimises transitions of care and handovers to other 
services, including academic support and action ways to jointly support students with mental health 
needs. 
 

 A memorandum of Understanding (MOU) has been established with Massey University, a 
further MOU is to be completed in consultation with UCOL. 

Recommendation 7:  
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.  
 

 Progressing of the 24/7 Acute Care Team ( please see as part of the Major Projects item, 4.4) 
 Established four beds in the community. 
 Workforce Development plan with regards to culture change, three Let’s Get real workshops 

facilitated by Te Pou have been scheduled for three specialties within MHAS.  

Recommendation 8 and 9:  
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 
 

 Web Pas project has been established for the organisation which will have a link with the 
current clinical portal system which is progressing to include identified patient information 
which will inform and update health professionals on the patient. Representatives from 
mental health are members on both the clinical portal working group and also the WebPAS 
project. Not sure if there is a consumer/family rep on these groups 
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APPENDIX F:  Mental Health and Addiction Services Project Advisory Group Terms of 
Reference 
 

Mental	Health	&	Addiction	Services	
 Project Advisory Group   

Terms of Reference 
June 2015 

 

1. INTRODUCTION 

MidCentral District Health Board is seeking to develop a new strategic direction for mental health 
and addiction services across the district in order to better meet the needs of people in our 
community, who experience mental health and/or addiction issues, and to build resilience and 
improve the mental health status of our community.     

2. PURPOSE OF THE MENTAL HEALTH & ADDICTION SERVICE  PROJECT ADVISORY 
GROUP 

The Governance structure for this project has been developed in order to ensure adequate sector 
representation and input to the development of a broad vision and strategic plan for the Mental 
Health and Addiction Services across the MidCentral District.   
 
The task of the group is to develop a vision, and strategic plan which will set direction for the Mental 
Health and Addiction Services across the MidCentral District for the next 5-10 years.   
 
The vision for mental health in our community will encapsulate the aspirations of service users, 
families and services across all sectoral boundaries. The plan will outline strategic intent and goals 
which will match need to capacity to deliver services across sector boundaries.  
 
The plan will task service leaders with developing a functional network of providers which will 
deliver consumer focused, resilient and integrated service provision.  
 
The re-development and implementation of a Mental Health and Addiction Service plan is a key 
initiative for the 2015/16 Annual Plan.  
 

3. BACKGROUND 

The MidCentral District Health Board Mental Health and Addiction provider arm services have been 
the subject of comprehensive external reviews in the past year. The service has accepted all 
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recommendations arising from these reviews, and expanded on these in order to radically alter 
service direction.   
 
Since the reviews, the provider arm has embarked on rapid development of both quality and type of 
services over the past 12 months. The project plan covering this period is ‘phase one’ of a longer 
review derived project plan. Phase one of the resulting review project plan developed quality 
systems, facilities, service models and service configuration into 2015.  
 
The provider arm services recognise that future development is critically dependent upon cultural 
change, building relationships with adjacent providers and participating in the development of a 
collective agreement about a vision of future development.   
 
Phase two of the review project plan is aimed at creating a broader aspirational vision and 
subsequent service planning that creates an integrated and responsive range of services.  The 
planning process and plan will be established in partnership with providers and stakeholders, 
supported by the MidCentral District Health Board planning and funding, Board and key 
representative roles from the wider sector.  
 
Stakeholders in this aspirational development include the Ministry of Health’s Director of Mental 
Health, service users, families and whanau, Iwi, NGO and Kaupapa Maori providers, primary care 
and intersectoral agencies.  

 

4. OBJECTIVE 

The Mental Health & Addiction Services Project Advisory Group will establish processes which lead 
to engagement with key stakeholders, including consumers, family and whanau, specialist services, 
primary care, NGOs, Iwi and Maori services, intersectoral agencies and the wider community.  All 
have a role to play in the development of a vision and strategic plan to develop services which 
deliver:  

 better use of resources 
 improved integration between primary and secondary services 
 gains for people with high needs 
 Increased access for all age groups (with a focus on infants, children and youth, older people 

and adults with common mental health and addiction disorders such as anxiety and 
depression. 

And which are characterised by;  

 Establishing partnerships with clients and their families which are fundamental to recovery  
 The development of a highly functional network of providers, agencies and services which 

support seamless service access and delivery  
 A whanau ora approach involving each client’s other natural supports. 

 

These goals are described in the government’s strategy document - Rising to the Challenge: the 
mental health and addiction service development plan 2012-2017.  That document signals a shift 
towards the development of an overall system of care that spans the life journey and guides the 
direction, philosophies and principles for the ‘whole mental health system’.   
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5. RESPONSIBILITIES/FUNCTIONS/EXPECTED OUTCOMES 

The Mental Health & Addiction Services Project Advisory Group will ensure that: 

 An overarching district-wide network of services is developed which is aligned to 
government directions; 

 All stakeholders, including service users and family / whanau representatives have 
opportunities to participate in service design and implementation; 

 Project milestones and outcomes are met in a timely fashion; 
 Effective communications relating to the Project Board work occurs across the sector. 

 

6. LINKAGES 

Consumer Advisory Group 
MHA Clinical Network 

 

7. MEMBERSHIP 

The following members will serve on the Mental Health & Addiction Services Project Advisory 
Group, each contributing their respective perspectives to the Project Advisory Group business.  

Christopher Nolan, Service Director, Mental Health & Addictions 
Kathryn Cook, CEO  
Syed Ahmer, Clinical Director Mental Health 
Michele Coghlan, Director of Nursing 
Kim Fry, Director of Allied Health 
Stephanie Turner, Director Maori Health & Disability   
Dave Ayling, GP, Chair of Primary Health Care Clinical Board 
Linda Doubledam, Clinical Advisor, Central PHO 
Frank Bristol, Consumer Advisor Balance Whanganui  
Carole Searle, CEO MASH Trust  
Richard Barrass, Director Area Mental Health Services (DAMHS)  
Claudine Nepia-Tule, Portfolio Manager, Planning & Support    
Muriel Hancock, Director Patient Safety & Clinical Effectiveness   
Anne Amoore, Manager Human Resources   
Barry Keane, Acting Nurse Director Mental Health 

 

8. OFFICERS AND THEIR RESPONSIBILITIES 

 A chairperson will be elected at the first Mental Health & Addiction Services Project Advisory 
Group meeting and hold office for 12 months then review.  

 In the absence of the chairperson, an acting chair will be appointed by the meeting; 
 Members are expected to attend all meetings and contribute to the meeting business;   
 Apologies will be communicated to the designated Project  liaison person;  
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 Media communications on behalf of the Project Board will be the responsibility of the Chair.  
 Administration Support provided by MHAS Review Project Officer 

9. MEETING STRUCTURE 

 Meeting frequency will be monthly for 1 hour.   
Where necessary, meetings of longer duration may be called by the Chair or by agreement of 
the members.  Examples include; 

o  to receive submissions from a delegation or 
o  to receive presentation on a specific topic;  

 Meeting location will be Education Centre, Palmerston North Hospital, or elsewhere by 
agreement;   

 Meetings will follow an agreed agenda format; 
 Meeting minutes will be recorded by the Project Team; 
 Meeting agenda/minutes will be distributed one week prior to the scheduled meeting; 
 Meeting quorum will be 50 percent plus one person.  

 

10. REPORTING 

Copy of the meeting minutes will be circulated to key stakeholder groups.  Other interested parties 
can request copy of the minutes.   

 

11. REVIEW/AMENDMENTS 

The terms of reference will be reviewed annually or amended as agreed by a majority of members at 
any committee meeting. 

 

 

AUTHORISED BY: 

 

 

 

CHAIR 

Mental Health & Addiction Services Project advisory group  
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  2015/16 Annual Māori Health Plan Update 

1 
 

TO Community Public Health Advisory 
Committee    

   
FROM Stephanie Turner  

Director Māori Health & Disability 
Māori Health Directorate  MEMORANDUM 

   
DATE 17 November 2015  

 
SUBJECT 2015/16 ANNUAL MAORI HEALTH PLAN PROGRESS REPORT- UPDATE 1 

 
 
1 PURPOSE 
 
This report provides the Community and Public Health Advisory Committee an update on 2015/16 
Annual Māori Health Plan initiatives and indicators.  It includes an update of the National 
Indicators for Māori health and the planned initiatives within 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 2015/16 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, Iwi and Māori health providers, the District Management Groups 
and Regional Clinical Networks where applicable.  

The MOH 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 2015/16 Annual Māori Health Plan.  

Some of the Māori Health Plan achievements over the last quarter are highlighted below.  Newly 
implemented is the introduction of free general practice consultations and prescriptions to all 
under 13 year olds in the district, the use of comprehensive health assessment tools in general 
practice, and work around the diabetes quality standards.  Continuing on from progress made 
during Quarter 4 2014/15 includes: 
   

 immunisation coverage targets for children are being consistently achieved. Achieving 
equity across Maori and Pacific island children is a clear highlight.   

 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; 

99



  2015/16 Annual Māori Health Plan Update 

2 
 

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

Improving on these targets is challenging, the initiatives are complex in nature, progress is often 
dependent on ensuring these Māori health priorities are the same shared priorities across the 
whole of health system provider/service network.  Real impact often requires participation and 
contribution from other agencies e.g. general practice teams, clinicians, NGO agencies, Māori 
providers, whanau ora collectives and intersectoral partners.  Over recent years the DHB has made 
an effort on inclusive planning and service development initiatives that ensure focus and approach 
on improving Māori health outcomes.  This is of enormous value to us; the collaborative work 
being undertaken in the whanau ora alliance space and with the CPHO, Māori providers offers a 
strong base for building on Māori health gain results.  There is identifiable progress across a 
number of initiatives as seen in the attached report against the 2015-16 Māori Health Plan 
Indicators, yet we still have a way to go to address the existing inequalities that occur for Māori. 
The Māori Directorate will work to ensure three equity focused questions and identified goals are 
applied across service development and monitoring.  These are: what do we have in place for Māori 
to support equity of access (getting into the health system), equity of health system processes (once 
in the system, the quality/responsiveness of the system), and equity of outcome (the end result, do 
we measure Māori health outcomes).    

MDHB’s commitment to increasing the level of Māori leadership and expertise within the DHB is 
being recognised both locally and nationally.  The Māori Directorate development is nearing 
completion.  The intention is that all positions are filled and an induction programme completed 
before Christmas.  These roles will further enable the organisation to integrate Māori worldview 
values and practice across service development and quality improvement processes, that we 
continue to build our focus on improving access to our health systems for Māori, and that the 
experience for whanau Māori once in the system is both responsive and supportive in improving 
health outcomes for Māori. 

Manawhenua Hauora have agreed to discuss and determine from their different Iwi perspectives 
the current health priorities as they see them for the whanau/hapu they serve, they will bring these 
back to the Manawhenua Hauora governance table early 2016 to inform the 2016-17 Annual Māori 
Health Plan.  An engagement process will then be undertaken across various Māori forums both 
pre Christmas and early 2016 to further inform the structure and content of the 2016-17 Annual 
Māori Health Plan.  The intention is to ensure the 2016-17 annual Māori health plan includes 
measurable outcomes from a health systems improvement and service experience context as well 
as the National Māori Health Indicators.   

Please see the attached report for an update on progress in the first quarter against the MidCentral 
DHB Annual Māori Health Plan 2015-16 national Māori health indicators.  An update against the 
five local Māori Health priorities is not available but will be included in future reports. 

3 RECOMMENDATION 

It is recommended: 
  that this report be received 
 
Stephanie Turner 
Director Māori Health & Disability 
Māori Directorate 
MCDHB 
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2015/16 MAORI HEALTH PLAN INITIATIVES- UPDATE 1 
 
 
No.  Actions Milestones  Progress as at 15/11/2015
4.1  Data Quality, 

and, Access to 
Care 

   

Indicator 
1 

Percentage of 
Māori enrolled 
with the 
Central PHO: 
100% 

Target: 
100% 

Progress as at 15/11/2015

  Work with 
CPHO, General 
Practice Teams, 
Māori Health 
Providers and 
Whānau Ora 
navigators to 
support 
increasing 
enrolment of 
Māori in PHOs 

 Monthly results are 
reviewed by the Central 
PHO’s Clinical Board, 
with areas of concern 
identified and remedial 
action undertaken by the 
general practice(s) 
concern in accordance 
with agreed timelines. 

 Results regular reported 
and reviewed by the 
DHB’s Community & 
Public Health Advisory 
Committee and its Iwi 
Relationship Board 

 Whānau Ora navigators 
continue to support 
enrolment with the 
Central PHO. 

Results continue 
to be reviewed. 
The provision of 
free general 
practice 
consultations 
and 
prescriptions to 
all under 13 year 
olds in the 
district 

 CPHO leading a 
whole of system 
approach with 
General Practice 
in the ongoing 
identification of 
non‐enrolled 
Māori 
population.  

 Initiative for 
capturing non‐
enrolled people 
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as they present 
to ED in 
development 

Monthly 
monitoring of 
ethnicity data 
collection, 
identifying 
practices where 
results are less 
than target and 
working with 
them to 
improve their 
processes 

 Quarterly general 
practice enrolment results 
are reviewed by the 
Central PHO’s Clinical 
Board: areas of concern 
identified and remedial 
action undertaken  

 Central PHO to establish 
a staged three‐year plan 
by December 2015 to 
improve data quality 
using the primary care 
ethnicity audit toolkit  
(NB:  the implementation 
timeframe will be 
reconsidered as part of 
the 2016/17 annual 
planning process.) 
 
 
 
 
 

 
 
 
 
 
 
 

 

Results reported to 
Clinical Board, 
CPHO Board and 
ELT, strategies 
reviewed and 
developed for 
ongoing 
improvement of 
target  
 
Further 
implementation of 
the Ethnicity Toolkit 
will be integrated 
within the 2016/17 
annual planning 
process   

Data Quality, and, Access to Care

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

 

 
 
Population based on Statistics New Zealand Estimates (medium projections) from 
Census 2013 base (2014 update) 
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Indicator 
2 

Ambulatory 
Sensitive 
(avoidable) 
Hospitalisation 
rates (per 
100,000) for the 
0‐74, 0‐4 and 
45‐64 age 
groups 
(expressed as a 
percentage of 
the national all 
ethnicities rate) 

 

Target: 
ASH rate per 100,000 PHO 
enrolled population 
(expressed as a percentage 
of the national all 
ethnicities rate) 

0‐74 age group:   

 Māori:    
 Total:   
 
 0‐4 age group:   

 Māori:  
 Total:   
 
45‐64 age group:   

 Māori:   
 Total:   
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  Rollout the 
partnering with 
general 
practice 
programme 

 Two IFHCs implement 
Practice Development 
Plans by June 2016 

 A community profile document for the south‐western suburbs, Palmerston North City named “Karanga te 
rā, karanga te ao” was developed in conjunction with stakeholders and published by CPHO’s Māori and 
Pasific Health Team. 

 Otaki IFHC has formed a stakeholder working group who are responsible for designing a workable 
solution in the Otaki area. Oversight and guidance to the working group has been provided for a 
reiteration of their IFHC development plan. 

 Horowhenua Community Practice and Te Waiora completing a leadership and administration restructure 
to align operations more closely. 

 Feilding and Kauri IFHCs are both progressing building plans for completion 2016.   
 

Improve access 
to primary care 
services for 
children 

 Work with General 
Practice Teams and 
community pharmacies 
to implement free general 
practice consultations for 
under 13‐year olds and 
zero co‐payment on 
prescriptions, including 
public messaging as from 

 Provision of free general practice consultations and prescriptions to all under 13 year olds in the district. 
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1 July 2015 
By the end of 
2016 increased 
use of 
comprehensive 
health 
assessment and 
care plans for 
patients with 
moderate to 
advanced long 
term conditions 
across primary 
care teams 

- Increase 
comprehensive self‐
assessments and care 
plans use 

- Central PHO 
promotes 
comprehensive self‐
management 
assessment care 
planning tools to 
general practices by 31 
September 2015 

- Alliance Leadership 
Team monitors Māori 
uptake  

- Increase uptake of self‐
management courses 
 
PHO support provided 
to general practice to 
promote self‐
management courses  
 
Alliance Leadership 
Team (ALT) monitors 
update of self‐
management courses 
on a six‐weekly basis, 
working with 
individual general 
practices as required 

 Use of comprehensive health assessment tools in general practices  
 Support for self‐management programmes 
 Work on the stocktake against the national diabetes quality standards 
 Established a model of peer and/or case review which sees specialists in community settings patients are 

supported to undertake self‐management programmes, programmes ensure a focus on Maori 
& support community based clinical management the outcome being to reduce admissions to hospitals and 
support improved patient outcomes. 

 Monitoring of Māori to occur ongoing. 
 

 
 
 
 
 
 
 
 

 Central PHO continues to utilise the strengths of occupational health nurses, community pharmacists and 
public health nurses and health promoters wherever possible – challenges exist related to the sharing of 
information given different working frameworks and environments, and IT systems and contractual 
arrangements  

 Māori utilisation is collected and monitored by the ALT 
 The DHB and Central PHO are both promoting a much stronger and relevant involvement of/connection 

between community Pharmacists and GPTs/IFHCs to take advantage of multiple potential players for benefit 
of patient group/s, specifically Māori and Pacific. 

 Risk stratification and geocoding are tools that allow for a much more targeted approach to these 
populations. 

All general 
practices have 
an integrated 

 All general practices will 
have long term conditions 
plans in place by 30 June 

 Central PHO management and the Stanford Coordinator monitor uptake of Living a Healthy Life programmes 
across all IFHCs/GPTs. Two courses were completed this quarter with an additional three courses 
commencing in September in Dannevirke, Otaki (Māori) and at Kauri Health.  

105



Page 6 of 33 

long term 
condition 
improvement 
plan inclusive 
of diabetes 
improvement 
plan  

2016  
 Pre‐diabetes management 
activities are incorporated 
into general practice 
teams and IFHCs long 
term condition 
management plans by 30 
June 2016 

 The  More Heart and Diabetes funding has been used for advertising, additional clinical resource, 
promotional materials such as Patient Dashboard Campaign and development hours required to meet 
changing reporting requirements. 

Collaborative 
Clinical 
Pathways 
(CCP) will 
support early 
diagnosis, 
streamlined 
referral 
pathways, 
intervention, 
and good 
management 

 10 further CCPs to be 
established by 30 June 
2016 with selection of 
pathways to include 
consideration of Māori 
health outcomes 

 Finalise a collaborative 
clinical pathway for skin 
lesions for the district 30 
December 2015: 

o Education for General 
Practice teams is 
sourced and provided 
by 30 March 2016 

o Agreed procurement 
process for 
dermoscope 
purchase/tender is 
finalised by 30 March 
2016 

 The Sapere Risk Stratification tool has been developed and is currently being used by Central PHO for the 
equitable distribution of the available nursing workforce across IFHC/GPT sites. Risk stratification is being 
used to inform preventative care programmes and other IFHC service planning. 

 Health Assessment care planning tools will be incorporated into the Practice Performance Report and 
Practice Plans. 381 CHAs completed this quarter ‐ 305 by GPTs (202 of those using electronic tools).  

 CPHO is continually advertising upcoming Living a Healthy Life programmes in the Weekly Mailout and via 
email to all CPHO clinical staff, in addition to referrals from GPTs, referrals to Living a Healthy Life 
programme occur via CCNs, Dieticians, Pharmacists and other PHO staff working within general practice. 
PHO clinical staff distribute promotional brochures to practices on an ongoing basis and promote course 
content and relevance to GPT members. Participant demographic data is now available on the provider 
portal/report server under ‘Living a Healthy Life – Patient list’ enabling practices to see which patients have 
attended the programme. This also now provides data on ethnicity, age and quintile of attendees. 
 

 Not yet due 
 

Increase 
primary care 
response to 
acute care 

 Align district  nursing 
service to general practice 
teams and IFHCs to 
support primary health 
care acute care 
management by 30 June 
2016, including 

 Not yet due 
 Long Term Condition Improvement Plans are being developed as a project of the DHB’s Long Term 

Conditions’ District Group. 
 Supported the pilot programme of the Primary Options for Acute Care within eight General Practitioner (GP) 

teams 
 “Winter Warrants of Fitness” letters were sent to 305 patients with chronic obstructive pulmonary disease who 

had previously required admission. In consultation with their GPs, patients were asked to have a plan to 

106



Page 7 of 33 

consideration of 
improvements in access 
for Māori 

manage their health.  This included ensuring that they had received the influenza vaccination and that they 
saw their GP as soon as they started to become unwell so that treatment could be commenced early and 
prevent deterioration. Māori data collected.  

 
Specialists 
support 
general 
practice with 
Complex Long 
Term 
Conditions 
management 

 By the end of June 2016 
targeted case 
management for people 
with complex long term 
conditions will occur, 
with 30% of clients being 
Māori 

- Specialist diabetes and 
respiratory support for 
general practice teams 
in place by 30 June 
2016 

CPHO is continually advertising upcoming Living a Healthy Life programmes in the Weekly Mailout and via email 
to all CPHO clinical staff (approx. 60 across the MDHB region), practice managers and other key partners (Green 
Rx, Age Concern, Te Wananga, Arthritis NZ and the Diabetes Trust). 
In addition to referrals from GPTs, referrals to Living a Healthy Life programme occur via CCNs, Dieticians, 
Pharmacists and other PHO staff working within general practice 
PHO clinical staff distribute promotional brochures to practices on an ongoing basis and promote course content 
and relevance to GPT members. 
Participant demographic data is now available on the provider portal/report server under ‘Living a Healthy Life – 
Patient list’ enabling practices to see which patients have attended the programme. This also gives data on 
ethnicity, age and quintile of attendees. 

Vulnerable 
Children 

 Develop a business 
case/model of care for 
ʺTurbo Kidzʺ ‐ an 
integrated model for 
child health including 
primary and secondary 
care 

 Embed Childrenʹs Te 
Tamariki te Tuatahi 
within the Horowhenua 
and Otaki community 
 

Turbokidz work is progressing slowly but is stalled until a sustainable funding model can be secured. 

 

 

 

 

Completed. Role in place commenced 15 June 2015. 
Completed.  Mechanism in place for General Practice to claim for Children’s team families if required. 
Ongoing.  All staff are aware of their responsibility to report the impact of the Children’s Team work on their 
individual roles.  Monitoring systems have been developed to capture this.  Demand issues are dealt with on a 
case by case basis and then at Governance Group meetings. 

Youth   Expand YOSS (Youth One 
Stop Shop) to be able to 
offer a Māori 
counsellor/youth worker 
to work alongside Māori 
rangitahi / Whānau by 31 
May 2016 

Discussions underway as to which is the best role to maximise benefit from this position Q2 discussion and 
implementation to occur through MALT,  
 
The current sexuality health education curriculum covers all these issues from year 1‐13.  Public Health offer train 
the trainer sessions for teachers to feel more confident in delivering the sexuality education curriculum. In 
addition, there are several other very good sexuality education programs available for young people and Public 
health also offer to deliver these alongside teachers. Public health staff are also working with youth groups and 
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youth training establishments to deliver programmes to youth outside of the school setting.   
A survey of all schools in the MidCentral district is being developed to ascertain how many schools are fully 
delivering the sexuality education curriculum and what the issues/barriers may be and whether staff are requiring 
assistance to do so. This will go out to all schools in late October. Survey results and recommendations will be 
presented to schools for consideration. 
 

Oral Health   Refer section 4.8, Oral 
Health. 

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

 

 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 
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all pre‐school children, to a total of 10,523 (the population figures have reduced by only 50 children over this same 
period). 
 
 
 
 

Child Health     
Percentage of 
Māori infants 
exclusively and 
fully breastfed; 
receiving 
breast milk at 
six months 

Target: By June 2016: 

 Exclusive or fully 
breastfed at Leader 
Maternity Carer (LMC) 
Discharge (4‐6 weeks): 
Māori and Total: 75%  

 Exclusive or fully 
breastfed at 3 months:  
Māori and Total: 60%  

 Receiving breast milk at 
6 months:  Māori and 
Total:  65% by June 
2016 
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  Increase 
breastfeeding 
rates within the 
district through 
partnership 
between 
general 
practice teams 
and lead 
maternity 
carers: 

 Work across the sector to 
develop a suitable model 
(based on MidCentral 
DHB review) for 
pregnancy and parenting 
programmes and 
maternity resource 
centres by 15 December 
2015, ensure the model is 
responsive to Māori 
needs 

 RFP for suitable provider 
developed by 30 
September 2015 to ensure: 
equity of access for Māori 

 

 
Māori worldview antennal provision is a central focus within the RFP, the intention is that improvements 
across; Breastfeeding rates, SUDI, pregnancy smoking rates, will occur through building on the integrated 
Māori worldview education and approach. 
 
Implementation of the Gestational Diabetes Programme is progressing slowly 
 
RFP process underway currently.  Panel sitting to review RFP proposals on 19.11.15.  Selected new provider 
will be notified by 30 December 2015 to ensure: a better/more targeted/appropriate 
programme with a particular focus on vulnerable and high needs families 
equity of access for Māori is transparent and monitored over time 
with view to new contract start 1 July 2016 
 

4.2     Baby friendly 
accreditation status 
maintained for 
Palmerston North 

Ongoing 
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Hospital and 
Horowhenua Health 
Centre  

 Embed the vulnerable 
pregnancy multi agency 
forum (Paruru Mowai) 
across the district, 
including participation of 
Māori providers 

 
 
 
Paruru Mowai well developed, service in place, embedding practice, promotion of service occurring with Māori 
providers 

Indicator 
3 

   Maintain the maternity 
quality and safety 
programme work to 
achieve maternal and 
child health outcome and 
quality measures and 
targets 

 Embed “5 in 10” 
programme regarding 
five things to do within 
first 10 weeks of 
pregnancy (ongoing) 
across the district 

Maternity quality and safety work will be undertaken following the completion of the Maternity service review. 
Ensuring  wāhine  Māori and whanau Māori input and advice as part of the review process is essential.    
   
 
 
 
 
Ongoing. 

  Increase 
birthing 
options for 
women in 
Palmerston 
North 

 Explore feasibility of a 
primary birthing unit in 
Palmerston North: 
 
 
 
 
 
 
 

Primary birthing developers presented to Manawhenua Hauora in October 2015 who are very supportive of the 
approach.  Business case developed for site opposite Palmerston North Hospital, developers progressing to build.   

Cardiovascular 
Disease 
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a. Percentage of 
people (eligible 
enrolled 
population) 
who have had 
their 
cardiovascular 
risk assessed  
within the past 
five years 

 
b. Percentage 
of eligible 
Māori men in 
the PHO aged 
35‐44 years 
who have had 
their 
cardiovascular 
risk recorded 
within the past 
five years 

Target:  

Māori and Total:  90% by 
June 2016 

Māori men aged 35‐44 
years:  90% target proposed 

 

 

            

  Collaborative 
Clinical 
Pathways 
(CCP) 
developed 

 20 further CCPs to be 
established by 30 June 
2016 

Increase proportion of general practice teams utilising Primary Options for Acute Care (POAC) from 10% to 80% 
by June 2016.  Two further POAC packages co‐designed and aligned to collaborative care pathways, Completed 
pilot June 30th with 8 practices. The POAC programme has been made available to the wider programmes through 
an expression of interest, with a goal of achieving 65% population coverage in the 2015/16 year.  
EOI  received  from  seven  further practice  sites extending  to Horowhenua and within Palmerston North, which 
will  take  the  total population  coverage  to  an  estimated  60%. Another  expression  of  interest will  be  sought  in 
quarter three, early 2016.   

Central PHO Māori Health and Pasifika Health services are specifically targeting Māori and Pasifika people for all 
health target areas.  

Specifically we have participated in Whānau Ora Days, Pasifika health forums, and fortnightly multidisciplinary 
community based health clinics.  Many of these activities are resource intensive. Central PHO has continued to 
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provide practices with weekly data reports. The use of tools such as Patient Dashboard and Dr Info are also 
promoted as approaches to sustainable processes related to all health targets. 

 
4.3  Long term 

condition 
management 
plans 
incorporate 
pre‐diabetes 
assessments 

 Pre‐diabetes management 
activities are incorporated 
into general practice 
teams and IFHCs long 
term condition 
management plans by 30 
June 2016 

 Central PHO continues to utilise the strengths of occupational health nurses, community pharmacists and 
public health nurses and health promoters wherever possible – challenges exist related to the sharing of 
information given different working frameworks and environments, and IT systems and contractual 
arrangements  

 The DHB and Central PHO are both promoting a much stronger and relevant involvement of/connection 
between community Pharmacists and GPTs/IFHCs to take advantage of multiple potential players for benefit 
of patient group/s, specifically Māori and Pacific. 

 Risk stratification and geocoding are tools that allow for a much more targeted approach to these 
populations.  

 The  More Heart and Diabetes funding has been used for advertising, additional clinical resource, 
promotional materials such as Patient Dashboard Campaign and development hours required to meet 
changing reporting requirements. 

Indicator 
4 

Gestational 
diabetes 
guidelines will 
be 
implemented 

 Complete 
implementation of the 
recommendations of the 
gestational diabetes 
mellitus national clinical 
guideline by 31 May 2016 

 

  Increased 
management of 
moderate to 
advanced long 
term conditions 
in primary 
health care 

 Increase comprehensive 
health‐assessments and 
care plans use 

- Central PHO 
promotes 
comprehensive health 
assessment care 
planning tools to 
general practices by 31 
September 2015 

 Alliance Leadership 
Team monitors general 
practices’ use of PHO 

 The Sapere Risk Stratification tool has been developed and is currently being used by Central PHO for the 
equitable distribution of the available nursing workforce across IFHC/GPT sites. Risk stratification is being 
used to inform preventative care programmes and other IFHC service planning. 

 Health Assessment care planning tools will be incorporated into the Practice Performance Report and 
Practice Plans. 381 CHAs completed this quarter ‐ 305 by GPTs (202 of those using electronic tools).  

 CPHO is continually advertising upcoming Living a Healthy Life programmes in the Weekly Mailout and via 
email to all CPHO clinical staff, in addition to referrals from GPTs, referrals to Living a Healthy Life 
programme occur via CCNs, Dieticians, Pharmacists and other PHO staff working within general practice. 
PHO clinical staff distribute promotional brochures to practices on an ongoing basis and promote course 
content and relevance to GPT members. Participant demographic data is now available on the provider 
portal/report server under ‘Living a Healthy Life – Patient list’ enabling practices to see which patients have 
attended the programme. This also now provides data on ethnicity, age and quintile of attendees. 

 Central PHO management and the Stanford Coordinator monitor uptake of Living a Healthy Life programmes 
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support provided to 
general practice to 
promote self‐
management courses 
(such as Stanford 
Health Living 
Programme) to patients 
by 30 September 2015  

- Alliance Leadership 
Team monitors  

- Increase use of long 
term condition 
management plans 
within general practice

 

across all IFHCs/GPTs. Two courses were completed this quarter with an additional three courses 
commencing in September in Dannevirke, Otaki (Māori) and at Kauri Health. 

 
 
 Long Term Condition Improvement Plans are being developed as a project of the DHB’s Long Term 

Conditions’ District Group. 
 
 
 

Carry out 
health 
promotion 
activities 

 Central PHO to promote 
and focus support to 
engage whānau and 
Māori men in the 
Whānau Ora health days 
(health checks) and the Te 
Kawei Whakaheke group 
delivering heart health 
checks in conjunction 
with the Whānau Tri 
programme and health 
expos 

 

Promotion occurred for whanau ora days which occurred, Whanau Tri ongoing very successful implementation. 
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High risk 
patients will 
receive an 
angiogram 
within 3 days 
of admission 
(“Day of 
Admission’ 
being ‘Day 0’) 
 

 

 

 

 

 

 

 

Maintain wait 
times for 
angiograms 

 

 

 

 

 

 

 

 

 

 

Target: 70 % 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 High‐risk patients 
referred for an angiogram 
receive this within 3 days 
of admission 
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Percentage of 
patients 
presenting with 
acute coronary 
syndrome 
(ACS) who 
undergo 
coronary 
angiography 
have 
completion of 
ANZACS QI 
ACS and 
Cath/PCI 
registry data 
collection 
within 30 days 

 
Target: 95% or more 

     
 
 

      
 

116



Page 17 of 33 

 
Indicator 
5 

Regional 
Accelerated 
Chest Pain 
Pathway 
(ACC) 

 The collaborative clinical 
pathway for ACS will be 
completed by 30 June 
2016: 

- implement local ACPP 
which aligns with 
regional policy 
incorporating EDACS 
(emergency 
department 
assessment of chest 
pain score) by 31 
December 2015 

- implementation  
- completed by 31 

December 2015 
Review monthly ACS 
indicator results and 
identify barriers to 
achieving target times, and 
implement strategies using 
the PDSA tool 

Not due yet 
 
 
 
Awaiting info on status of this 
 
 
 
 
 
 
 
 
 
 
Central PHO Practice Liaison and Clinical Quality Facilitator staff, work with practices using PDSA principles, 
especially those practices that have yet to achieve health targets and other clinical priority areas. 
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Indicator 
6 

Cancer  
Screening 

   

  Breast 
screening rates 
among the 
eligible 
population (50‐
69 year old 
women) 

Target: 70% coverage rate 
for Māori women aged 
50‐69 

   

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

 
 

118



Page 19 of 33 

Improve breast 
screening rates 
within the 
district 

 Implement the outcome 
of the Support to Service 
review, as appropriate, 
within agreed timelines  

 Screening targets 
achieved and inequities 
eliminated by June 2016, 
including access 
arrangements for Māori 

 Recruit a dedicated 
equity adviser – Māori for 
the BreastScreen Coast to 
Coast region by 
September 2015 

 Prioritise Māori rescreen 
appointments to 
minimise “did not 
attends” or late 
screenings (ongoing) 

 Undertake in February 
2016 MidCentral DHB 
annual data matching 
process to identify 
unscreened and under‐
screened Māori women 

Target achieved?  No, 63.3%  

Of the estimated 2,488 Maori women aged 50 – 69 years in MidCentral’s district, 63.3% (1,576) have had a 
mammogram in the last 2 years – an increase of 46 women over these three months resulting in a 1.4 percentage 
point increase on the rate at the end of June 2015. 
Rates for Maori women remain below expectations, while the target rate is being achieved or exceeded for 
Other women (77.9%) and Total eligible women (76.1%) 
Ongoing 
 
Waiting on information as to whether this has occurred 
 
 
 
 
Discussions with RCT underway, plan in development to minimise and follow DNA’s  
 
 
 
Not yet due 

Indicator 
7 

Cervical  
screening rates 
among the 
eligible 
population (25‐
69 year old 
women) 

80% of eligible women will 
have had a cervical screen 
in the past 36 months – all 
population groups* 

 
*(Statistics NZ Census 
projection adjusted for 
prevalence of 
hysterectomies) 
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  Improve 
cervical 
screening rates 
within the 
district 

 The Public Health Unit 
and Central PHO to 
establish one group to 
improve and drive 
cervical screening 
coverage rates across the 
district, by 15 July 2015 

 Utilise local monthly 
cervical screening data to 
monitor general practice 

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

Target achieved?  No, 66.9% 
Cervical screening three (3) year coverage rates continue to be below target across all ethnicities.   

As at the end of September 2015, 4,594 of 6,872 eligible Maori women had had a cervical smear test in the last 
three years; an increase of 67 women over the three months since June 2015 and an increase in rate from 66.2% to 
66.9%. 
The coverage rate for the total number of eligible women (42,017) was 75.2% as at the end of September. 
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activity and provide 
support and follow‐up 
where required (ongoing) 

 MidCentral DHB to work 
with Central PHO and 
general practice teams to 
improve accurate 
ethnicity data in general 
practice registers 
(ongoing) 

 Review priority cervical 
screening clinics to 
ensure equitable access, 
eg location of clinics, by 
31 December 2015 

 Screening targets 
achieved and inequities 
reduced by June 2016, 
including access for 
Māori 

The Public Health Unit, CPHO, Māori providers, Cancer Care Coordinators promote cervical screening ongoing. 
The Screening Services Governance group planning meetings are occurring and strategies for improvement on 
targets underway.  This is ongoing. 
 
Ongoing 
 
 
 
 
 
Yet to be initiated 
 
 
 
 
Not yet due 

Improve 
colposcopy 
attendance 
rates 

 Monitor colposcopy 
attendance rates to 
reduce “did not attend” 
rates for Māori women to 
<15% by 30 June 2016   

Māori Directorate in partnership with the Colposcopy clinic monitors the DNAs. Strategies to reduce numbers of   
 DNA rates are in place and reported on monthly. 

Indicator 
8 

PHO 
Performance 
Indicators ‐ 
Clinical 

 Regular review of the 
PHO clinical performance 
indicator for cervical 
screening undertaken by 
the PHO Clinical Board, 
remedial action agreed 
and implemented across: 

- Māori access rates 
- pre‐call and re‐call 

rates 

Cervical screening data collected and monitored ongoing by the CPHO who continue to work with General 
Practice Teams to improve on the target.   Māori Providers also contribute ongoing to connecting with wahine  
Māori and promoting screening services. 
 
 
 Ongoing     
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 Continue to improve 
cervical screening options 
and access for women 

 Continue to promote 
cervical screening to 
Māori women through 
local promotional 
initiatives 

 
 

Ongoing 

  Smoking     
Percentage of 
Māori women 
(mothers) who 
are smoke‐free 
at two weeks 
postnatal 

Target:: 
By June 2016:  Māori and 
Total ‐ 95% 

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% 
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Target achieved?    No, 86.7% (total)         
 
CPHO Data by ethnicity is not yet available for quarter 1 
The proportion of PHO enrolled population being offered brief advice and help to quit smoking has been steadily 
increasing, but remains below target at 86.7% for the total enrolled population of current smokers.  
(Note the definition now includes a 15 month period for offering help to quit, and, the adjustment for people 
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being seen by a general practitioner has been removed, effective from 1st July). 
 

Decrease the 
number of 
smokers in our 
district 

 Implement secondary 
care smoking cessation 
initiatives 

- Maintain  achievement 
through monthly 
monitoring and 
feedback to wards and 
departments (ongoing)

- Enhance on‐line 
training for staff 
through access to ABC 
training by 30 
September 2015 

- Work with 
professional leaders to 
have ABC training as a 
mandatory 
requirement for all 
clinical staff, by  31 
November 2015 

- Implement smoking 
cessation champions 
in all wards and 
departments by 31 
March 2016 

- Engage with staff by 
31 December 2016 re 
mandatory 
requirements of ABC 
smoking cessation 
training  

- Monitor and report on 
mandatory training 

  Hospital smokers 

2015/16
Quarter 1 

Events 
coded

Number of 
people who 

smoke 

Quit advice / 
support given

Smoking 
prevalence

% of people 
who smoke 

offered advice / 
support

Previous 
Quarter 
Results 

Difference 
from 

previous 
quarter 

All  8057 1230  1187 15.3% 96.5% 96.3%  +0.2% 
Maori 1060 362  350 34.2% 96.7% 95.4%  +1.3% 
Pacific 171 15  15 8.8% 100.0% 96.3%  +3.7% 

 
The results are monitored on a weekly and monthly basis.  Every week instances of non advised patients are e‐
mailed to a Service Manager. The preceding month’s result is reported an indicator in both Service and 
organisational scorecards each month. Information on referral rates is also circulated to all areas so they can 
monitor how they are doing. Low referral rates can be an indicator of lower than ideal ABC.  MidCentral 
Health has recently added ABC training to its on line training site via Ko Awatea.  Information on completed 
on line training is also circulated. Those areas dropping below a 95% result continue to be followed up 
individually.  
 MidCentral Health is now consistently achieving target. 
 
Central PHO teams continue to work closely with GPTs interrogating data comparing in‐practice generated 
reports with regular data extracts, using that information to streamline data entry practises and reconcile 
extracted results. General Practice Teams are very engaged and determined to reach and sustain targets. 
Processes to make ‘smoking brief advice’ routine practise is becoming evident with over half of the practices 
beginning the second quarter at 90% or above. 

Active, Dedicated Management To Support ABC Activities In General Practice 
 Central PHO and Te Ohu Auahi Matanga (the smoking cessation collective) are working in partnership to 

facilitate access to general practices. We jointly share a project liaison role to support ABC‐D activities in 
GPTs. Central PHO Clinical Quality Facilitators also actively provide coaching and mentoring to GPTs for 
ABC‐D 

Reminder, Prompting And Audit Tools 
 Central PHO has installed and actively promotes the use of Patient Dashboard across all of its practices. The 

publication of weekly data to all practices and missing patient lists identifies progress and those patients yet 
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compliance to 
smoking cessation 
champions and 
professional leaders 

 

to have SBA provided to them.   

Systems and Processes That Make Life Easier For Health Professionals 
 In addition to the tools noted above, activities include actively sharing expertise and experiences between 

practices enabled through the Medical Advisors, Clinical Quality Facilitators, Weekly Mail out to all GPTs, 
presentation of information at Practice Nurse forums.  

Training 
 Promotion of ABC e‐learning modules. We are also arranging for a face‐to‐face ABC‐D training opportunity 

and a Dr Info presentation.  
 

Indicator 
9 

Immunisation     

  Percentage of 
eight month 
old infants will 
have their 
primary course 
of 
immunisation 
(six weeks, 
three months 
and five 
months 
immunisation 
events) on time 

Target: 

95%  ‐ all population 
groups 

Percent 8 month old infants fully immunised on time 

Milestone Age: 8 months Total  Maori  Pacific  NZ European  Asian  Other 
Quarter 1, 2015/16  96.0%  93.8%  100%  97.8%  100%  83.3% 
Quarter 2, 2015/16             
Quarter 3, 2015/16             
Quarter 4, 2015/16             

 

Quarter 1, 2015/16  

Milestone Age: 8 months Total  Maori  Pacific  NZ European  Asian  Other 
No. eligible children  526  192  36  223  51  24 

Fully immunised for age  505  180  36  218  51  20 
Actual 96.0%  93.8%  100%  97.8%  100%  83.3% 
Target 95%  95%  ‐  ‐  ‐  ‐ 

 
MidCentral DHB has achieved target for immunisation of 8 month old infants across the total population (96.0%), 
with high rates for Pacific, Asian and NZ European groups.  Although the DHB focused on enhancing the number 
of Maori children fully immunised this quarter, the result has remained short of target at 93.8%; this will continue 
to be a focus area over the next quarter together with the ‘Other’ population group to gain equitable immunisation 
coverage. 

 

Maintain 
immunisation 

 Regular reports provided 
to MidCentral DHB’s 

The Immunisation team continues its collaborative work to achieve the national targets for immunisation 
coverage, which now also includes 5 year old children as well as the 8‐month old and 24 month old milestone 
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coverage rates 
with oversight 
of the DHB’s 
immunisation 
plan by the 
immunisation 
stakeholder 
group 

immunisation 
stakeholder group and 
actions to address 
identified areas for 
improvement 
implemented by agreed 
timeline 

ages.  The Immunisation team alongside General Practice is consistently meeting and often exceeding national 
targets.  The team continues to focus on achieving equity across Maori and Pacific Island children. 
 
 

4.6  Percentage of 
the eligible 
population 
immunised 
against 
seasonal 
influenza (aged 
65 plus) 

Target: 
75% ‐ all population 
groups   

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). 

No further updated data at time of report. 
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Indicator 
11 

PHO 
Performance 
Indicators ‐ 
Clinical 

 Regular review of the 
PHO clinical performance 
indicator for influenza 
vaccinations undertaken 
by the PHO Clinical 
Board, and remedial 
action agreed and 
implemented 

Regular reviews of the PHO clinical performance indicator for influenza vaccinations are undertaken by the PHO 
Clinical Board, and remedial actions agreed and implemented  
 
CPHO encourages general practices to recall enrolled patients aged 65+ for their annual influenza immunisation 

Indicator 
12 

Rheumatic 
Fever target 

 

 Carry out an annual 
influenza promotional 
campaign using national 
material 

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. Target achieved?  Yes 
 
There was one case of a hospitalisation for acute rheumatic fever in this first quarter.  Another case was reported 
as an outpatient event.  

4.7  Oral Health     
Indicator 
13 

Pre‐school oral 
health service 
enrolment rates 
(children aged 
0‐4 years) 

Target: 
95% all population groups 
by December 2015 and 
sustained to December 2016  

 

 
Target achieved?    Yes, 91.5% 
 
By the end of December 2014, 3,578 Maori children were enrolled with the community based oral health service – 
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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 pre‐school children, to a total of 10,523 (the population figures have reduced by only 50 children over this 
same period). 

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

  Improve access 
to and 
utilization of 
child, 
adolescent and 
oral health 
services 
through 
innovation and 
provision of 
services out of 
normal school 
hours 

 Work with IFHCS and 
well child/Tamariki Ora 
providers to identify 
opportunities for 
increasing access to/use 
of service by 31 July 2015 

 Using the ʺplan, do, 
study, actʺ methodology, 
implement at least one 
initiative per quarter over 
the next 12 months 

 Monitor access and 
utilisation levels on 
quarterly basis 

 Implement “Titanium”, 
and electronic dental 
record 
 

 Work is ongoing with IFHCS and well child/Tamariki Ora providers, Maori providers to identify opportunities 
for increasing access to/use of service.  

 
 
 
 

Information not accessible at the time of writing this report 
 
 
 
 
 
 

 

4.8  Mental Health     
Indicator 
14 

Number and 
rate of Mental 
Health Act, 
Section 29 
community 
treatment 
orders 

Target: 
No target 
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  Reduce the rate 
of Māori on the 
Mental Health 
Act s29 
Compulsory 
Treatment 
Community 
Treatment 
Orders relative 
to other 
ethnicities 

 

 Identify the factors 
driving the rate for Māori 
under compulsory 
treatment orders 

 Establish baseline data by 
September 2015 

 Assess and review 
current Māori clients 
under a CTO s29 and 
develop prevention 
approach to potential 
people coming onto CTO 
(Values and Attitudes in 
place; RPPs as a 
measurement; National 
KPI Project) by February 

  Secondary care specialists are currently working on a suite of questions.  These will be asked of 
families/whanau during the assessment process to help identify the COPMIA population.  Data capture and 
recording systems are to be developed from this. 
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2016 
 Identify strategies to 
reduce reliance on 
utilising the MH Act June 
2016  

 Implement the identified 
strategies by June 2016 

 

 

Not due yet 

4.9  Sudden 
Unexpected 
Death in 
Infancy 

   

Indicator 
15 

SUDI deaths 
per 1,000 live 
births, and, 

Caregivers 
provided with 
SUDI 
prevention 
information at 
Well Child 
Tamariki Ora 
Core Contact 1 

Target: 
0.5 or less per 1,000 live 
births 

All caregivers of Māori 
infants are provided with 
SUDI prevention 
information at Well 
Child/Tamariki Ora Core 
Contact 1   

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 

This remains the latest available data. 
 

  SUDI 
prevention 
2015/16 work 
programme in 
place and 
implemented  

 Upskilling of general 
practice teams and LMCs, 
ensuring they are 
equipped with best 
practice guidelines and 
resources: 

- Pepi‐Haumaru Co‐
ordinator attends six‐
monthly practice 
nurse meetings to 
provide education 

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. 
 
- The Pepi‐Haumaru Co‐ordinator is working across general practice teams to engage, identify learning needs, 

and provide education and resources 
- Pepi‐Haumaru Co‐ordinator has an advisory group which include Māori leadership and Māori LMC, 

education and resources are developed with guidance from this group. 
- The RFP process for antenatal education provides an opportunity for the inclusion of SUDI education from 

130



Page 31 of 33 

- by 30 June 2016, the 
Pepi‐Haumaru Co‐
ordinator will have 
visited each general 
practice team to 
engage, identify 
learning needs, and 
provide education and 
resources 

 

within a Māori worldview context 
 The Pepi Haumaru Co‐ordinator meets quarterly with Iwi/ Māori providers to ensure they continue to engage in 
the district’s SUDI prevention work, continues a focus on development of strategies that meet the needs of their 
people and communities 
 

 
 

Indicator 
16 

 

Further embed 
the Newborn 
Enrolment 
Programme 
with all 
providers 

Regional well child 
improvement programme 
rolled out in accordance 
with timelines contained 
within it, with monitoring 
occurring via quarterly 
reviews by the regional 
steering group 
 
 Child Health/Tamariki 
Ora District Group 
oversees implementation 
of SUDI plan 

For quarter ending September 2015 

Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers) 

Total number of enrolled children at end of quarter  1411 
Number of new babies enrolled during quarter  84 
Number of clinical FTEs delivering the Service  7.5 
Number of non‐clinical FTEs delivering Services  2.875 
Number of core contacts delivered during quarter  732 
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)   

 Number of antenatal contacts  0 
 Number of face to face contacts  41 
 Number of telephone contacts  14 
 Number of contacts in a group setting  0 

Number of Standard Additional contact (SACs) delivered during quarter (123 days plus)   
 Number of face to face contacts  142 
 Number of telephone contacts  78 
 Number of contacts in a group setting  0 

Number of Joint Additional contacts (JACs) delivered during quarter  8 

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

17 

Reports required for provider arm WCTO services (if applicable)     

Total number of enrolled children at end of quarter  15 
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Number of new babies enrolled during quarter  2 
Number of clinical FTEs delivering the Service  0.2FTE 
Number of non‐clinical FTEs delivering Services  0 
Number of core contacts delivered during quarter  11 
Number of Early Additional Contacts (EACs) delivered during quarter 

 Number of antenatal contacts  0 
 Number of face to face contacts  6 
 Number of telephone contacts  6 
 Number of contacts in a group setting  0 

Number of Standard Additional contacts (SACs) delivered during quarter 
 Number of face to face contacts  17 
 Number of telephone contacts  17 
 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 

   

 

Mothers‐to‐be 
encouraged to 
enrol with lead 
maternity carer 

Implement 
MidCentral 
DHB’s Tobacco 
Control Plan 

 Quarterly updates 
provided to Child 
Health/Tamariki Ora 
District Group 

 Work to ensure 90% 
compliance for GP 
enrolments (B Code 
compliance) by 30 June 
2016 (baseline: 68.5% 
quarter ending 19 
February 2015) and 
systemic issues around 
errors are identified and 
rectified 

 Quarterly updates are provided to Child Health/Tamariki Ora District Group 
 
 
 
 
To be undertaken‐ Not yet due 

 By 31 September 2015, 
establish reporting 
system to provide details 

Discussion underway with cPHO to work with ED to develop a process  
 
The following bullets to be undertaken once the Maternity service review is completed and the development of an 
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of children attending 
Emergency Department 
who are not enrolled with 
a general practice 

integrated information /communication approach that ensures wahine and their whanau are provided good 
information and supported.  The five (5) question approach for health professionals to be embedded.    
 
 

 June 2016  The following is ongoing: 
 Immunisation Register 
 Work to engage these families to support them to access entitled health services, including immunisation 

as required 
 Every baby born in the district, and their family, will be encouraged to engage with Well Child services  
 The uptake and engagement of families with well child services will be monitored on a quarterly basis 

- Increase provision of SUDI information at core contacts 1‐3 to 80% by 30 
 

Parent 
Education 

 ED child attendance 
reports reviewed two 
monthly by the Child 
Health/Tamariki Ora 
District Group and 
arrangements made for 
children not enrolled 
with a general practice 
(particularly Māori and 
vulnerable children) to be 
linked to a general 
practice 

 
Not yet underway 

 
 Through the Maternity Quality and Safety Group, continue publicity campaigns to encourage mothers‐to‐be to 
enrol with an LMC within the first 10 weeks of pregnancy. 

 

 Number and percentage 
of Māori pregnant 
women who completed at 
least 75% of DHB funded 
antenatal education 
course each quarter.  

RFP development to be completed December 2015‐ Māori worldview training programmes to be sought through 
this process. 
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COPY TO: Funding and Planning 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 

Phone:  +64(6) 350 8928 

TO Community & Public Health Advisory 
Committee 
Hospital Advisory Committee  

   
FROM Craig Johnston 

Acting General Manager 
Funding and Planning 

MEMORANDUM 
   

DATE 16 November 2015  
 

SUBJECT 2015/16 ANNUAL PLAN IMPLEMENTATION: UPDATE 1 
 
 
1. PURPOSE 
 
This report updates the Committee on 2015/16 Annual Plan initiatives relating to Funding and 
Planning.  It includes 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.  SUMMARY 
 
Attachment 1 to this memorandum provides detail of progress against each of the action plans 
identified in the 2015/16 Annual Plan that relate to developments in the primary and 
community health care sector. 
 
Of the 51 projects across the four portfolios there are 103 principal deliverables planned for the 
year.  As at the end of October, 73 (70.9 percent) have been completed or are on track as 
planned.  As a result of funding constraints or a deliberate halt on some projects at this time due 
to the current strategic planning processes underway, 14 (13.6 percent) deliverables have been 
deferred in the primary health care, child health and regional/sub-regional and national 
collaboration portfolios.  While progress with projects that have the remaining 16 deliverables is 
behind schedule according to the milestone dates, or not yet achieving performance targets, the 
projects are proceeding but may be at risk of further delay due to the challenges of resource 
allocation and/or the scope of the project being bigger than originally thought. 
 
One of the highlights this quarter is the significant improvement in the health target results in 
primary care for ‘better help for smokers to quit’ and ‘more heart and diabetes checks’.   The 
target of 90 percent of eligible enrolled population receiving a cardiovascular risk assessment in 
the last five years has been achieved for the first time this quarter, and a 4.4 percentage point 
increase to 86.7 percent of enrolled current smokers being offered advice and support to quit 
smoking. 
 
The Immunisation team continues its collaborative work to achieve the national targets for 
immunisation coverage, which now also includes 5 year old children as well as the 8-month old 
and 24 month old milestone ages.  The targets were achieved across all age groups this quarter. 
 
The (Child Health) Innovation Hub work alongside key government agency partners has 
progressed significantly.  The multi-agency group has confirmed Reducing Family Violence as 
their key focus area.  Given the breadth of this work and the many key elements involved this 
will take some time to develop a planned approach across all agencies. 
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COPY TO: Funding and Planning 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

 

Phone:  +64(6) 350 8928 

 
The district wide Suicide Prevention and Postvention Action Plan has been completed and 
disseminated to all networks and stakeholders, with a cross-agency reference group established 
with representatives from Health, Education and Social Development services to oversee and 
lead implementation of the Action Plan. 
 
 
3.  RECOMMENDATION 
 
It is recommended: 
   

 that this report be received 
 
 
 

 
Craig Johnston 
Acting General Manager 
Funding & Planning 
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4. INTRODUCTION  
 
The 2015/16 Annual Plan contains initiatives and activities designed to further the 
Government’s policy priorities and MidCentral DHB’s own local strategic direction.  The Annual 
Plan is integrated with workplans across the key portfolios (primary health care, maternal and 
child health, mental health and addictions, and health of older people) and the Health Care 
Development team.  The intentions of the Annual Plan are also coordinated with the work 
programmes of Central PHO, the District Management groups and Regional Clinical Networks 
where applicable. 
 
The following sections provide an overview of highlights from each of the portfolios and the 
following table, as Attachment 1, provides detail of progress to date for each of the initiatives 
outlines in the 2015/16 Annual Plan. 
 
 
5.  PRIMARY HEALTH CARE 
 
By and large, activity in primary care aligned with the Annual Plan is progressing well.  
Noteworthy progress has been made against a number of initiatives in the last quarter, 
including, but not limited to the: 
 increased acute care service options within the community 
 provision of free general practice consultations and prescriptions to all under 13 year olds in 

the district 
 support for self-management programmes 
 use of comprehensive health assessment tools in general practice 
 work on the stocktake against the national diabetes quality standards. 
 
The development of the Westend-Palmerston North IFHC has now deferred due to the funding 
constraints.  The DHB and PHO plan to reconsider resource availability to support this 
significant piece of work as part of the annual planning/budgeting round for 2016/17 with the 
potential for the indicative business case to be undertaken in the first part of the new fiscal year.  
 
Significant improvements in the health target results in primary care for ‘better help for 
smokers to quit’ and ‘more heart and diabetes checks’; the target of 90 percent of eligible 
enrolled population receiving a cardiovascular risk assessment in the last five years has been 
achieved for the first time this quarter, and a 4.4 percentage point increase to 86.7 percent of 
enrolled current smokers being offered advice and support to quit smoking. 
 
 
6.  HEALTH OF OLDER PEOPLE 
 
Highlights this quarter include advance care planning Read codes in general practice being 
implemented, improved awareness in dementia and the rollout of falls awareness to aged 
residential care.  Feedback from one aged residential care compliance audit found the facility 
had reduced their falls by 67 percent using the MidCentral Falls Aware Ward concept, 
socialised across the sector.   
 
 
7.  MATERNAL, CHILD AND YOUTH HEALTH   
 
The sexual and reproductive health review implementation of recommendations is progressing 
slower than expected but still somewhat on track; activity is expected to heighten later this 
month.   
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The Innovation Hub work alongside key government agency partners has progressed 
significantly.  The multi-agency group has selected reducing Family Violence as their key focus, 
given the breadth of this work and the many key elements involved this will take some time to 
develop a planned approach across all agencies. 
 
The Immunisation team alongside General Practice is consistently meeting and often exceeding 
national targets.  The team is immensely proud of achieving equity across Maori and Pacific 
Island children. 
 
The “turbokidz’ model of care into the future remains the key focus of the Child Health 
Tamariki Ora District Group.  This will be pursued as and when funding can be secured.  

 
 

8.  MENTAL HEALTH AND ADDICTIONS 
 
Rising to the Challenge (Service Development Plan), sets the direction for mental health and 
addiction service delivery across the health sector over the next five years.  Several projects have 
now been completed and reported on in this report.  
 
The Integration Project for Day Activity Services focused on improved early intervention and 
strengthening primary specialist integration and using resources more effectively. The DHB has 
worked with Day Activity providers to develop a single integrated service under a new entity.  
The amount of funding for day activity services remained the same as currently provided under 
three urban based service providers. This project has now been completed with a new NGO 
service provider being formed, and has received very positive feedback from service users.  
 
A scoping paper that recommended mental health integration within IFHCs is now complete. 
The prototype project with the two IFHCs (Horowhenua and Kauri) has the secondary service 
manager and IFHC practice managers working on an integration model of care. An additional 
0.8fte has been employed to support the Horowhenua IFHC and sector service delivery. 
 
The formulation of a district wide Suicide Prevention and Postvention Action Plan has been 
completed and disseminated to all networks and stakeholders.  A cross agency reference group 
with health, education and social services has been established and Terms of Reference 
confirmed.  Performance measures are in place as part of the Suicide Action Plan with key 
community leads identified.  A formal pathway procedure has been completed for the 
management of coronial data, with three MDHB staff having access to this data and regular 
review for feedback to the Ministry of Health. 
 
 
9. REGIONAL (INCLUDING SUB-REGIONAL) AND NATIONAL COLLABORATION 
 
The draft Health Charter is under consideration as part of the Board and DHB strategic 
planning process.  Although behind schedule, work has recently been recommenced.  Thus, 
milestone dates have been deferred and will be re-based to align with this.  Additionally, the 
Master Health Service Plan programme of work is on hold while the Board and DHB undertake 
its strategic planning process.  
 
The centralAlliance strategic planning process is progressing, with the latest workshop with 
Board members and executives held in October.  It is not expected that here will be any 
significant community consultation process on the concepts of the centralAlliance, but rather 
on the content of change that has yet to be developed.  The entire programme is to be re-based 
with revised milestones. 
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Primary Health Care 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 October 2015 
Focus Area One: Within our communities, General Practice is the patient’s “health home” 
1 
 

Ensure all communities have access to an 
Integrated Family Health Centre - facilitate IFHC 
development: 
a. Westend,  Palmerston North – feasibility and 

options analysis completed by December 
2015 and indicative case for change 
completed by June 2016 

b. Horowhenua Health Centre, Te Waiora, and 
Otaki alignment achieved by June 2016 

c. Support the progressive development of 
Tararua, Horowhenua and Feilding IFHCs 
throughout the year 

d. 75-80% of PHO enrolled population covered 
by IFHCs by 30 June 2016 

Status A community profile document for the south-western 
suburbs, Palmerston North City named “Karanga te rā, 
karanga te ao” was developed in conjunction with 
stakeholders and published by CPHO’s Māori and Pacific 
Health Team. 
Continuation of the Westend-Palmerston North IFHC is 
contingent on funding which is not currently available.  The 
DHB and PHO will reconsider resourcing availability by end 
of third quarter in line with the 2016/17 annual 
planning/budgeting round, with potential for indicative case 
for change to be undertaken in the first part of the new 
financial year.  Project therefore deferred with timeframe 
extended. 

a D 

b A 

Horowhenua Community Practice and Te Waiora 
completing a leadership and administration restructure to 
align operations more closely. 
Otaki IFHC has formed a stakeholder working group who 
are responsible for designing a workable solution in the 
Otaki area. Oversight of and guidance to the working group 
has been provided for a reiteration of their IFHC 
development plan. 

c G Feilding and Kauri IFHCs are both progressing building 
plans for completion 2016. 

d A It is anticipated that around 68% of the enrolled population 
will be covered by an IFHC in the future; dependent on 
establishment of the Westend Palmerston North IFHC 
development (the commencement date for this is now 
deferred until the 2016/17 year).  The potential Westend 
IFHC will incorporate seven existing general practices. 
Feilding, Kauri, Radius and Tararua have formed IFHCs, 
covering approximately 45% of the total enrolled 
population. 
Horowhenua Community Practice and Te Waiora are 
beginning to form an IFHC and Otaki has a governing 
committee that is working on the IFHC development, which 
will cover just over 13% of the total enrolled population. 
It is anticipated that IFHC enrolments will continue to 
increase their share of the enrolled population.  In the past 
a number of practices had closed enrolment books.  The 
newly formed IFHCs opened their enrolment books, which 
has provided consumers with a choice of practice e.g. 
Feilding IFHC has increased its enrolment by just over 800 
since February drawing customers from practices in 
Palmerston North and wider surrounds, as well as enrolling 
new families moving to Manawatu.  We also expect that 
consumers from smaller general practices will be absorbed 
by IFHCs as the business owners retire in the next 5-10 
years. (PP22)

2 Increase acute care service options within the 
community 
a. Align district  nursing service to general 

practice teams and IFHCs to support primary 
health care acute care management by 30 
June 2016 

b. Increase proportion of general practice teams 
utilising Primary Options for Acute Care 
(POAC) from 10% to 80% by June 2016 

 
c. Two further POAC packages co-designed and 

aligned to collaborative care pathways by 30 

Status Draft project plan to scope alignment of district nurses and 
the wider PHC nursing workforce completed. Recruitment 
of Project Manager in progress to be finalised by end of 
October. Engagement with key stakeholders commenced.   

a G 

b G 

Completed pilot June 30th with 8 practices. The POAC 
programme has been made available to the wider 
programmes through an expression of interest, with a goal 
of achieving 65% population coverage in the 2015/16 year.  
EOI received from seven further practice sites extending to 
Horowhenua and within Palmerston North, which will take 
the total population coverage to an estimated 60%. Another 
expression of interest will be sought in quarter three, early 
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June 2016 2016.   

c G Consideration being given to further packages to include 
cardiac and paediatric related pathways.  

(PP22)
3 Facilitate general practices to undertake regular 

risk stratification of their enrolled population to 
enable services to be targeted at vulnerable 
groups 
a. All general practice teams/IFHCs undertake 

risk stratification of their enrolled population at 
least annually by 31 December 2015 
o Risk stratification tools implemented 

across all general practices from 1 
October 2015 

o Alliance Leadership Team monitors uptake 
of risk stratification tools within general 
practices on a six-weekly basis, working 
with individual practices as required 

Status The Sapere Risk Stratification tool has been developed and 
is currently being used by Central PHO for the equitable 
distribution of the available nursing workforce across 
IFHC/GPT sites. 
Risk stratification is being used to inform preventative care 
programmes and other IFHC service planning.  

a G

G This will be incorporated into the Practice Performance 
Report and Practice Plan. 

(PP20)
4 Facilitate general practices to implement quality 

improvement and change programmes which 
ensure their services are structured around the 
patient 
a. Five general practice teams/IFHCs are 

undertaking Productive General Practice 
(PGP) per quarter 

b. Two general practice teams complete PGP 
first cycle implementation by June 2016 

c. General practice teams/IFHCs supported to 
achieve Cornerstone Accreditation 
o Cornerstone accreditation achieved by 

80% of practices by June 2016 
d. Adopt use of Plan, Do, Study Act 

improvement methodology within general 
practice teams 
o Each quarter, at least six general practice 

employees undertaken PDSA training 
(refer also Initiative 38) 

o PDSA approach used within at least six 
general practices for collaborative clinical 
pathways implementation by 30 June 2016 

Status Five general practices are currently engaged in PGP.  The 
Central PHO Clinical Board takes an active interest in the 
up[take of PGP. a G 

b G 
Feilding Health Care and Kauri Health Care are well into 
implementation and on track to be well through PGP cycle 
one by June 2016 

c G 

Currently 43% of general practice teams are Cornerstone 
Accredited.  On track to achieve 80% by June 2016. 
Two practices are currently undertaking the entry level 
Foundation Standards.  The Central PHO Clinical Board’s 
focus is on practices attaining the higher level Cornerstone 
Accreditation. 

d
G 

No formal PDSA training was provided by Central PHO 
during this quarter.  However, practice staff are participants 
in Transformational Leadership, which includes PDSA 
principles, and a significant part of PHO day to day activity 
and interaction with practices is based on the PDSA 
approach 

G On track to be achieved by June 2016 

 

5 Foster information sharing (patients and providers) 
and data use 
a. PHO/Practices provide summarised patient 

information to ED and after-hours medical 
centres by 30 June 2016 

b. Patient portal (“Manage My Health”) rolled out 
to practices and IFHCs 
o 40% of PHO enrolled population are 

covered by practices offering patient portal 
by 31 December 2015, and 60% by 30 
June 2016 

c. Governance arrangements for access to the 
clinical portal across primary care is in place 
by December 2015 

d. Business intelligence and ICT supports 
general practice teams and IFHCs to increase 
their ability to proactively manage health 
needs of population  
o Business case developed by 31 October 

2015 
o Implementation plan in place by 31 

December 2015 
o Roll-out commences from 1 February 2016 

Status Has been set up for A&M Centres after hours through the 
“Manage My Health” platform.  Technical issues between 
the system and the Emergency Department have halted 
progress to date on this part of the project, which is subject 
to implementation of the Clinical Portal Core in ED - this is 
scheduled to occur in quarter 3 

a G 

b A 

Three (3) IHFCs including Tararua Health Group, Feilding 
HealthCare Partners Ltd and Kauri Health Care are 
providing patients with access to the Patient Portal. This is 
via the Manage My Health platform. Central City Medical, 
now part of the Health Hub NZ, is likely to relaunch Patient 
Portal services soon.  Further rollout is constrained by the 
limited resources committed to the programme, currently 
approximately 0.1FTE. Two (2) IFHCs involved have 
presented several unique technical difficulties arising from 
the nature of the merged databases. Many of these 
technical issues have required the vendor's, (MedTech) 
involvement. Preparing to recruit additional project support 
using funds attracted from the Ministry of Health for the 
Patient Portal programme to support an accelerated roll-
out. It is anticipated that the experience gained so far from 
implementations across the IFHCs will allow a smoother 
implementation with new practices. 

c G On track.  32% of the PHOs enrolled population are 
currently covered by practices offering patient portal. 
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d D Governance arrangements already in place for the Clinical 
Portal however access across primary health care services 
(GPTs, ARCs and Pharmacists) is subject to dedicated 
resource to develop system change infrastructure support 
to enable this initiative to proceed. 

D Proceeding slowly because of the lack of dedicated 
resources.  The DHB and PHO will reconsider resourcing 
availability by end of the third quarter in line with the 
2016/17 annual planning/budgeting round. 

D On hold pending resources – deferred, as above 

6 Partnering with general practice proof of concept 
work informs ‘breakthrough’ level high trust 
arrangements 
a. Two IFHCs implement practice development 

plans by June 2016 

Status On track to be achieved by June 2016.  Kauri Health, 
Feilding, and Tararua Health Group continue to work on 
developing Practice Development Plans. 

a G 

 

7 Facilitate high trust contract arrangements with 
IFHCs/general practice teams in line with the 
Integrated Performance and Incentives 
Framework (IPIF) 
a. High trust agreements negotiated with two 

IFHCs/practices per quarter 
b. Monitoring framework in place by 31 

December 2015 

Status Planning workshops between MDHB and CPHO have been 
initiated to define what a high trust agreement looks like 
and develop a template that might be applied to practices. a A 

b A Dependent on defining and developing a high trust 
agreement template, as above. 

 

Focus Area Two:  People are encouraged and supported to adopt and maintain healthy lifestyles 
10 Decrease the number of smokers in our district - 

further implement the MidCentral DHB Tobacco 
Control Plan 2015-18 
a. Matanga work clinically within four general 

practice teams to achieve demonstrable gains 
in Maori and Pacific smoking rates for their 
enrolled populations by 31 August 2015 

b. Implement the use of smokerlysers as part of 
standard care in Maternity Services and with 
community LMCs across the district by 31 
December 2015 

c. NRT starter packs are provided in addition to 
brief advice and referral to cessation services, 
by 50% of community pharmacies, 20% of 
IFHCs/general practice teams and 10% of 
self-employed midwives by 31 December 
2015, and 70% of community pharmacies, 
30% of IFHCs/general practice teams and 
20% of self-employed midwives by 30 June 
2016 

d. A collaborative plan to reduce smoking rates 
in refugees is developed by 30 June 2016 

e. Use local sports teams as smoke-free 
ambassadors/mentors for youth (ongoing) 

Status Smoking cessation liaison position in CPHO recruited to, to 
link Te Ohu Auahi Mutunga (TOAM) cessation services 
with PHO activities and coordinate TOAM activity within 
general practices. 
RFP issued for smokerlysers, due to be completed in 
Quarter 2, with use of smokerlysers implemented after that. 
Legislative barriers to the provision of NRT starter packs 
being overcome slowly.  Starter packs available for use by 
general practice already, but starter packs for use in 
community pharmacy likely to be implemented as part of a 
brief advice/cessation initiation & referral service in Quarter 
3.  Starter packs for use by midwives is doubtful this 
financial year given existing legislative barriers. 
Initial assessment of smoking rates in our refugee 
population yet to be determined.  Development of a 
collaborative plan depends on the outcome of the 
assessment of smoking rates. 
Sponsorship of the Manawatu Turbos (rugby) and 
Manawatu Jets (basketball) occurred for the teams’ 
respective domestic seasons. 

a G 
b G 
c A 
d A 
e B 

(HT)
11 Under 13 year olds enjoy free general practice 

consultations and zero co-payment prescriptions 
a. Work with general practice teams and 

community pharmacies to implement free 
general practice consultations for under 13-
year olds and zero co-payment on 
prescriptions, including public messaging as 
from 1 July 2015 

Status All MidCentral children under 13 have access within one 
hour’s drive, to free within hours and after hours general 
practice consultations, and zero co-payment and after 
hours charges on prescriptions, as per Ministry 
requirements. 

a B 

 

Focus Area Three: People with long term conditions receive well managed care that is located as close to home as 
possible 

13 By the end of 2016 increased use of 
comprehensive health assessment and care plans 
for patients with moderate to advanced long term 
conditions across primary care teams  

Status Majority of practices using electronic tools to conduct 
comprehensive health assessments.  Only two practices 
not yet using CHA and care planning tools  Minority of 
practices 

a G 

140



  Attachment 1:  2015/16 Annual Plan Update 

Status 
Legend: 
 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 

 

 
 

a. Increase comprehensive health assessments 
and care plans use 
o Central PHO promotes comprehensive 

health assessment care planning tools to 
general practices by 31 September 2015 

o Alliance Leadership Team monitors 
general practices’ use of comprehensive 
health assessment care planning tools, 
and that follow up occurs with general 
practices on individual basis as required 

b. Increase uptake of self-management courses 
o PHO support provided to general practice 

to promote self-management courses 
(such as Stanford Healthy Living 
Programme) to patients by 30 September 
2015  

o Alliance Leadership Team monitors update 
of self-management courses on a six-
weekly basis, working with individual 
general practices as required 

c. Increase use of long term condition 
management plans within general practice 
o All general practices will have long term 

conditions plans in place by 30 June 2016 
o Pre-diabetes management activities are 

incorporated into general practice teams 
and IFHCs long term condition 
management plans by 30 June 2016 

d. Increase level of heart and diabetes checks to 
national target level by 31 December 2015 
o Promote heart and diabetes checks 

through ongoing community awareness 
programme, including “health warrant of 
fitness” programme by March 2016 

o Appoint a medical clinical leader for 
diabetes/heart initiative within primary care 
by 31 October 2015 

o Poor performing practices in respect of 
heart and diabetes checks visited by 
clinical lead and/or Medical Director, 
Primary Care Director, and Maori Health to 
support improved rates as from 1 August 
2015 

o Review infrastructure required to support 
general practices to proactively manage 
health target and other clinical priority 
areas by 31 September 2015 

o Develop business case for infrastructure 
redevelopment by 31 December 2015 and 
then implement as appropriate 

G 381 CHAs completed this quarter - 305 by GPTs (202 of 
those using electronic tools). 

b

B 

CPHO continually advertises upcoming Living a Healthy 
Life programmes in the Weekly Mailout and via email to all 
CPHO clinical staff (approx. 60 across the MDHB district), 
practice managers and other key partners (Green Rx, Age 
Concern, Te Wananga, Arthritis NZ and the Diabetes 
Trust). 
In addition to referrals from GPTs, referrals to Living a 
Healthy Life programme occur via CCNs, Dietitians, 
Pharmacists and other PHO staff working within general 
practice. 
PHO clinical staff distribute promotional brochures to 
practices on an ongoing basis and promote course content 
and relevance to GPT members. 
Participant demographic data is now available on the 
provider portal/report server under ‘Living a Healthy Life – 
Patient list’ enabling practices to see which patients have 
attended the programme. This also gives data on ethnicity, 
age and quintile of attendees. 

G 

Central PHO management and the Stanford Coordinator 
monitor uptake of Living a Healthy Life programmes across 
all IFHCs/GPTs. 
Aggregated data and exception reporting is provided to 
governance group. 
Two courses were completed this quarter with an additional 
three courses commencing in September in Dannevirke, 
Otaki (Māori) and at Kauri Health. 

c

A 
Development of Long Term Condition Improvement Plans 
is a project of the DHB’s Long Term Conditions District 
Group.  All practices have Diabetes Improvement Plans, 
which will be embedded into LTC Improvement Plans. 

A 

Pre-diabetes Working Party, as a subcommittee of the LTC 
District Group, is undertaking a number of initiatives related 
to pre-diabetes care (the evaluation of existing pre-diabetes 
programmes, a district wide approach to pre-diabetes care, 
and a pre-diabetes research project).  Pre-diabetes is a 
priority area within each practice’s Diabetes Improvement 
Plans and will be embedded into the LTC Improvement 
Plans.   

d

G 

Central PHO is working with all general practice and 
community pharmacy teams to promote heart and diabetes 
checks via raising public awareness of the patient 
dashboard, which is used by general practice teams to 
highlight clinically important indicators for individuals.  The 
Manawatu, Horowhenua, Tararua, Diabetes Trust and the 
National Heart Foundation are also promoting the patient 
dashboard to patients. 

G Dr Bruce Stewart and Dr David Ayling provide medical 
clinical leadership. 

G PHO clinical leaders and senior management have 
engaged directly with poor performing practices. 

G 

A review of practice infrastructure is a function of Central 
PHO Practice Liaison and Clinical Quality Facilitator staff, 
who work with practices using PDSA principles, especially 
those practices that have yet to achieve health targets and 
other clinical priority areas. 

G On track for completion by December 2015. 

(PP20)
(HT)

14 Quality Standards for Diabetes Care are 
implemented across the district 
a. Diabetes leadership group established to 

provide oversight of quality standards from 1 
July 2015 

Status
The Diabetes Leadership Group was established April 
2015. a B 

b B 
Diabetes Baseline reports have been established and 
include specific metrics related to HbA1c data and the 
number of patients Read coded with diabetes and referred 
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b. Data collection and reporting systems 
developed by 30 September 2015 

c. Clinical governance groups, general practice 
teams and other core agencies receive 
regular reports about performance against 
Quality Standards for Diabetes Care from 1 
January 2016 

through to other support services (i.e. dietician, physical 
activity, primary mental health interventions).  These 
reports also provide a direct link for general practice teams 
to view the Practice Diabetes Patient list; patients identified 
requiring a Retinal Screen, Diabetes Annual Review or 
HbA1c management. 
Diabetes Clinical Summary Reports remain available for all 
MedTech practices through the provider portal to support 
the monitoring of the diabetes improvement activity. 

c G On completion of the Stocktake against the Diabetes 
Standards. (PP20)

15 Increase uptake and integration of mental health 
packages of care with long term conditions 
management 
a. Utilise shared cared care arrangements to 

ensure people with mental health conditions 
have structured health assessments and care 
planning for physical and mental health needs 
o Protocols and guidelines to enable 

integration of mental health packages of 
care and long term conditions 
management established by 31 December 
2015 

o Shared care arrangements promoted to 
general practices by 31 March 2016, with 
roll-out on ongoing basis 

Status
LTC Improvement Plans will include the integration of 
physical health and mental health need. a G 

G Consideration of improvements to the Shared Care 
programme is included of the work of the Mental Health 
Project Advisory Board. 

(PP20)
16 Specialists support general practice with complex 

long term conditions management 
a. By the end of June 2016 targeted case 

management for people with complex long 
term conditions will occur 
o Number of peer review, case review, 

collaborative consults and clinical advice 
between primary and specialist services 
increases on quarterly basis 

o Clinical accountability guideline developed  
by 30 September 2015 

o Specialist diabetes and respiratory support 
for general practice teams in place by 30 
June 2016 

Status Case reviews (with GPs, practice nurses, CCN/LTCs) and 
provision of clinical advice = 306 
Collaborative clinics = 13 
Peer review meetings (GPs) = 3 

a
G 

G 
The guideline has been developed.  Central PHO Clinical 
Board has since requested further information regarding 
the content and intent of the paper.  

G Specialist diabetes support currently provided in thirteen 
practice locations. 
MidCentral Health specialist respiratory support is 
increasingly engaged with GP teams and IFHCs.  Two GP 
Teams are involved in providing community pre-
assessments for obstructive sleep apnoea as part of a 
revised service pilot with the MidCentral Health Respiratory 
Department. (PP20)

Focus Area Four: Our primary health care sector has the infrastructure necessary to support service delivery over 
generations 

17 Collaborative Clinical Pathways (CCP) will support 
early diagnosis, streamlined referral pathways, 
intervention, and good management  
a. 10 further CCPs to be established by 30 June 

2016 
b. Finalise a collaborative clinical pathway for 

skin lesions for the district 30 December 2015: 
o Education for general practice teams is 

sourced and provided by 30 March 2016 
o Agreed procurement process for 

dermoscope purchase/tender is finalised 
by 30 March 2016 

Status A total of 55 localised collaborative clinical pathways have 
been published to date.  A number of pathways are due to 
be published in 2015/16: 
 Sore Throat – Prevention of Rheumatic Fever 
 Early Pregnancy  
 Post Menopausal Bleeding and Heavy Menstrual 

Bleeding  
 Frailty – two pathways 
 Contraception 
 Chronic Obstructive Pulmonary Disease (COPD) – 

two additional pathways 

a G 

b A An Expression of Interest has been distributed to re-form 
the Skin Lesions Collaborative Working Group. The 
intention is to finalise this pathway when the electronic 
referral system is close to implementation, as the success 
of the pathway is reliant upon electronic submission of 
images from general practice team members to specialists. 
Education and procurement of dermoscopes are future 
activities arising from the development of the pathway. (PP22)

50 Implement the Central Region’s Information 
Systems Plan and national IT systems, and 
ensure MDHB’s local infrastructure is capable of 

Status There is a current product that is operational, but adoption 
has not been widespread due to technical limitations and 
ongoing vendor relationship difficulties.  An RFP for an a B 
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supporting these systems 
a. Implement eReferrals -  primary to secondary  

o Develop business case by 31 December 
2015 

o Implementation plan developed by 15 
February 2016 

o Implementation undertaken by 30 June 
2017, with six-monthly reporting 
throughout 

eReferral product is to be issued in quarter two. 

G On track 

G On track 

Focus Area Five: Supporting the delivery of Whanau Ora
39 Support the establishment of Whanau Ora 

programmes within the district 
a. Formal six-monthly meetings held with each of 

the local Whanau Ora alliances and provider 
initiatives and Te Pou Matakana (the Whanau 
Ora commissioning agency) 

b. Integrate and streamline contracts 
o By 31 December 2015 review Maori 

provider contracts with a view to identifying 
opportunities for integrated contracting 

o Work with Whanau Ora alliance/provider 
initiatives and Maori providers to progress 
integrated contracting 

c. Explore other opportunities to support the 
alliance’s/provider initiatives’ programmes of 
action 

Status 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 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. 

a G 

b

G 

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 are being analysed with respect 
to useful reporting information. 
Once the “prototype” contracting arrangement has been 
agreed, MDHB anticipate rolling out the approach with 
other providers over the remainder of the 2015/16 year.

G 

The DHB and PHO leadership through the Directors of 
Māori Health have worked 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. 
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 

c G  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. 
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. (SI5)
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Maternal and Child Health 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 October 2015  

Focus Area One:  Improving maternal health, pregnancy and parenting experience 
12 Increase breastfeeding rates within the district 

through partnership between general practice 
teams, lactation consultants, lead maternity carers 
and well child providers: 
a. Work across the sector to develop a suitable 

model (based on MDHB review) for pregnancy 
and parenting programmes and maternity 
resource centres by 15 December 2015. (NB: 
this will be based on Ministry of Health new 
service specifications and direction, and aims 
to ensure 30% of Maori, Pacific and teen 
pregnant women are completing DHB-funded 
pregnancy and parent education) 
o RFP for suitable provider developed by 30 

September 2015 to achieve a better/more 
targeted/appropriate programme with a 
particular focus on high needs families. 

o New contract in place by 31 December 
2015 

b. Complete implementation of the 
recommendations of the gestational diabetes 
mellitus national clinical guideline by 31 May 
2016 

c. Embed the vulnerable pregnancy multi agency 
forum (Paruru Mowai) across the district 

d. Maintain the maternity quality and safety 
programme work to achieve maternal and 
child health outcome and quality measures 
and targets 

e. Embed “5 in 10” programme regarding five 
things to do within first 10 weeks of pregnancy 
(ongoing) across the district** 

f. Develop collaborative clinical pathway for 
early pregnancy using map of medicine tool, 
by 30 November 2015 

g. Participate in regional breastfeeding initiative 
as from1 July 2015 

h. Through working with community provider 
around peer support approach to 
breastfeeding (under guidance of lactation 
consultant) increase number of women 
supported to maintain breastfeeding year on 
year 

Status  

Completed 

RFP process underway currently.  Panel sitting to review 
RFP proposals on 19.11.15.  Selected new provider will be 
notified by 30 December 2015 with view to new contract 
start 1 July 2016 

Implementation of the Gestational Diabetes Programme is 
progressing slowly 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Underway.  The regional child health quality improvement 
coordinator is leading this work alongside local clinicians. 

 

Underway through contract with Community Birth Services 

 

a

B 
G 
 

b G 
c G 
d G 
e G 
f G 
g G 
h G 

(PP22)
18 Increase birthing options for women in Palmerston 

North 
a. Explore feasibility of a primary birthing unit in 

Palmerston North: 
o Business case developed by November 

2015, incorporating financial viability, 
clinical governance, facility ownership and 
procurement options 

o Implementation plan developed by March  
2016, with roll-out to commence as from 
April 2016 

o Undertake six-monthly post event audits 
throughout 

Status Primary Birthing Unit has been reprioritised by the Board 
and DHB given the interest in the district of a private 
provider.  Put on hold meantime to gauge progress.  

 

 

 

 

Not yet due 

a B 
D 
 

  

36 a. Implement preferred option for delivering 
sexual & reproductive health services across 

Status Deferred until paper goes to Board in November.  Steering 
group will then be formed and the recommendations a D 
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the district by 30 September 2015 (in line with 
review undertaken in 2014/15) 

  
progressed 

Focus Area Two:  Implementing the “Specialists in out-of-hospital” model and supporting vulnerable children 
33 Vulnerable children receive the services they need 

in order to prosper, and these are provided as 
close to home as possible* 
a. Develop a business case/model of care for 

“Turbo Kidz” – an integrated model for child 
health including primary and secondary care, 
in particular child development services, child 
adolescent and family mental health, child 
health hub, public health development 
services and key government agency partners 
o Engage with the sector (primary and 

secondary, including other government 
agency partners) by 30 October 2015 

o Business case developed by 31 January 
2016 

o Develop implementation plan by 30 April 
2016 

o Implement in accordance with timeline 

Status  

Turbokidz work is progressing slowly but is stalled until a 
sustainable funding model can be secured. 

 

 

 

 

 

 

Not yet due 

a A 
A 
 
 

(PP22)
 b. Embed Children’s Team Tamariki te Tuatahi 

within the Horowhenua and Otaki community 
o Implement the social worker/health broker 

model by 31 August 2015 
o Implement GPs supported health 

assessments for children and their families 
as from 30 July 2015 

o o Through Children’s Team governance 
group, monitor impact on MDHB services, 
ensuring capacity in place to meet demand 
– ongoing 

Status  

Completed. Role in place commenced 15 June 2015. 

Completed.  Mechanism in place for General Practice to 
claim for Children’s team families if required. 

Ongoing.  All staff are aware of their responsibility to report 
the impact of the Children’s Team work on their individual 
roles.  Monitoring systems have been developed to capture 
this.  Demand issues are dealt with on a case by case 
basis and then at Governance Group meetings. 

b B 
B 
G 

(PP27)
 c. Develop a learning disability pathway and 

secure appropriate resources to ensure 
service delivery 
o Develop an appropriate pathway for 

identifying vulnerable children with a 
learning disorder who require cognitive 
testing and associated services, by 30 
March 2016 

o Secure 1fte psychology and 1fte 
occupational therapy resource for the 
cognitive testing and associated 
resources by 30 June 2016 

o Implement pathway across the district 
and government agencies as from 30 
June 2016 

Status  

Work has commenced on the care plan and direction of this 
work driven by the child development service. 

 

 

 

To be included with 2016/17 annual planning and budget 
process early 2016 

 

Not yet due 

c G 
 
 

(PP27)
 d. Develop a multi-disciplinary team approach to 

managing children with complex disabilities, 
including regional and inter-agency 
components 
o Scope the project size to determine 

elements by 30 November 2015 
o Secure appropriate resource to ensure 

sustainability (administrative therapy 
component, physical space and IT 
technology) by 31 May 2016 

Status Underway but behind schedule.  Foundation work 
continues around development of TurboKidz project with 
funding options being considered.  This initiative is 
potentially part of that bigger project. 

 

Not yet due 

d A 
 

(PP27)
 e. Develop an intersectoral innovation hub 

o Together with government agency 
partners, scope an innovation hub model 
to support cross-sector service delivery 
models, by 30 November 2015 

o Confirm target area is family violence 
prevention, including reducing assaults on 

Status Innovation Hub group formed.  Chaired by the Area 
Commander - Police. 

Membership: Police, MDHB, MSD, CTF, WINZ, CPHO Te 
Tihi – others being co-opted. 

Reducing Family Violence is the target. 

 

e B 
B 
A 
A 
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children, by 31 July 2015 
o Develop implementation plan by October 

2015 
o Implement in accordance with timeline (PP27)

Implementation plan and Timeline commenced but slightly 
delayed. 

 f. Review and update Rheumatic Fever 
Prevention Plan by 31 October 2015 

Status  
f B 
(PP28)

 g. Embed within the Children’s Homecare 
Service, the paediatric palliative model of care 
o Scope the components of the role within 

the homecare service model by 31 
October 2015 

o Implement the components of the role by 
December 2015 

Status  

All completed 

g B 

 h. Scope a reducing obesity initiative for children 
by 31 March 2016 

Status Not yet due.  This work will  be influenced by the Minister’s 
Childhood Obesity Plan released 19 October 2015 h G 

 i. Embed the Newborn Enrolment Programme 
with all providers 
o By 30 September 2015, establish 

reporting system to provide details of 
children attending Emergency 
Department who are not enrolled with a 
general practice or the National 
Immunisation Register 

o Work with these families to ensure they 
receive health services, including 
immunisation as required 

Status  

Completed establishment of reporting system; ongoing 
business 

i B 

  

 j. Extend the Family Violence Intervention 
Programme (VIP) to include exception and 
remedial actions to audit scores less than 
80/100, for each of the child and partner 
abuse components of our VIP programme by 
31 September 2015 

Status
Completed  

Audit score achieved 90 for both child and partner abuse in 
latest self-audit (July 2014).  Currently completing annual 
self-audit as well as the spot audit of clinical records 
required, including the additional service area (sexual 
health) to the usual target service areas. 

National Child Protection Alerts System (NCPAS) 
maintained and fortnightly MDT meetings to manage 
‘reports of concern’ continue.   

j B 

(PP27)

 

Youth Health 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 October 2015  

Focus Area One:  Advance youth health services through inter-sectoral approach 
36 a. Develop and roll out professional 

development sessions for Primary Care that 
will assist all staff to be more youth friendly 
o Develop an evidence  based best practice 

professional development programme by 
December 2015 

o Offer sessions across the district by June 
2016 – (number to be determined once 
scoped). 

Status The Society of Youth Professionals Aotearoa (SYPHANZ) 
business case that is looking at this piece of work 
nationally. This is expected by end of October 2015.  
MidCentral DHB is interested in supporting a national 
model by a professional organisation with a local pilot and 
some funding as required.  If this option is not successful 
we will pursue our own programme. 

Not due 

a G 
 

(PP25)
 b. Scope the opportunity to work alongside 

Palmerston North City Council (PNCC) in the 
first instance to further develop a social media 
information app which supports young people 
to find where health services might be 
available in Palmerston North and then 
discuss with young people in other areas to 
see if they want to pursue this option (The 
app will enable easy updating of information) 
o Meet with PNCC youth network to scope 

the feasibility of the project by  March 2015 

Status  

Completed and work underway. Paper completed for 
funding approval 

Work on project plan underway 

 

 

 

 

b B 
G 
 
 

(PP25)
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o Develop project plan for roll-out of app in 
Palmerston North by September 2016, and 
roll-out  

o Work with youth advisory group to 
determine further roll-out across the district 

o Work with public health (social marketing 
initiative no 8) re youth service health 
messaging 

 

 

 

 c. Explore the opportunity for the Public Health 
Service sexual health promotion role to work 
alongside schools to offer free comprehensive 
sexuality education programme in schools 
covering issues such as ethical consent, 
communication, negotiation, diversity, 
contraception and safe sex.  The programme 
will aim to equip young people with the 
information, skills and values they need to 
have safe, fulfilling and enjoyable 
relationships, and to take control of their own 
sexual health and wellbeing.   
o Scope the interest in this model from 

schools by 31 March 2016 
o Develop modules and agree the 

components with education 
o Rollout by 30 June 2016 

Status  
The current sexuality health education curriculum covers all 
these issues from year 1-13.  Public Health offer train the 
trainer sessions for teachers to feel more confident in 
delivering the sexuality education curriculum. In addition, 
there are several other very good sexuality education 
programs available for young people and Public health also 
offer to deliver these alongside teachers. Public health staff 
are also working with youth groups and youth training 
establishments to deliver programmes to youth outside of 
the school setting.   
A survey of all schools in the MidCentral district is being 
developed to ascertain how many schools are fully 
delivering the sexuality education curriculum and what the 
issues/barriers may be and whether staff are requiring 
assistance to do so. This will go out to all schools in late 
October. Survey results and recommendations will be 
presented to schools for consideration 

c G 
G 
 

(PP25)
 d. Expand YOSS (Youth One Stop Shop) to be 

able to offer a Maori counsellor/youth worker 
to work alongside Maori rangitahi/whanau by 
31 May 2016 

Status Discussions underway as to which is the best role to 
maximise benefit from this position 

d G 
(PP25)

 e. Support general practice in delivering services 
to young people  
o Scope a professional development 

package for general practice teams 
regarding engaging with young people, by 
31 November 2015 

o Develop implementation plan by 31 March 
2016 

o Implement in accordance with timeline 

Status The Society of Youth Professionals Aotearoa (SYPHANZ) 
business case that is looking at this piece of work 
nationally. This is expected by end of October 2015.  
MidCentral DHB is interested in supporting a national 
model by a professional organisation with a local pilot and 
some funding as required.  If this option is not successful 
we will pursue our own programme. 
 

e G 
  
  

(PP25)

 

Health of Older People 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 October 2015  

Focus Area One: Older people are supported to maintain their health and independence 
34 a. Living well with dementia – raising awareness 

and early intervention 
o At least one site across the district has 

access to increased social options for 
support  for those with mild to moderate 
dementia by 31 December 2015 

o Options to increase public awareness of 
dementia are progressed quarterly through 
a targeted communications plan in place 
by 31 December 2015 

Status The Horowhenua Masonic Village is contracted to provide 
day centre services for older people in the community with 
cognitive impairment. An aspect of this programme is 
cognitive stimulation therapy (CST) embedded into the 
programme.  A second site became underway in CST in 
August 2015 (Marion Kennedy Centre).  

a
B 
 

(PP23)
 b. Rapid access to community care for older 

people 
o Short term community supports (Packages 

of Temporary Support - PoTS) are 
available to general practice teams and a 
preventative for entry into ED or inpatient 
wards in the hospital  by 30 September 

Status  
 
Community PoTS continue to grow and are demand driven; 
currently exceeding 100 per month. All General Practice 
teams can now access these supports. 
 

b

B 
G 
G 
G 
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2015 
o Wait times for Needs Assessment & 

Service Co-ordination (NASC) services are 
reduced using short term community 
supports by 30 December 2015 in 
Horowhenua 

o Wait times for NASC services are reduced 
using short term community supports by 
30 March 2016 for the Palmerston North 
City/Feilding/Tararua  area 

o Urgency and prioritisation scales to 
support time NASC assessment and 
service allocations for older people will be 
established by November 2015, with data 
collection and monitoring systems in place 
by March 2016 (PP23) 

 

Project Underway 

 

Project Underway 

 

Project initiative to Manager of Information Systems and 
under development 

 c. Falls Awareness:  MidCentral Health falls 
aware ward is integrated into aged residential 
care facilities and promoted through specialist 
clinician involvement - four facilities by 30 
September 2015 
o 20% of facilities implemented a 

programme by 30 December 2015 
o 40% of facilities have implemented the 

falls aware programme by 30 March 2016 
o 80% of facilities have implemented the 

falls aware programme  by 30 June 2016 

Status Funding and Planning visited all 36 aged care facilities with 
an information and audit pack on falls. The audit pack looks 
at cluttered environments, bell use, and footwear 
awareness and is in line with the Health and Safety 
Commission information support. Four facilities have 
responded to the DHB with their own audit feedback and 
evidence of the programme being implemented, seven 
others have evidence on site when visited by the DHB that 
a falls programme is in place. 

One recently audited facility was found to have reduced 
falls by 67%.  

c B 
B 
G 

(PP23)
 d. The fracture liaison service  

o 25% of eligible patients will be assessed 
by the fracture liaison nurse and treatment 
initiated in accordance with local 
guidelines by the end of quarter one; 50% 
by end quarter 2, 70% by end quarter 3, 
and 90% by 30 June 2016 

Status Deferred milestones.  Recruitment confirmed in October 
2015.  Development of service including measurement, 
reporting, processes being undertaken within first six 
months with initial referrals supported over first quarter.    

d D 

(PP23)
 e. Advance care planning (ACP) 

o Confirm identified coding classification 
requirements for ACP data collection in 
general practice teams by 30 September 
2015 

o Specialist clinician support and education 
sessions are delivered to primary care and 
NGOs at each quarter for 2015/16 

Status Four READ codes have been set-up to collect data from 
General Practice.  Wider discussion on use of these codes 
is currently underway. Education sessions on ACP have 
been delivered in this quarter to four IFHCs (Te Waiora, 
Tararua Health Group, Kauri Health and Feilding).  
Education was delivered to 100 members of the 
Horowhenua Grey Power in September.  
Education to MCH clinical staff November 2015. 

e B 

(PP23)
 f. Palliative Care - the integrated palliative care 

model is continued across the district 
o Subject to confirmed additional funding 

from the Ministry of Health, provide 
increased specialist support services per 
service specifications, including education, 
to aged residential care providers, from 30 
September 2015 

o A model of integrated funding and support 
for palliative care is scoped and available 
for comment by 30 March 2016 

Status Funding for palliative care initiatives confirmed for the first 
quarter of 2016. Consultation with ARC completed in 
September 2015. Anticipate quality framework in place 
March 2016.   

 

 

Discussions with palliative care district group underway. 
Currently in the early stages. 

f G 

(PP22)
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 g. Integrate Older Adult and Mental Health 
resources 
o Combine the older adult mental health and 

older persons NASC teams by 30 March 
2016 including IT support and data 
collection 

o Community based service provider options 
for residential care for older people with 
mental illness are expanded by 30 June 
2016 

o Specialist processes for supporting older 
adults with mental illness are supported 
and known across the district by 30 March 
2016 

o Connected up specialist and community 
supports for older people are utilised and 
on a continuum by 30 June 2016 

Status Some reprioritisation occurring in line with MH priorities. 

MH NASC and Older Persons NASC working together to 
assess aging people with MH & A. The Mental Health 
Coordinator trained in the use of the interRAI assessment 
tool in September 2015 with a plan to complete more 
assessments on older adults with the CHA and mental 
health functional assessment. 
 

Underway 

Underway  

g G 

(PP22)

Mental Health and Addictions 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 October 2015  

Focus Area One:  Bolster community mental health services, in line with Rising to the Challenge 
35 a. Implement the Ministry of Health’s COPMIA 

(Children with Parents with Mental Health and 
Addiction problems) model of approach 
guidelines 
o Undertake gap analysis by 30 August 2015 
o Joint inter-agency approach developed to 

identify the population of children living in 
the presence of mental health and addiction 
in the MDHB district by October 2015 

o Review assessment tools and update 
registration processes to include children of 
service users or increased inclusion with 
family/whanau in assessment of service 
users by February 2016 

o Extend assessment tools to include 
assessment of children by May 2016 

b. Extend assessment tools to include 
assessment of children across all secondary 
adult mental health services working in 
partnership with Child & Adolescent Mental 
Health Services under CAPA (Corrective and 
Preventative Action) framework by June 2016 

Status Completed Survey of Health and Social Providers, ten out 
of thirty one providers indicated that they had a process in 
place to identify children with COPMIA needs. Six of the 
providers offered resilience programmes, only one had a 
programme designed specifically for children with COPMIA 
needs.  
Completed an Interagency working group established and 
developing mandatory questions for service providers for 
this population. A draft report will be completed by 
December 2015 with recommendations thus far: 
Establishing a governance group to oversee  
implementation of the Ministry of Health COPMIA 
Guidelines across Health, social services, justice and 
education;  
Consideration of a collaborative care pathway 
Development programmes for COPMIA  
Consideration to service coordination 
Need for data collection/evaluation and monitoring of 
results. 

a B 
b G 

(PP26)
(PP27)

 Transition planning for youth from specialist 
mental health and addiction teams to primary and 
community based providers occurs in planned, 
proactive manner 
a. Professional development opportunities are 

provided to primary care/community based 
organisations’ clinicians to increase 
knowledge and confidence in working with 
young people with mental health and 
addiction issues (focusing on the stepped 
care model) by December 2015 

b. Care pathways are included within the 
shared/stepped care model which detail 
referral and discharge support for young 
people as they traverse the care continuum 
from secondary to primary care by December 
2015 

c. Design a three point Transition Plan 
framework and procedure for young people 
as part of CAPA model of care by April 2016 

Status Planning on track to host a community sector forum by 
December 2015 for training and professional development 
across social services, education, CYFS and health 
sectors. Focus will also be on working with children and 
youth that have mental health problems and informing the 
various sectors of the transition planning pathway 
 
Transition Care pathways have been finalised and to be 
further socialised at the child and youth forum in 
December. The Transition Plan has now been embedded 
in CAFS and each young person has this at hand when 
they sometimes traverse to primary care. 
 
 

a G 

b G 
c G 

(PP7)
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 Welfare Reforms: Evidence Based Supported 
Employment approach 
a. Number of people with mental illness in 

employment as a proportion of the total 
number of people enrolled with the 
programme by December 2015 

Status 12 months to 
September 2015 Number of people 

Employment status Maori Non 
Maori Total  

Total long term clients 81 333 414 
In paid employment >30 

hours a week 
3 18 18 

In paid employment 1 – 
30 hours a week 

4 20 24 

Unemployed – less than 
1 hour a week 

74 298 372 

a G 

(PP7)
 Implementation of a Suicide Prevention 

Postvention Action Plan across the district 
a. Suicide Action Plan finalised by 30 July 2015  
b. Establish a cross agency advisory group and 

terms of reference by August 2015 
c. Suicide Prevention Postvention Action Plan 

performance measures finalised by 
September 2015 

d. A procedure with timeframe for a suspected 
suicide has been developed and initiated by 
September 2015  

e. Identify workforce development needs to 
support individuals at risk of suicide (roll out 
of QPR Institute Tool) by December 2015 

Status Completed Suicide Prevention Postvention Action Plan 
and disseminated to all networks.  
Completed cross agency reference group established with 
health, education, cyfs, social services and Terms of 
Reference.  
Completed performance measures in place as part of the 
Suicide Action Plan with key leads identified.  
Completed first forum held on the 09.09.15. 49 people 
attended. Second forum to be held 03.12.15. Work 
underway with Age Concern to deliver programs to 
increase awareness of elder abuse, loneliness and 
isolation. ‘Suicide Prevention & Management’ workshop 
held for members of the NZ Association of Counsellors on 
10.09.15. This session was evaluated and results showed 
that aims were met and good feedback. 
Completed Pathway procedure established for the 
management of coronial data, with three MDHB staff 
having access to this data and review for feedback to MoH 
and MDHB.  
Completed implementation of the suicide screening tool 
QPR across NGOs, welfare, social services, counsellors 
and education sectors (110 licenses) rolled out across the 
district.  

a B 
b B 
c B 
d B 
e B 

(PP26)
 Implement the Stepped Care Model across 

primary mental health 
a. Scope out parameters and propose an 

integrated service delivery model between 
secondary and primary with an IFHC model of 
care approach that is prototyped with two 
IFHC centres (Horowhenua and Kauri) by 
September 2015 

b. Socialisation of an integration model of 
practice paper with secondary and the two 
IFHC sites (Horowhenua and Kauri) for a 
shared stepped care approach by November 
2015 

c. Design specific primary Comprehensive 
Health Assessment Tool Review (CHATR) to 
support mental health addictions and physical 
assessment by September 2015 

d. Apply as proof of concept into two IFHCs by 
January 2016 

e. Implement values and attitudes training as a 
combined approach for secondary and 
primary care clinicians, eg wellness recovery 
action plan training by April 2016 

f. Review model outcome by June 2016 

Status Completed scoping paper. Initially MCH supported the co-
location of FTE to the Horowhenua IFHC, however this 
was refocused due to the Service Review.  The prototype 
project with the two IFHCs has continued. Secondary 
service manager and IFHC practice managers agreeable 
to integration on model of care however resources 
currently not available to support further integration. 
Agreement to integrate and use FTE available.  Secondary 
sector have advised that any available resource of FTE 
currently will not be made available however primary 
sector (CPHO) will continue to support this model of care 
and the stepped care approach to service delivery. 
Completed - the stepped care model scoping completed 
and socialised with the two IFHC sites; Horowhenua and 
Kauri IFHC on board with integrating model of care into 
IFHC settings. Kauri IFHC requested that with the shift to a 
new building that the education and workforce 
development within the IFHC begins before any additional 
resource is implemented.  
The development of a specific CHATR tool has been 
widely discussed however at this time CPHO are unable to 
develop this further given the high funding implications. 
Completed the approval of a 0.8FTE employed to support 
the Horowhenua IFHC and sector service delivery 
commences October 2015.  Due to only having primary fte 
re-scoping the integration will need to be done to reflect 
this.   
On track. Workforce Development underway, Let’s Get 
Real, WRAP (Wellness Recovery Action Plan) training 
implemented.  

a B 
b G 
c D 
d G 
e G 
f  

(PP26)
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  Attachment 1:  2015/16 Annual Plan Update 

Status 
Legend: 
 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 

 

 
 

Regional (including sub-regional) and National Collaboration 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 October 2015  

Focus Area One: Strategic Planning and Master Health Service Planning 
21 Implement Master Health Service Plan, including 

models of care and building development 
components 
a. Detailed business case developed by 31 

December 2015, using the Better Business 
Case Model 

b. Implementation business case developed by 
31 December 2016, using the Better Business 
Case Model 

c. Implementation to commence from 1 July 
2017 in line with the Implementation Business 
Case, with six-monthly post event audits 
provided throughout 

Status Although milestones are not yet due, this programme of 
work is on hold while the Board and DHB undertakes its 
strategic planning process a D 

b D 
c D 

 

37 Advance the Health Charter  - embed the Health 
Charter as a key living document within the district 
a. Socialise the Charter across NGOs, local and 

central government agencies, and the DHB by 
December 2015 

b. Appoint ambassador(s) to lead the 
implementation of the Charter in Tararua, 
Horowhenua/Otaki, Palmerston 
North/Manawatu, with the first appointment by 
31 September 2015 and then one every six 
months thereafter 

c. Hold a formal signing ceremony by 30 June 
2016 

d. Explore new relationship forums for working 
collegially across the NGO sector, local and 
central government and the DHB (ongoing) 

Status
Draft Health Charter under consideration as part of the 
Board and DHB strategic planning process.  Although 
behind schedule, work has recently been recommenced.  
Thus, milestone dates have been deferred and will be re-
based to align with this. 

a A 
b A 
c A 
d A 

  

48 Develop a strategic plan for the centralAlliance 
with Whanganui DHB 
a. Document finalised for consultation by 15 July 

2015 
b. Community consultation undertaken by 15 

September 2015 
c. Community feedback analysed and proposed 

changes to Plan developed by 30 October 
2015 

d. Strategic plan finalised by 31 December 2015 
e. Implementation plan finalised by 28 February 

2016  
f. Implementation undertaken in accordance 

with agreed timeline with six-monthly updates 
provided 

Status The centralAlliance strategic planning process is continuing 
with successful Board workshops held, the latest being in 
early October.  It is not expected that here will be any 
significant community consultation process on the concepts 
of the centralAlliance, but rather on the content of change 
that has yet to be developed.  The entire programme is to 
be re-based with revised milestones. 

a D 
b D 
c D 
d D 
e D 
f D 

  

49 Further evaluate service alignment opportunities 
with Whanganui DHB 
a. Implement the process for procurement of 

laboratory services for MidCentral and 
Whanganui DHBs, as agreed by Boards. 

Status Laboratory services continuing as is for each DHB under 
the current terms and conditions of their respective 
contracts with providers a G 
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Copy to: Planning and Support 
MidCentral District Health Board 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

Phone:  +64(6) 350 8626 

TO Community & Public Health Advisory 
Committee 
Hospital Advisory Committee  

  
FROM Vivienne Ayres 

Manager 
DHB Planning and Accountability 

  
DATE 18 November 2015 

  
SUBJECT NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE 

MEASURES – REPORT FOR QUARTER 1, 2015/16 
 
 
 
1 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 first 
quarter of 2015/16, 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 one of the 2015/16 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.   
 
There are a number of changes to the suite of performance measures and reporting 
deliverables this year, in addition to increases in target values for several of the 
performance measures, as agreed through the annual planning process.  These include 
changes to definitions for two national health targets (elective surgery and the primary 
component of better help for smokers to quit), expansion to policy priority areas 
(immunisation coverage to include 5 year old children and 12 year old girls, delivery of 
the Prime Minister’s Youth Mental Health Project to include School Based Health 
services and inclusion of cervical screening coverage rates). Changes to the methodology 
for measuring the standardised inpatient lengths of stay have also been implemented 
from July 2015.  Two new Crown Funding Agreement Variation reports have been 
added.  These are Appointment of Regional Cancer Centre Clinical Psychologist and 
Cancer Psychological and Social Support Workers.     
 
Of the 45 performance measures/deliverables (including eight CFA variation reports) 
that have received an assessment rating for this quarter, 33 (73 percent) were rated as 
“achieved” or “satisfactory” and th remaining 12 (27 percent) were “partially achieved”. 

 

MEMORANDUM
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2.1 Health targets 

 The target for Shorter Stays in the Emergency Department was just short of target 
this quarter (93 percent), which was nonetheless a significantly improved result 
compared to the same quarter of previous years. 

 The target volume of elective surgery discharges was partially achieved with 97.8 
percent of planned volumes delivered over the quarter – 45 discharges below target. 

 The target immunisation coverage rate for 8 month old infants was achieved (96 
percent).  

 Faster cancer treatment (62 day indicator) – improved significantly this quarter to 
84 percent; almost attaining target.   

 The target was achieved for the first time this quarter for eligible people who have 
had their risk for cardiovascular disease assessed in the last five years, at 89.7 
percent.  

 The primary component of better help quit smoking increased to 86.7 percent.  
 The target for the hospital-based component of better help to quit smoking was again 

achieved.  
 
2.2 Policy Priorities and Developmental Measures 

The assessment of performance identified 16 (80 percent) of the 20 performance 
measures and deliverables for this dimension as achieved this quarter. Improvement 
actions to support achievement of the performance expectations or targets are in place 
for the remaining measures that were partially achieved. 
 The target for people waiting less than 42 days for a CT scan has increased from 90 to 

95 percent from July 2015.  This new target was partially achieved over the quarter 
(consistently over 93% each month), with ongoing improvement activities underway. 

 Transition planning for young people discharged from specialist child and adolescent 
mental health and addiction services marginally improved but remains well below 
target. 

 Non-urgent wait times for mental health and alcohol and other drug services for 
young people has improved with the 8 week target almost achieved (just over 94 
percent), but the three week timeframe has been hovering at around 76 to 77 percent. 

 Thrombolysis of potentially eligible stroke patients remains below expectations, with 
not having a 24/7 service available and limited neurology specialist cover, but 
admissions to the acute stroke service continue to meet expectations.  The 
performance measures for ANZACS-QI Acute Coronary Syndrome angiograms 
within 3 days and data registry completions have improved significantly to be 
achieved for the first time this quarter. 
 

2.3 System Integration 

 The standardised intervention rates for angiography and angioplasty procedures 
remain significantly below the national targets.  The target standardised intervention 
rates (reported for the 2014/15 year) were significantly above the national targets for 
cataracts and for major joints.  

 The cervical screening three year coverage rate for women aged 25 to 69 years was 
below the 80 percent national target (75.2 percent) across all ethnicity groups.   
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2.4 Ownership and Outputs 
 
 While the standardised average length of stay (ALOS) for acute admissions was 

achieved this quarter, the Elective ALOS shows no change from the baseline rate at 
1.74 days and was 0.07 days above target.  

 Two of the three measures received an ‘outstanding’ rating for the National Health 
Identity dataset; ongoing work continues for duplicate records.  For the most part, 
requirements for the National Collections were met or exceeded – file loads for the 
Programme for the Integration of Mental Health Data (PRIMHD) continues to be 
problematic with ongoing errors/invalid collections requiring remedial actions and 
tools to be implemented to improve the data collection. 

 Occupancy of available acute mental health unit beddays was 9.1 percent above 
planned volumes over this quarter. The project with the NGO sector to increase the 
capacity for supported accommodation for people with high and complex needs has 
assisted to some degree in reducing lengths of stay in the acute unit for some 
individuals; the additional four NGO beds available have high levels of utilisation.  

 

2.5 Crown Funding Agreement Variation reports 

Expectations for the eight Crown Funding Agreement Variation reports submitted this 
quarter were all met this quarter.  Finalised job descriptions for the Regional Cancer 
Centre Clinical Psychologist and the Social Support Worker positions have been 
submitted to complete reporting requirements and recruitment to the latter positions are 
underway, and an appointment to the regional Clinical lead psychologist position has 
been made.   
 
 
The full Non Financial Performance Report for quarter one, as attached, consolidates all 
the reporting items, performance measures and deliverables against the agreed Annual 
Plan priorities and initiatives as part of the accountability framework and includes 
commentary on actions to improve performance where required. 
 
 
3 Recommendation 
 
It is recommended: 
 
  that this report be received 

 
 
 
Vivienne Ayres 
Manager, DHB Planning and Accountability 
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2015/16 QUARTER 1 (July ‐ September):  SUMMARY REPORT OF RESULTS 
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE MEASURES 

HEALTH TARGETS  MoH 
Assessment 

HT:  Shorter stays in the 
Emergency Department   

 

 

93.0% (10,752) of 11,564 
presentations to ED admitted, 
transferred or discharged within 6 
hours.  Highest volume of ED 
presentations this quarter. The 
winter plan will be reviewed with 
actions identified for future use.  

Q1   Partially 
achieved  

Q2   

Q3   

Q4   

HT:  Improved access to 
elective surgery 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(Note change in definition to include 
arranged surgical admissions) 

97.8% (2,003) of 2,048 planned 
volumes delivered – target not 
achieved. Staff illness and higher 
acute inpatient volumes impacted 
on the capacity to deliver elective 
volumes over the quarter. Partially 
achieved rating given due to 
discussions with MoH at site visit 
and recovery planned for q2. 

Q1   Partially 
achieved 

Q2   

Q3   

Q4   

HT:  Faster cancer 
treatment 
(62 day indicator) 

84.1% (37) of 44 patients had their 
first treatment within 62 days.  A 
significant improvement with 
target almost achieved   
(Published results each quarter are for 
a 6‐month period due to relatively 
small numbers; MDHB results will show 
82.4%).  

Q1   Partially 
achieved 

Q2   

Q3   

Q4   

HT:  Increased  
immunisation  
(at 8 months of age) 

 

Target achieved. 96% (505) of 526 
eligible 8 month old infants were 
fully immunised on time. High 
immunisation rates obtained for 
Pacific, Asian and NZ European.  

Q1   Achieved 

Q2   

Q3   

Q4   

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

  Target has been achieved for the 
first time (when rounded).  
89.7% (42,883) of 47,788 eligible 
adults have had their CVDRA – 
although improved, rates for Maori 
and Pacific remain below target 
however requiring additional 
effort.  

Q1   Achieved 

Q2   

Q3   

Q4   

HT:  Better help for 
smokers to quit 
(hospitals, primary and 
maternity) 
 

 

 
 
 
 
 
 
 
 
 
 
 
 

(Note change in definition for Primary 
component) 

i. Hospitals:  96.5% (1,187) of 
1,230 patients offered advice and 
help to quit  
ii. Maternity:  95% (76) of 80 
pregnant women identifying as 
smokers offered advice and help to 
quit 
iii. Primary:  86.7% (19,371) of 
22,349 PHO enrolled smokers 
offered advice and help to quit 
over the last 15 months – improved 
result (by 4.4%) 

Q1   i  Achieved
ii  Achieved
iii Partially 

achieved
Q2  i   

ii   

iii  

Q3  i   

ii   

iii  

Q4  i
ii

iii

80%
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86%
88%
90%
92%
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96%
98%

100%

Qtr 1 Qtr 2 Qtr 3 Qtr 4
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100%
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POLICY PRIORITIES  MoH 
Assessment 

PP6:  Improving the 
health status of people 
with severe mental 
illness through improved 
access 

Percentage of projected population 
seen on average, per year, by age 
group: 12 months ‐ 01 April 2014 to 31 
March 2015 
Age Gp  Maori  Other  Total 
0‐19  3.64%  3.84%  3.78% 
20‐64  7.01%  3.86%  4.40% 
65+  0.96%  0.64%  0.66% 

 

Not reported this quarter  Q2   

Q4   

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

 

48.5% (379) of 782 discharges had a 
transition/ discharge plan. 
Continues to be followed up with 
key staff to confirm the process 
being used to capture transition 
plans for discharged clients.   

Q1  Partially 
achieved 

Q2   

Q3   

Q4   

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

 

12 months to 30 June 2015. Waiting 
times for 0‐19 year olds improved 
from the last quarter for 3 week and 
8 week waiting times for both 
services. Targets close to being 
achieved this quarter: 
76.3% (469) of 615 MH clients seen 
within 3 weeks and 94.1% (579) 
within 8 weeks 
77.1% (84) of 109 AOD clients 
(including NGOs) seen within 3 
weeks and 94.5% (103) within 8 
weeks 

Q1    Partially 
achieved 

Q2   

Q3   

Q4   

PP10:  Mean DMFT score 
for Year 8 children 

2014 calendar year result. 
Not reported this quarter.  

Q3  Achieved 

PP11:  Caries free 
children at aged 5 years 

2014 calendar year result. 
Not reported this quarter.  

Q3  Not 
achieved 

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

 

2014 calendar year result. 
Not reported this quarter.  

Q4  Partially 
achieved 
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PP13:  Preschool and 
primary school 
enrolments 

 

2014 calendar year result 
Not reported this quarter. 

Q3  Achieved 

PP20:  Improved 
management of long 
term conditions 
‐ Long term conditions 
‐ Diabetes Care 

Improvement Plans / 
Diabetes management 

‐ Acute Coronary 
Syndrome 

‐ Stroke Services 
 

Targets  Q1  Q2  Q3  Q4 
6% stroke 
thrombolysed  4.7%    

80% acute stroke 
service   82.4%    

70% ACS 
angiogram 

79.7%    

95% ANZACS‐QI 
data collection  98.5%    

% HBA1c 
<64mmol  N/a    

Provisional results only for Stroke. 
Results will be updated and confirmed 
in following quarters (relies on all 
records being coded). 

i.  LTC – Teleconference session 
held; milestones and measures for 
annual plan on track 
ii. ACS – Both indicator results 
exceeded targets for the first time 
iii. Stroke – Target for stroke 
patients admitted to acute stroke 
unit/service achieved, but 
thrombolysis below target.  
iv. Diabetes management (DCIPs) – 
All general practice teams have a 
Diabetes Care Improvement plan in 
place.  Assessment against Quality 
Standards for Diabetes Care 
commenced. 

Q1  i  Achieved 
ii  Achieved 
iii  Partially 

achieved 
iv  Achieved 

Q2 i   

ii   

iii   

iv   

Q3 i   

ii   

iii   

iv   

Q4 i   

ii   

iii   

iv   

PP21:  Immunisation 
coverage  
‐ 2 years old 
‐ 5 years old 
‐ HPV – eligible girls 
 

 

 
 
HPV immunisation is measured annually in quarter 
4 only. 

Targets have been achieved for the 
24 month and the additional 
milestone age of 5 year old children.  
97.3% (535) of 550 eligible two year 
old children immunised on time.  
91.9% (543) of 591 five year old 
children immunised on time. High 
rates for Maori and Pacific 
ethnicities have also been achieved. 

Q1    Achieved 

Q2   

Q3   

Q4   

PP22:  Improving system 
integration 
 

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

Overall, good progress on large 
array of projects covering “system 
integration” as part of Annual Plan 
deliverables.  Some planned actions 
have been completed or are on 
track, others are behind schedule 
and a few have been deferred due 
to financial position; these are now 
deferred to consider with 2016/17 
annual planning and budgeting 
round. 

Q1    Achieved 

Q2   

Q3   

Q4   

PP23:  Improving wrap 
around services – Health 
of Older People 

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

All milestones and measures on 
track, progressing as planned.  The 
Fracture Liaison Service is due to 
commence in October, and, ARC 
facilities are progressively taking up 
Falls awareness/management 
programme. 
Dementia care pathways, 
information, education and 
awareness programme being well 
received.  

Q1    Achieved  

Q2   

Q3   

Q4   

 

80%
82%
84%
86%
88%
90%
92%
94%
96%
98%

100%

Qtr 1 Qtr 2 Qtr 3 Qtr 4
2 yrs old 5 yrs old
2yr old Target 5yr old Target

157



ATTACHMENT 1 

Page 4 of 8 
 

PP24:  Improving waiting 
times – Cancer MDMs 

Report on progress delivering 
improved functionality and 
coverage of MDMs based on actions 
and milestones identified in the 
Annual Plan and regionally agreed 
actions using allocated funds 

Not reported this quarter.  Q2   

Q4   

PP25:  Prime Minister’s 
Youth Mental Health 
project 

Quarterly progress reports against  
School Based Health Services 
(SBHS), Youth Primary Mental 
Health and Responsiveness of 
primary care to youth  

SBHS embedded into most decile 
1‐3 secondary schools, alternative 
education facilities and teen 
parent settings. Improvement 
actions being undertaken in line 
with Youth Health Care in 
Secondary Schools improvement 
framework. Sexuality and sexual 
health initiative on track 
The Youth Wellness Advisory 
Group continuing to support 
improved services for young 
people with the development of a 
social media app. 

Q1    Achieved  

Q2   

Q3   

Q4   

PP26:  Rising to the 
Challenge:  The Mental 
Health and Addictions 
Service Development 
Plan 

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 
2015/16 year 

Reporting template submitted.  All 
planned projects aligned to the 
goals of the Service Development 
Plan are on track.  

Q1    Achieved 

Q2   

Q3   

Q4   

PP27:  Delivery of the 
Children’s Action Plan 

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

Milestones continue to progress. 
Amalgamating governance 
arrangements for the Children’s 
Team and for Social Sector Trials 
being considered, with support 
from MoH, following recent site 
visit from Vulnerable Children's 
Board members.  Family violence 
programme continues; heightened 
awareness of vulnerable children 
(families) being reported.  

Q1    Achieved 

Q2   

Q3   

Q4   

PP28:  Reducing 
Rheumatic Fever 

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

Two cases of rheumatic fever 
identified this quarter; only one of 
which was a new initial 
hospitalisation for acute rheumatic 
fever. 

Q1    Achieved 

Q2   

Q3   

Q4   

PP29:  Improving waiting 
times for diagnostic 
services 
Coronary angiography 
CT and MRI 
Colonoscopy 
  ‐ Urgent 
  ‐ Diagnostic 
  ‐ Surveillance 

2015/16 Targets  Q4 Q1 
95% CT ≤ 42 days  96.7% 93.5% 
85% MRI ≤ 42 days 100% 100% 
95% elective coronary 
angiography ≤ 90 days 

93.6% 97.1% 

 

Colonoscopy   Q4 Q1 
75% urgent ≤ 14 days  100% 100% 
65% diagnostic ≤ 42 days 95.9% 97.2% 
65% surveillance ≤ 84 
days 

96.1% 98.8% 

 

Targets for waiting times across all 
modalities consistently achieved 
each month over the quarter, 
except for CT scans.   
i. Coronary angiography – 
increased target met 
ii. Colonoscopy – increased 
targets for non urgent and 
surveillance scopes met 
iii. CT / MRI scans.  Just over 93% 
each month for CT scans ‐ 
strategies in place to achieve the 
new 95% target in subsequent 
quarters.   MRI wait times 
continue to be achieved. 

Q1 i  Achieved 
ii  Achieved 
iii  Partially 

achieved 
Q2 i   

ii   

iii   

Q3 i   

ii   

iii   

Q4 i   

ii   

iii   
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PP30:   
A:  Faster cancer 
treatment 
‐ 31 day indicator 

B:  Shorter waits for 
cancer treatment 
‐ radiotherapy and 
chemotherapy  B)  Shorter waits  Q4 Q1 

All patients ready for 
treatment, wait < 4 weeks 
for radiotherapy or 
chemotherapy 

100% 100% 

A:  31‐day indicator – Achieved 
95.2% (160) of 168 patients with a 
confirmed diagnosis of cancer 
received their first treatment 
within 31 days of decision to treat.  
B:  Radiotherapy/chemotherapy 
within 4 weeks: continuing to 
achieve target wait times – no 
delays due to facility constraints 
 

Q1  Achieved  

Q2   

Q3   

Q4   

SYSTEM INTEGRATION 
MoH 

Assessment 

SI2:  Delivery of the 
Regional Services Plan 

Progress report against initiatives 
outlined in the RSP – compiled by 
TAS on behalf of the DHBs 
 
 

Most projects within the 13 
programmes tracking to plan 
against milestones.  A number of 
the performance indicator results 
however are not achieving target 
as a region.  DHBs working through 
next steps for Regional Informatics 
Programme.  Refer separate 
progress report 

Q1    Partially 
achieved 

Q2   

Q3   

Q4   

SI3:  Ensuring delivery of 
Service Coverage  
 

Meeting service coverage 
expectations and resolving any 
service gaps 

Not reported this quarter.  Q2   

Q4   

SI4:  Standardised 
intervention rates – 
discharge rate per 10,000 
population 
‐ cardiology procedures 
‐ cardiac surgery 
‐ major joints 
‐ cataracts  (Intervention rates for cataracts and major 

joints reported annually in q1 only) 

The standardised intervention 
rates for cardiac surgery improved 
over the 12 months to June 2015, 
and not significantly different from 
the national target rate.  
Intervention rates for angiography 
and angioplasty continue to be 
significantly below the national 
targets. 
Intervention rates for cataracts and 
major joints for the year ending 
June 2015 were both significantly 
above the national target rates. 

Q1    Partially 
achieved 

Q2   

Q3   

Q4   

S15: Delivery of Whanau 
Ora 

Progress with Whanau Ora 
Provider Collectives, steps towards 
improving service delivery, and 
building of mature providers. 

Not reported this quarter.  Q4   

SI6:  Cervical Screening 
‐ three year coverage 
rate for women aged 25 
to 69 years 

Actions outlined in the Cervical 
Screening Action Plan underway.  
Three year coverage rate for 
cervical screening remains below 
target (75.2% of 42,017 eligible 
women).  Rates for Maori, Pacific 
and Asian women remain lower 
than the rate for Other women. 

Q1  Partially 
achieved 

Q2   

Q3   

Q4   
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84.0%
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OWNERSHIP 
MoH 

Assessment 

OS3:  Inpatient average 
length of stay 
‐ acute 
‐ elective 

Note change in methodology for measuring 
ALOS. 

12 months to 30 June 2015 
Standardised ALOS:   
i. Acute:  2.83   
ii. Elective:  1.74   
Acute ALOS reduced by 0.12 days 
compared to baseline rate and was 
achieving target, although it was 
above the national rate (2.60 days) 
Elective ALOS shows no change 
from the baseline rate at 1.74 days 
– 0.07 days above target and is 0.1 
days above the national rate (1.64).  

Q1  i  Achieved  
ii  Partially 

achieved 
Q2 i   

ii   

Q3 i   

ii   

Q4 i   

ii   

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

Not reported this quarter.  

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

Q1  Not 
reported  

Q2   

Q3   

Q4   

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

  Q4   Q1 

i.  NHI duplicates 4.55% 4.83% N 
NHI ethnicity 0.16% 0.15% O 
Ethnicity updates 0.64% 0.15% O 

ii.  NBRS matches 96.15% 97.23% A 
NCS file load success 98.42% 96.9% P 
Coding descriptors 90.87% 92.63% O 
NNPAC timeliness 98.9% 33.87% N 

iii  PRIMHD data quality A A 
 

A total of three measures noted as 
‘outstanding’.  For NHI duplicates 
work continues regarding search 
techniques and user behaviours to 
ensure accurate management of 
identity data, although network 
outages, including national NHI 
database, continue to have a small 
influence on duplicates. There was a 
delay in reconciling and submitting 
NNPAC data due to unplanned staff 
leave. NNPAC is now back on track 
for submitting on time. 

Q1  i. Achieved 
ii. Achieved 
iii. Achieved 

Q2   

 

 

Q3   

 

 

Q4   

OUTPUT 
MoH 

Assessment 
 

Mental health and 
addictions price volume 
schedule 

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

Occupancy of acute beddays was 
9.1% higher than purchased 
available beddays this quarter. 
Community placement issues 
contributing to higher acute bed 
utilisation through longer individual 
LOS. Four transition placements 
(beds) for high support needs clients 
have been commissioned with an 
NGO and are being well utilised.  

Q1  Achieved 

Q2   

Q3   

Q4   

DEVELOPMENTAL MEASURES 
MoH 

Assessment 

DV4:  Improving patient 
experience 

Quarterly survey of inpatients 
experience across four domains, 
using the new national survey tool: 
1) Communication 
2) Partnership 
3) Coordination 
4) Physical & emotional needs 
 
 
 

The response rate for the August 
2015 survey was 49% which remains 
the highest across all DHBs.  Broadly 
similar results to the national 
average for three of the four 
domains (lower for coordination). 
This may have been influenced by 
higher volumes of patients coupled 
with staff sick leave during the 

Q1  Achieved  

Q2   

Q3   
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Q1 Score out of 10 
Domain Average  National Ave 
1 8.1 8.4 
2 8.1 8.4 
3 7.9 8.4 
4 8.4 8.7 

survey period.  Future surveys are 
expected to use combined postal 
and e‐mail mechanisms.  

Q4   

CROWN FUNDING AGREEMENT VARIATIONS 
MoH 

Assessment 

Before school check 
funding 

The quarter one target has been 
achieved.  

Q1  Achieved 

Q2   

Q3   

Q4   

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

Q1 YTD  % delivery 
of plan 

YTD 
target 

CWDs  94.9%  2,448.8 
FSAs   115.3%  5,638 
NAPs  111.4%  1,473 
Cmty Tests  146.0%  8,831 
 

ESPI 2 status*  0.3%  ‐13 
ESPI 5 status*  1.2%  ‐20 
* As at end September (report run date 2 
November 2015) 

Caseweighted discharges (CWDs) 
behind plan but within tolerance 
range (5%).  Ambulatory initiative 
volumes all ahead of year to date 
targets. Data shows 20 patients 
given a commitment to treatment 
but not treated within the 
required timeframes (ESPI 5); third 
consecutive month of non‐
compliance with ESPI5 – recovery 
plan underway 

Q1  Achieved 

Q2   

Q3   

Q4   

Establishment of green 
prescription initiative 
 

  Referrals 
YTD 

Annual 
target 

Adult services  327  1488 
Active families   50  50 

 

Annual referral targets for the 
Active Families programme has 
been achieved already in this 
quarter. Participants of the Green 
Prescription programme continue 
to demonstrate improvements in 
their health and physical activity 
level.  

Q1  Achieved 

Q2   

Q3   

Q4   

Well child/tamariki ora 
services 

Number of children enrolled at end 
of each quarter 
  2014/15  2015/16 

Q1  1,468  1,411 

Q2  1,455   

Q3  1,409   

Q4  1,402   
 

Consistent volumes each quarter 
and contact volumes as expected 

Q1  Achieved 

Q2   

Q3   

Q4   

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 domiciliary visit  

Submitted as required.  Very small 
volumes. 
 

Q1  Achieved 
Q2   

Q3   

Q4   

Oral Health Business 
Case for Investment in 
Child and Adolescent 
Oral Health Services 

Monitoring report against 
commitments for investment  

Not reported this quarter  Q2   

Q4   

Appoint cancer nurse 
coordinators 

Confirmation of appointments and 
service requirements being met 

Not reported this quarter  Q2   

Q4   

Appoint cancer 
psychological and social 
support workers 

Reports in accordance with the 
reporting requirements set out in 
the CFA Variation for this service 

Behind CFA expected timeframe.  
The job descriptions for these 
newly funded positions have now 
been finalised; recruitment 
commencing beginning of 
November 

Q1  Achieved 

Q2   

Q4   
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Appoint regional cancer 
centre clinical 
psychologists 

Reports in accordance with the 
reporting requirements set out in 
the CFA Variation for this service 

The regional lead clinical 
psychologist role was appointed 
early September; commenced 
working in the MidCentral and 
Whanganui DHB areas. Regional 
and national linkages established; 
of the Central Cancer Network and 
the regional social work director.  

Q1  Achieved 

Q2   

Q4   

National Patient Flow  Certification Reports in addition to 
the reports required under the 
Principal Agreement. 

Two milestones were delayed due 
to the redesign and 
implementation of the Phase 1 
collection. Progress is being made. 

Q1  Achieved  

Q3   

Q4   

Immunisation 
Coordination Service 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter  Q2   

National Immunisation 
Register (NIR) Ongoing 
Administration Services 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter  Q2   

Maternity Quality and 
Safety Programme 

Submission of two‐year programme 
plan and provision of annual 
Maternity Report 

Not reported this quarter – plan 
due to be submitted end of 
November 

Q1  Not 
applicable 

Q4   
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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 
 

 2015/16 

Number of patient 
presentations to the 
ED with an ED 
length of stay less 
than six hours 

Number of patient 
presentations to the 
ED 

% of patient events 
admitted, 
discharged or 
transferred from ED 
within 6 hours 

Variance from 95% 
Target 

Quarter 1  10,752 11,564 93.0% -2% 

Quarter 2      

Quarter 3     

Quarter 4     

 

 
Work undertaken this quarter to 
support achievement of the 
Shorter Stays in ED Health 
Target: 

Acknowledging that Quarter One commonly has highest volume of 
ED presentations, collaboration between primary and secondary 
health services worked to sustain the patient improvement 
processes that had been implemented throughout the year.  In 
addition, the development of an escalation plan to the processes 
was introduced.  Initiatives undertaken included: 

 Introduced and tested the activation of a hospital escalation plan 
 Revised the Variance Response Management (VRM) plan and 

re-educated staff regarding its usage 
 Supported the pilot programme of the Primary Options for Acute 

Care within eight General Practitioner (GP) teams 
 “Winter Warrants of Fitness” letters were sent to 305 patients 

with chronic obstructive pulmonary disease who had previously 
required admission. In consultation with their GPs, patients were 
asked to have a plan to manage their health.  This included 
ensuring that they had received the influenza vaccination and 
that they saw their GP as soon as they started to become unwell 
so that treatment could be commenced early and prevent 
deterioration 

 Highlighted staff influenza campaign that saw an improved staff 
vaccination rate from 40% (2014) to 60% 

 Maintained regular meetings with a team of clinicians and 
managers from primary and secondary care throughout the 
winter 

Work to be undertaken next 
quarter to support achievement 
of the Shorter Stays in ED 
Health Target: 

 Piloting the introduction of a medical Rapid Access Clinic 
 Developing electronic alerts for VRM unit changes 
 Reviewing the impact of the winter plan and actions required 

before next winter 

Other Patient Flow initiatives:  Implementing Orthopaedic and Surgical Enhanced Recovery 
After Surgery programme initiatives 

 Improving the patient pathway project in the Assessment, 
Treatment and Rehabilitation ward 

Quarter 1, by month July August September Quarter 1 Total 
LOS < 6 hours 3,638 3,728 3,386 10,752 
Total ED presentations 3,869 4,038 3,657 11,564 

Percentage 94.0% 92.3% 92.6% 93.0% 
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Any barriers that the DHB has 
identified to achieving (or 
maintaining) the health target 

No barriers have been identified. 

However, the 10% increase in ED presentations over this quarter 
compared to the same period in 2014 was far beyond predictions.  
Although MidCentral Health failed to maintain the target with a 93% 
result, there was a significant improvement compared to the same 
period in 2014 (90% result) with a workforce better prepared to 
meet the patient needs. 

DHB’s progress with 
implementing the ED Quality 
Improvement Framework 
(challenges and quality 
improvement initiatives 
developed in response to the 
Framework’s findings) 

The Emergency Department (ED) has been working towards the 
implementation of the Quality Improvement Framework with an 
initial emphasis on the key measures identified by the Emergency 
Department Advisory Committee.  For example, ED patient 
occupancy, usage of observation beds and admission to hospital 
under a non ED specialist. To monitor progress of the 
implementation the following has being undertaken: 

- The ED scorecard report was adjusted to capture the key 
quality measures  

- An ED Senior Medical Officer and the lead Clinical Nurse 
Specialist have taken the lead role for co-ordination of the 
audits and the initiatives identified. A stocktake of all audits 
conducted in ED was completed. 

- An audit schedule has been developed to supplement and 
provide data for the ongoing monitoring of the quality 
measures.  

- A monthly Quality meeting reviews the results of that month’s 
audits. The audit results and the meeting minutes are available 
on the ED portal site and displayed in the department.  

There have been challenges regarding implementation which have 
been associated with some the data items required for the 
indicators not being collected / not available in the current Patient 
Administration System.  It is anticipated that some of the issues will 
be rectified with implementation of the new patient administration 
system (WebPAS), which has commenced but not due for 
completion until 2016. 

 
 

Improved access to elective surgery 

The volume of elective surgery will be increased by at least 996 discharges by June 2016 (note 
inclusion of arranged admissions)  
 
2015/16 YTD Sept ’15 YTD Dec ’15 YTD Mar ’16 YTD Jun ‘16 

Planned Health Target 2,048 3,912 5,652 7,550 

Actual Elective Discharges 1,716    

Actual Arranged Discharges 287    

Total Actual Discharges 2,003    

Plan to Actual Variance -45    

% Achieved 97.8%    

Health Target Achievement 
Level 

Not achieved    

 
Note revised definition that applied from 01 July 2015.  Amendments to the Electives health 
target definition now means that inpatient surgical discharges, regardless of whether they 
are discharged from a surgical or medical specialty, and, both elective and arranged 
admission types are included. 
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The national health target wording has been amended to:  “An increase in the volume of 
elective surgery by an average of 4000 discharges per year 
 
MidCentral was unable to achieve planned health target volumes this quarter, largely as a 
result of the extraordinary volume of acute patients over the quarter, coupled with high 
levels of staff sickness, including anaesthetists, that resulted in some planned surgical 
sessions having to be cancelled or deferred.  It is anticipated that this position will be 
recovered from quarter two. 
 
 
Faster cancer treatment 

85% of patients to receive their first cancer treatment (or other management) within 62 days of being 
referred with a high suspicion of cancer and a need to be seen within two weeks, by July 2016 and 
increasing to 90% by June 2017 
 

2015/16 July August September Quarter 1 
Total

Number of patients whose first treatment was 
within 62 days 

14 7 16 37 

Number of patients urgently referred with HSC 16 11 17 44 

Percentage treated within 62 days 88% 63% 94% 84% 

 
A significant improvement in the last quarter with the target almost reached overall; 
achieved in two months out of three.  There remains some variation month to month 
however this will be a key focus for the round two FCT funding project due to begin in 
November. 
 
The health target result, which uses a 6 month collection period, will be published for 
quarter one at 82.4 percent (70 of 85 eligible records within 62 days).  This is a significant 
improvement on the previous result reported in quarter 4 (76.2 percent) and is the second 
highest result for all DHBs. 
 
 
Increased immunisation 

95% of eight month old infants will have their primary course of immunisation (6 weeks, 3 months and 
5 months immunisation events) on time 
 

Percent 8 month old infants fully immunised on time 

Milestone Age: 8 months Total Maori Pacific NZ European Asian Other 
Quarter 1, 2015/16 96.0% 93.8% 100% 97.8% 100% 83.3% 
Quarter 2, 2015/16       
Quarter 3, 2015/16       
Quarter 4, 2015/16       

 

Quarter 1, 2015/16  

Milestone Age: 8 months Total Maori Pacific NZ European Asian Other 
No. eligible children 526 192 36 223 51 24 

Fully immunised for age 505 180 36 218 51 20 

Actual 96.0% 93.8% 100% 97.8% 100% 83.3% 

Target 95% 95% - - - - 
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MidCentral DHB has achieved target for immunisation of 8 month old infants across the 
total population (96.0%), with high rates for Pacific, Asian and NZ European groups.  
Although the DHB focused on enhancing the number of Maori children fully immunised this 
quarter, the result has remained short of target at 93.8%; this will continue to be a focus area 
over the next quarter together with the ‘Other’ population group to gain equitable 
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 
Previous 
quarter’s 
results 

2015/16 Annual Target: 90%.  Result as at 30 September 2015 (Q1)   

Numerator Denominator Percentage 
Change from 
last quarter 

All DHBs rate 

Māori 79.8% 6,222 7,484 83.1% 3.3% 85.3% 
Pacific 82.0% 989 1,177 84.0% 2.0% 89.2% 
Other 88.3% 35,672 39,127 91.2% 2.9% 90.5% 
TOTAL 86.8% 42,883 47,788 89.7% 2.9% 89.7% 

 
Report period 2015/16 Quarter 1 

Target performance to 
date and rate of 
progress 

There has been a 2.9% increase since the last quarter; data for this quarter 
shows that 89.7% of the eligible population have had a cardiovascular risk 
assessment completed - this is the highest ever result for Central PHO and is 
almost on target. 

General practice teams are very engaged and determined to reach and sustain 
targets. Processes to make CVDRA routine practise is becoming evident with 
over half of the practices beginning the second quarter at 90% or above. 

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 

This quarter Central PHO has applied particular focus to practices yet to achieve 
the 90% targets for CVDRA, as discussed at the Q1 teleconference between 
MoH, the DHB and Central PHO staff.   

Central PHO continues to utilise the strengths of occupational health nurses, 
community pharmacists and public health nurses and health promoters wherever 
possible – challenges exist related to the sharing of information given different 
working frameworks and environments, and IT systems and contractual 
arrangements for Occupational Health Nurses and community Pharmacists.  

The DHB and Central PHO are both promoting a much stronger and relevant 
involvement of/connection between community Pharmacists and GPTs/IFHCs to 
take advantage of multiple potential players for benefit of patient group/s.   

Risk stratification and geocoding are tools that allow for a much more targeted 
approach to eligible populations. This has been used during previous 
campaigns. 

Central PHO Māori Health and Pasifika Health services are specifically targeting 
Māori and Pasifika people for all health target areas.  

Specifically we have participated in Whānau Ora Days, Pasifika health forums, 
and fortnightly multidisciplinary community based health clinics.  Many of these 
activities are resource intensive; their ongoing implementation needs to be 
balanced with effectiveness and benefit in a resource constrained environment.  

Central PHO has continued to provide practices with weekly data reports. The 
use of tools such as Patient Dashboard and Dr Info are also promoted as 
approaches to sustainable processes related to all health targets. 
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Central PHO Clinical Quality Facilitators continue to work closely with General 
Practice Teams supporting the development of practice based processes to 
enable the completion of target related screening and management activities as 
business as usual.  

The  More Heart and Diabetes funding has been used for advertising, additional 
clinical resource, promotional materials such as Patient Dashboard Campaign 
and development hours required to meet changing reporting requirements. 

Barriers to achieving the 
target  and mitigation 
strategies over next 
quarter by DHB and the 
PHOs 

Resource constraints have been noted – mitigation strategies include applying a 
discerning approach to ensure the most effective use of available resources and 
continually applying a Plan-Do-Study-Act improvement approach to related 
activities. 

 
The first data extract for risk stratification levels is shown below. 
 

Risk level/stratification 
Māori Pacific Other Total 

Numerator Percentage Numerator Percentage Numerator Percentage Numerator Percentage 

Mild (<10%) 2,934 50.4% 467 52.1% 20,507 63.7% 23,908 61.4% 

Moderate / high (10-15% and  
15-20%) 

2,482 42.7% 368 41.1% 10,313 32.0% 13,163 33.8% 

Very high (>20%) 399 6.9% 61 6.8% 1,389 4.3% 1,849 4.8% 

Total risk stratified 5,815  896  32,209  38,920  
 
This shows, as expected, that the cohort of Maori and Pacific people are identified with 
higher risk cardiovascular risk levels than the non Maori and non Pacific groups.  Further 
work on risk stratification and risk factor management will proceed from quarter 2. 
 
 
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 have been offered brief advice and support to quit smoking by a 
health care practitioner in the last 15 months, and, 
90% of pregnant women who identify as smokers, upon registration with a DHB-employed midwife or 
Lead Maternity Carer, are offered brief advice and support to quit smoking 
 

Hospital smokers 

2015/16 
Quarter 1 

Events 
coded 

Number of 
people who 

smoke 

Quit advice / 
support given 

Smoking 
prevalence 

% of people who 
smoke offered 

advice / support 

Previous 
Quarter  
Results 

Difference 
from 

previous 
quarter 

All 8057 1230 1187 15.3% 96.5% 96.3% +0.2%

Maori 1060 362 350 34.2% 96.7% 95.4% +1.3%

Pacific 171 15 15 8.8% 100.0% 96.3% +3.7%
 
 

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

Coded discharges What percentage of discharges for 
this quarter has been coded?  92.4%  

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.  The expectation is that patients will be asked their 
smoking status and offered cessation advice as 
appropriate while they are an inpatient 

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 

There is no significant difference between the rate in the 
2013 Census and the DHB prevalence rate. 
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If the DHB's result for this quarter is below 95%, 
please explain why. 

The result is above 95% 

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

The results are monitored on a weekly and monthly basis.  
Every week instances of non advised patients are e-mailed 
to a Service Manager. The preceding month’s result is 
reported an indicator in both Service and organisational 
scorecards each month. Information on referral rates is 
also circulated to all areas so they can monitor how they 
are doing. Low referral rates can be an indicator of lower 
than ideal ABC.  MidCentral Health has recently added 
ABC training to its on line training site via Ko Awatea.  
Information on completed on line training is also circulated. 
Those areas dropping below a 95% result continue to be 
followed up individually. 

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. 

MidCentral Health is now consistently achieving target. 

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. 

This quarter’s result is evidence that the result is being 
attained after June 2015. 

 
Patients seen in primary care: 

Performance ‐ 12 months ending September 2015 

Result 12mths 
ending 30.06.15  

Quarter 1 
Numerator 

Quarter 1
Denominator

Quarter 1 result  Difference from 
last quarter 

All DHBs rate

82.2% 19,371 22,349 86.7%  4.4% 83.8%
 

Ind 1: Smoking Status 
Ever Recorded 

Ind 2: Current Smoker 
Recorded  Ind 3: Brief Advice  Ind 4: Cessation Support 

Num  Den  %  Num  Den % Num Den % Num  Den %
106,981 111,006 96.4% 19,408 106,981 18.1% 19,371 22,349 86.7% 2,827 22,349 12.6% 

 

Please comment on the 
accuracy of data? 

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. 

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

Central PHO teams continue to work closely with GPTs interrogating data 
comparing in-practice generated reports with regular data extracts, using that 
information to streamline data entry practises and reconcile extracted results 

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

Change to indicator definition, with extended timeframe from 12 months to 15 
months for offering brief advice included from July 2015. 
There has been an 4.4% increase since last quarter, with a quarter 1 result of 
86.7%. 

 General Practice Teams are very engaged and determined to reach and 
sustain targets. Processes to make ‘smoking brief advice’ routine practise is 
becoming evident with over half of the practices beginning the second 
quarter at 90% or above. 

What activities did you 
undertake in each of 
these categories to 
support the achievement 
of the target and 
improve performance in 
the last quarter? 

Active Clinical Leadership/Clinical Champions 

 Central PHO Medical Advisors have met with al practices yet to achieve the 
Better Help for Smokers to Quit target. They have actively promoted the 
pursuit of the target, answered questions, discussed successful approaches 
to systems and processes, and set clear expectations 

 Other Central PHO staff members have a direct relationship with each of 
these practices and are actively promoting the establishment of clinical 
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champions within practice teams 
 The Medical Advisors and a senior nurse clinician are the Central PHO 

clinical champions for both CVDRA and SBA providing active clinical 
leadership internally and externally 

Active, Dedicated Management To Support ABC Activities In General 
Practice 

 Central PHO and Te Ohu Auahi Matanga (the smoking cessation collective) 
are working in partnership to facilitate access to general practices. We 
jointly share a project liaison role to support ABC-D activities in GPTs. 
Central PHO Clinical Quality Facilitators also actively provide coaching and 
mentoring to GPTs for ABC-D 

Reminder, Prompting And Audit Tools 

 Central PHO has installed and actively promotes the use of Patient 
Dashboard across all of its practices. The publication of weekly data to all 
practices and missing patient lists identifies progress and those patients yet 
to have SBA provided to them.   

Systems and Processes That Make Life Easier For Health Professionals 

 In addition to the tools noted above, activities include actively sharing 
expertise and experiences between practices enabled through the Medical 
Advisors, Clinical Quality Facilitators, Weekly Mail out to all GPTs, 
presentation of information at Practice Nurse forums.  

Training 

 Promotion of ABC e-learning modules. We are also arranging for a face-to-
face ABC-D training opportunity and a Dr Info presentation.  

Staff Support  

 Clinical leadership roles as noted above. 

PHO Activities to Increase Delivery of ABC in General Practice 
As noted above.  

Identifying and sharing the examples of best practice. 
As noted above. 

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

Key Central PHO staff have met twice a week to review progress, discuss 
strategies underway, applying a PDSA methodology to ensure that the 
resources available are being deployed and utilised for the greatest return. 

What are the barriers to 
achieving the target by 
30 June 2016?  

 Inability to deploy discrete professional and administrative staff to 
consistently support GPTs with process and system requirements to 
enable them to achieve health targets as well garner other primary health 
care providers who encounter eligible patients that could contribute to the 
goals of the health target 

 Fragmented systems approach to achieving health targets 
 Inadequate, systematic data collection and reporting systems    

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

 Joined up strategies and tactics, systems’ partnerships e.g. with Public 
Health Services, Occupational Health Nurses, Community Pharmacy. 

 Ensuring the most effective distribution of resources, capacity and 
capabilities (CPHO). 

 Enhanced Business intelligence and refreshed approach to audit and 
feedback, report and support (CPHO). 

 System wide approach to data management and use (MDHB and CPHO). 
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Smoking in pregnancy 
 

90 percent of pregnant women who identify as smokers upon registration with a DHB-employed midwife or 
Lead Maternity Carer are offered advice and support to quit smoking.    
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.  
 Overall (Total) Maori 

Number of events 465 84 

Smokers 80 33 

Smoking prevalence 13.8 39.3% 

Percentage of smokers offered brief advice 95% 90.9% 

Percentage of smokers offered cessation support 72.5% 84.8% 

Percentage of smokers accepted cessation support 17.5% 21.2% 

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? 

The Matanga Midwife continues to liaise with relevant health 
providers in the community. The Matanga Midwife has supported 
Te Hapu Ora training in Levin, providing the Te Ara Whanau Ora 
component.  An article about Whakahau Ora was published in 
MidCentral News (August 2015 edition). 

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 has been extended to include all hapu whanau in 
the MidCentral region. Matanga midwife will continue to engage 
with and improve relationships with all midwives working in the 
region to enhance access to stop smoking support for pregnant 
families/whanau. 

 
NB:  MidCentral DHB does not employ midwives who work as Lead Maternity Carers, 
therefore the template for reporting data from this source is not applicable, as confirmed by 
the Ministry of Health (Senior Advisor, Tobacco Control Programme), 02/07/2015. 
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Policy priorities 

 
PP7: Improving mental health services using transition planning and 

employment 
1.  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 

2. Provide employment status for the adult client group according to the table below 
3. Describe the methodology used to ensure adult measure long term clients employment status 
4. 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 September 2015 Number of people 

Employment status Maori Non Maori Total  

Total long term clients* 81 333 414 
In paid employment >30 hours a week 3 18 18 

In paid employment 1 – 30 hours a week 4 20 24 
Unemployed – less than 1 hour a week 74 298 372 

*  In treatment = at least one provider arm contact every three months for 2 years or more for 20+ age group 
 

Child and Youth with a transition (discharge) plan  

12 months to June 2015  

Child and Youth (0 – 19 years) Maori Non Maori Total  

Number of clients discharged from the community service 196 586 782 
Number of clients with a transition (discharge) plan from the 
community service  

54 325 379 

Percentage of clients 27.6% 55.5% 48.5% 
Note: Transition planning data collection process commenced from September 2014 only. So data only covers 
the 9 months to June 2015. 
 
The system to collect transition planning data and processes within the Child, Adolescent 
and Family Mental Health Services has been improved. The discharges continue to be 
monitored to ensure they have a transition plan completed and are on file. Extensive sick 
leave of key administration personnel has resulted in the build-up of discharges at times; 
follow up with other administration staff will take place to ensure the correct processing of 
files, the inclusion of transition plans and data collection for reporting is not so reliant on 
one staff member. There will also be follow up with the Specialist Maori Mental Health team 
to confirm the process being used to capture transition plans for their discharged clients.  
 
 

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 July 2014 to 30 June 2015 (Report run date: 17 September 2015) 
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Mental Health Provider 
Arm 

0-19 Years 

Target Clients seen Percentage (%) Cumulative % 

≤3 weeks 469 76.3% 76.3% 80% 
3-8 weeks 110 17.9% 94.1% 95% 
>8 weeks 36 5.9%    

Total 615 100.0%    

 
 
 

Provider Arm & NGO 
Alcohol & Drug 

0-19 Years 

Target Clients seen Percentage (%) Cumulative  % 

≤3 weeks 84 77.1% 77.1% 80% 
3-8 weeks 19 17.4% 94.5% 95% 
>8 weeks 6 5.5%    

Total 109 100.0%    

 
Provider Arm Alcohol & 
Drug 

0-19 Years 

Target Clients seen Percentage (%) Cumulative  % 

≤3 weeks 5 83.3% 83.3% 80% 
3-8 weeks 1 16.7% 100.0% 95% 
>8 weeks 0 0.0%    

Total 6 100.0%    

 

NGO  Alcohol & Drug 
0-19 Years 

Target Clients seen Percentage (%) Cumulative  % 

≤3 weeks 79 77% 76.7% 80% 
3-8 weeks 18 17% 94.2% 95% 
>8 weeks 6 6%    

Total 103      

 
 
Identify what processes have been put in place to reduce waiting times 

DHB Provider Arm NGOs 

Due to reduced “Choice” appointments being 
able to be done with staff shortages (see 
below) we have increased our duty resource to 
have a back up duty worker from 10.30 am to 
3 pm who will be able to carry out choices in 
addition to  the routine clinics run on  Monday, 
Tuesday, Wednesday’s  

Recruitment is underway for two new clinicians 
and another two positions to advertise. One 
clinician is due to return form maternity leave 
in December this will be on reduced hours.   

YOSS: Continuing to work on the PDSA cycle.  Has 
worked to discuss appropriate referrals with referrers 
(and for them to have gained consent before referring 
young people to YOSS who actually don’t want to 
engage or receive help).   
Focused on discharging off PRIMHD earlier (within 3 
week period) for those referred but not yet attended and 
then re-enter if they subsequently engage. YOSS has 
monthly PRIMHD meetings as a reminder to discharge 
due to nil engagement. Now correctly recording first 
assessment as initial contact (not first therapy session) 
in PRIMHD.   
 

Whakapai Hauora:  Appointments are made with 
Tangata Whaiora to meet at Community Probation, High 
Schools and referral agencies to help reduce non-
attendances. 

Collaborative approach with referrers is sustained 
through, for example, shared kai throughout the year to 
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ensure we maintain these positive relationships. 

Phone contacts are made and letters sent to engage 
people.  Transport and home visits are also provided to 
reduce barriers. 

MASH: 
Referral volumes exceed resource availability for MASH 
Trust. Comprehensive assessments through the Toitu 
Te Ora Programme are identifying increasing numbers 
of people with complex needs requiring intensive 1-1 
and group interventions; as a result of this the average 
length of time clients are engaged in the service is 
4.8months.  Increasing engagement periods within the 
service has led to increasing pressure on new referrals 
waiting times; currently this is 6-8 weeks. 
Going forward the aim is to meet MOH targets through 
increased efficiency of referral management, actively 
following up all DNAs, and by staff ensuring they enter 
PRIMHD data.   

Explain variances of more than 10% in waiting times 

DHB Provider Arm NGOs 

There has been a reduced capacity to carry 
out choice appointments this quarter due to 
several staff resignations and one staff 
member on long term sick leave. There has 
also been an increase in referrals over the last 
month some requiring urgent follow up so 
routines have waited. It is of particular note 
most of the referrals have been seen within a 
month.  

Additionally, our CAFS teams have received 
an increase in Maori referrals who do not want 
the Kaupapa Maori Service particularly in our 
Horowhenua team where we have a clinician 
shortage due to sickness. 

Principal contributing factors to not achieving lower wait 
times is the issue of non attendance or not willing to 
engage with the services having been referred and 
includes Tangata Whaiora changing their contact details 
and others moving residence or district without letting 
anyone know. 

 
 
PP20: Improved management for long term conditions (CVD, Diabetes 

and Stroke) 

Focus Area 1:  Long term conditions  

 Narrative quarterly report on whether the DHB is on track meeting its deliverables identified in the 
2015/16 Annual Plan by June 2016.  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 to date on deliverables for LTC identified in 
the 2015/16 AP.  Quarter 2 and 4 narrative reports.  Quarter 2 to include comments on the ASH rates for 
long term conditions) 

Focus Area 2:  Diabetes Care Improvement Packages and Diabetes Management (HbA1c) 

 Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for 
diabetes identified in the 2015/16 AP.  Quarter 2 and 4 – narrative reporting on progress to date 
on deliverables for diabetes identified in the 2015/16 AP, including commentary on the proportion 
of people with diabetes who have an HbA1c above 64mmol/mol.  It will also include an update on 
progress towards reporting HbA1c above 80mmol/mol and 100mmol/mol. 

 Quarters 2 and 4 - 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 
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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 

 Over 95% of patients undergoing cardiac surgery at the five regional cardiac surgery centres will 
have completion of Cardiac Surgery registry data collection within 30 days of discharge (not 
applicable to MidCentral DHB) 

 Report of actions and progress in quality improvement initiatives to support the improvement of 
ACS indicators as reported in ANZACS-QI 

 Report progress on activity that supports the actions outlined in Annual Plan   

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 

 Provide evidence of progress on activity that supports the actions outlined in the Annual Plan. 

 

Focus Area 1:  Long term conditions  

1a  Annual Plan deliverables 

Annual Plan Deliverable 
Progress Update 

Status As at 31 September 2015 

(AP3)  Facilitate general practices to undertake regular risk stratification of their enrolled population 
to enable services to be targeted at vulnerable groups 

All general practice team/IFHCs undertake risk 
stratification of their enrolled population at least 
annually by 31 December 2015 

 

o Risk stratification tools implemented across 
all general practices from 1 October 2015  

G The Sapere Risk Stratification tool has been 
developed and is currently being used by Central 
PHO for the equitable distribution of the available 
nursing workforce across IFHC/GPT sites. 

Risk stratification is being used to inform 
preventative care programmes and other IFHC 
service planning.  

o Alliance Leadership Team monitors uptake of 
risk stratification tools within general practices 
on a six-weekly basis, working with individual 
practices as required 

G This will be incorporated into the Practice 
Performance Report and Practice Plan.     

(AP13)  By the end of 2016 increased use of comprehensive health assessment and care plans for 
patients with moderate to advanced long term conditions across primary care teams 

Increase comprehensive health assessments and 
care plans use 

 

o Central PHO promotes comprehensive health 
assessment care planning tools to general 
practices by 31 September 2015 

G 18 Enhanced Care Plus (EC+) Practices                
17 GPTs using Manage My Health 

Comprehensive Health Assessment (via EC+ 
or Community Clinical Nurse Long Term 
Condition referral)                                              

4 EC+ GPTs using paper based CHA                    

5 Houston/Profile practices - not Manage My 
Health aligned         

2 GPTs not yet using CHA and care planning 
tools   

176



MidCentral District Health Board Non Financial Performance Quarterly Report for July - September 2015 
Page 15 of 58 

o Alliance Leadership Team monitors general 
practices’ use of comprehensive health 
assessment care planning tools, and that 
follows up occurs with general practices on 
individual basis as required 

G This will be incorporated into the Practice 
Performance Report and Practice Plan.   

381 CHAs completed this quarter - 305 by GPTs 
(202 of those using electronic tools).   

Increase uptake of self-management courses  

o PHO support provided to general practice to 
promote self-management courses (such as 
Stanford Healthy Living Programme) to 
patients by 30 September 2015  

G CPHO is continually advertising upcoming Living a 
Healthy Life programmes in the Weekly Mailout and 
via email to all CPHO clinical staff (approx. 60 
across the MDHB region), practice managers and 
other key partners (Green Rx, Age Concern, Te 
Wananga, Arthritis NZ and the Diabetes Trust). 

In addition to referrals from GPTs, referrals to Living 
a Healthy Life programme occur via CCNs, 
Dietitians, Pharmacists and other PHO staff working 
within general practice 

PHO clinical staff distribute promotional brochures to 
practices on an ongoing basis and promote course 
content and relevance to GPT members. 

Participant demographic data is now available on the 
provider portal/report server under ‘Living a Healthy 
Life – Patient list’ enabling practices to see which 
patients have attended the programme. This also 
gives data on ethnicity, age and quintile of 
attendees. 

o Alliance Leadership Team monitors uptake of 
self-management courses on a six-weekly 
basis, working with individual general 
practices as required 

G Central PHO management and the Stanford 
Coordinator monitor uptake of Living a Healthy Life 
programmes across all IFHCs/GPTs.  

Aggregated data and exception reporting is provided 
to governance group. 

Two courses were completed this quarter with an 
additional three courses commencing in September 
in Dannevirke, Otaki (Māori) and at Kauri Health. 

Increase use of long term condition management 
plans within general practice 

Long Term Condition Improvement Plans are being 
developed as a project of the DHB’s Long Term 
Conditions’ District Group. 

o All general practices will have long term 
conditions plans in place by 30 June 2016 

  

o Pre-diabetes management activities are 
incorporated into general practice teams and 
IFHCs long term condition management plans 
by 30 June 2016 

G Pre-diabetes Working Party, as a subcommittee of 
the LTC District Group, is undertaking a number of 
initiatives related to pre-diabetes care (the 
evaluation of existing pre-diabetes programmes, a 
district wide approach to pre-diabetes care, and a 
pre-diabetes research project). Pre-diabetes is a 
priority area within each practice’s Diabetes 
Improvement Plans and will be embedded into the 
LTC Improvement Plans.   

(AP15)  Increase uptake and integration of mental health packages of care with long term 
conditions management 

Utilise shared cared care arrangements to ensure 
people with mental health conditions have 
structured health assessments and care planning 
for physical and mental health needs 
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o Protocols and guidelines to enable integration 
of mental health packages of care and long 
term conditions management established by 
31 December 2015 

G LTC Improvement Plans will include the integration 
of physical health and mental health need. 

o Shared care arrangements promoted to 
general practices by 31 March 2016, with roll-
out on an ongoing basis 

G Consideration of improvements to the Shared Care 
programme is included of the work of the Mental 
Health Project Advisory Board. 

(AP16)  Specialists support general practice with complex long term conditions management 

By the end of June 2016 targeted case 
management for people with complex long term 
conditions will occur 

 

o Number of peer review, case review, 
collaborative consults and clinical advice 
between primary and specialist services 
increases on quarterly basis 

G Case reviews (with GPs, practice nurses, 
CCN/LTCs) and provision of clinical advice = 306    

Collaborative clinics = 13    

Peer review meetings (GPs) = 3        

o Clinical accountability guideline 
developed  by 30 September 2015 

G The guideline has been developed. Central PHO 
Clinical Board has since requested further 
information regarding the content and intent of the 
paper.  

o Specialist diabetes and respiratory 
support for general practice teams in 
place by 30 June 2016 

G Specialist diabetes support currently provided in 
thirteen practice locations.  

 
 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 

  

 
Teleconference with Ministry of Health advisors undertaken as scheduled for quarter 1 – no 
outstanding issues. 

 

Focus Area 2:  Diabetes Care Improvement Plans and Diabetes Management 

a) DCIPs  (See long term conditions plans above) 

b) Budget 2013 
CFA Variation – Budget 2013 Volumes    

 Increased community 
podiatry volumes for people 
with diabetes 

Number of Individual Patients Seen by a Podiatrist, by Locality  
Otaki  Manawatu  Horowhenua  Tararua  Unknown Total 

50 175 189 68 3 485 

 
Number of Podiatrist Consultations by Locality  

Otaki Manawatu Horowhenua Tararua Unknown Total 
70 245 263 96 3 677 
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Podiatry Consultations by Ethnicity All Localities  

Asian European Māori Other Pacific Unknown Total 

17 509 126 2 23 0 677 

 
Podiatry Consultations by Age Group - All Localities 

0-17 18-24 25-44 45-64 65+ Total 
0 0 29 220 428 677 

 

DCIPS/Diabetes management: 

 Increased provision of 
psychological support for 
people with chronic 
conditions 

 66 new referrals (39 were female) this quarter to the Adult service 
for people with chronic conditions - 33 more than the last quarter.  
Twenty four re-referrals were also received.  New referrals this 
quarter: 
o Cardiac conditions 21 
o Diabetes   19 
o Respiratory  7 
o Renal   2 

(non qualifying  11) 
 Twenty four of the new referrals were from hospital-based 

services and 42 from community-based referrers 
 New referrals by ethnicity: 

o NZ European  53 
o Maori   9 
o Pacific   0 
o Asian   0 
o Other   4 

 New referrals by district location: 
o Tararua   7 
o Manawatu  9 
o Palmerston North City 34 
o Horowhenua  16 

In total, the service delivered 408 sessions this quarter – 427 
sessions were delivered for the same period in 2014. 

Service for children with chronic or life limiting conditions 

 37 new referrals this quarter (22 females) – a decrease of 4 
compared to the last quarter. Nineteen of the new referrals were 
from hospital-based services and 14 from community-based 
referrers 
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 There were also 10 re-referrals.  New referrals this quarter: 
o Cardiac   7 
o Diabetes   4 
o Autism Spectrum  7 
o Renal   0 
o Respiratory                      1 
o Other   14 (genetic, neurological,           

gastrointestinal, dermatological) 
o Non-qualifying conditions  1 

 New referrals by ethnicity: 
o NZ European  28 
o Maori   4 
o Pacific   0 
o Other                                1 

 New referrals by district location 
o Palmerston North City 24 
o Horowhenua  1 
o Manawatu  7 
o Tararua                         1   

328 total sessions delivered – a notable increase over the last quarter 
(206). 

 
Annual Plan Deliverable 

 

Progress Update 

Status As at 31 September 2015 

(AP14)  Quality Standards for Diabetes Care are implemented across the district 

o Diabetes leadership group established to 
provide oversight of quality standards 
from 1 July 2015 

G The Diabetes Leadership Group was established 
April 2015. 

o Data collection and reporting systems 
developed by 30 September 2015 

B Diabetes Baseline reports have been established 
and include specific metrics related to HbA1c data 
and the number of patients Read coded with 
diabetes and referred through to other support 
services (i.e. dietician, physical activity, primary 
mental health interventions). These reports also 
provide a direct link for general practice teams to 
view the Practice Diabetes Patient list; patients 
identified requiring a Retinal Screen, Diabetes 
Annual Review or HbA1c management. 

Diabetes Clinical Summary Reports remain 
available for all MedTech practices through the 
provider portal to support the monitoring of the 
diabetes improvement activity. 

o Clinical governance groups, general 
practice teams and other core agencies 
receive regular reports about 
performance against Quality Standards 
for Diabetes Care from 1 January 2016 

G On completion of the Stocktake against the 
Diabetes Standards. 

(AP12)  Complete implementation of the 
recommendations of the gestational diabetes 
mellitus national clinical guideline by 31 May 
2016 

G Central PHO is collaborating with Funding and 
Planning and the Diabetes and Endocrine Services 
regarding the involvement of PHO dietitians in both 
obese pregnant women with an HbA1c <40 and 
women with a HbA1c 41-49 (pre-diabetic).  

A Project Manager is in place and the work is 
progressing slowly.  The most significant issue at 
this time is the physical space to accommodate the 
existing clinic and the increasing number of women 
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who will be attending into the future. Resourcing 
requirements are currently being scoped. 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 

  

 

Focus Area 3:  Acute Coronary Syndrome 

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

2015/16 Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun 

By month 17/21 21/27 13/16          

(%) 81.0% 77.8% 81.3%          

 For quarter 51 / 64 (79.7%)    
 

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

 

2015/16 Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May 

By month 19/19 21/21 26/27          

(%) 100% 100% 96.3%          

 For quarter 66 / 67 (98.5%)    

* Data for this indicator is reported one month in arrears  

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:   

Significantly improved results – target achieved each month.  Delays in access to angiography 
are attributable to waiting times for transfer to tertiary referral centre and access to diagnostic 
angiography at MidCentral Health – the DSA room is a shared facility within the radiology 
department.  There are presently no angiography sessions between Thursday and Monday – the 
majority of acute patients who are outside the wait times are those who are admitted on a 
Thursday and do not receive their angiogram until either Monday or Tuesday. The cardiology 
service is working with medical imaging to establish a Friday angiography session which will 
see a further improvement in the number of acute patients receiving an angiogram within 72 
hours of admission.  

Indicator 2:  

Significantly improved results – achieving target each month.  For the first time since using 
ANZACS-QI we have met threshold for the last three months. The shared working between 
Palmerston North Hospital and Wellington Hospital following the formal audit has really made 
a positive impact on this indicator.  

Note:  Indicator 3 relating to Cardiac Surgery registry data collection is not reported by 
MidCentral DHB – will be part of reporting by the regional cardiac surgery centre (Capital & 
Coast DHB). 
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2015/16 Annual Plan Deliverables  

Cardiology Services 

Status Progress Update  
As at 30 September 2015 

(AP49)  Cardiology capacity increased through 
establishment of second DSA machine within medical 
imaging 

 

o business case completed by December 2015 G Medical Imaging and Cardiology Services  
confirming the upgrade requirements to 
existing rooms in the medical imaging 
department to support dedicated cardiac 
DSA – and pacemaker implantation 

o DSA machine installed by June 2016, and six 
monthly post event audit completed 

(AP52)  Regional Cardiology Service  

Develop business case for establishment of a 
dedicated cardiac catheterisation lab (Cath lab) by 28 
February 2016, aligned to existing infrastructure 
development 

G The business case will be completed once 
the location for a cardiac facility is 
confirmed and will align with wider 
organisational planning.  

o Implementation plan for dedicated Cath lab 
established by 30 June 2016   

G In progress. 

Establish a local heart failure registry aligned to the 
heart failure collaborative clinical pathway already in 
place, by 31 December 2015 

A Behind schedule.  There is currently no 
active heart failure database / registry.  The 
cardiology service is planning to review the 
heart failure service which should 
incorporate development of a registry.  

Increase local DSA capacity for cardiac angiography 
through an additional three sessions  per week as 
from 1 August 2015 to improve access to diagnostics 

A Behind schedule.  An additional session is 
being added to ensure all patients receive 
diagnostic angiography within 72 hours of 
admission to hospital. 

Upgrade existing facilities to accommodate 
pacemaker implantation outside of operating theatres 
(DSA room) by 31 September 2015. 

A Behind schedule.  Medical Imaging and 
Cardiology Services are confirming the 
upgrade requirements to current air 
exchange installation to enable pacemaker 
implantation in the existing DSA room, and / 
or adjacent Fluroscopy suite. 

(AP52)  Accelerated Chest Pain Pathway (ACCP)  Completed. The ACPP was officially 
launched on 24 August. This included the 
publication of a procedure document, 
patient brochure and dedicated ACPP 
mailbox for chest pain referrals that have an 
EDACS score of 16-20. 

Implement local ACPP which aligns with regional 
policy incorporating EDACS (emergency department 
assessment of chest pain score) by 31 December 
2015 

B 

o implementation plan finalised by 30 September 
2015 identifying roles and responsibilities 

o implementation completed by 31 December 2015 

Review monthly ACS indicator results and identify 
barriers to achieving target times, and implement 
strategies using the PDSA tool 

G Cardiology staff are provided with audit 
data and discussion takes place at monthly 
Service Meetings. 

 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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Focus Area 4:  Stroke services 

Indicator: 
Reporting period

2015/16 
Quarter 1 

Data collection period
Apr-Jun 2015 
confirmed results 

Jul-Sep 2015 
provisional results 

6 percent of potentially eligible stroke 
patients thrombolysed 
 
 

Numerator 2 2 

Denominator 37 43 

Percentage  5.4% 4.7% 
 

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

Numerator 33 42 

Denominator 39 51 

Percentage  84.6% 82.4% 

Note:  Results for the current quarter are provisional only, based on incomplete data with clinical 
records not fully coded for all eligible patients in the month prior to the report due date.  Provisional 
results will be updated and confirmed in the report for the following quarter. 
  

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:    Results continue to fluctuate, with relatively small numbers – below target 
again this quarter with more potentially eligible stroke patients identified compared to last 
quarter.  (Provisional result updated 5th November). 
 
Barriers, mitigation strategies and next steps:   
 
We currently remain unable to offer 24/7 Thrombolysis, particularly after hours at MidCentral 
with only 2.2 Neurologists/Stroke Physicians available at present. 
A sustainable long term 24/7 Thrombolysis service will require increased staff coverage and is 
more likely to be obtained through the potential of a regional back up roster and/or subregional 
Telestroke service. There is currently ongoing thrombolysis provided by the Acute Stroke Team 
during working hours (8am to 5pm) with limited, or informal, out of hours service being 
provided. 

Development plans for regional / subregional telestroke service are part of the Regional Stroke 
Network programme aligned to the National Network. 
 
Acute Stroke Service:  Provisional data (as at 5th November) indicates a result that continues 
to meet target – as expected.  No major barriers encountered for this quarter in our 
geographically designated acute stroke unit/area (ward 26) 

 
Notes from teleconference held 15 October, 2015 

Central TAS, Ministry of Health and MidCentral DHB representatives attending. 

 ASU provisional result: 79.5% (35 of 44 stroke patients admitted) [subsequently updated] 
 Some patients are similarly dealt with by the stroke team in MAPU; ensuring they are 

captured as part of the data collection for the service (rather than dedicated stroke unit) relies 
on manual reconciliation.  Additionally, other priority clinical considerations for patients will 
take precedence over admission/transfer to ASU on occasion. 

 Thrombolysis result: 5.6% (2 of 36 potentially eligible stroke patients) [subsequently 
updated] 

 There are currently 2.2 neurologists involved in thrombolysing patients. Looking to engage 
more colleagues either internally or via telestroke – would like to establish a subregional 
telestroke service 
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 In-patient rehabilitation: 100% transferred within 10 days. 
 Preliminary discussions have commenced about community rehabilitation project: there is 

currently not a stroke specific community rehab team. There is an in-patient rehabilitation 
ward, and patients are then discharged to the care of their GPs and allied health follow up 
and/or referrals to other support services as required.  

 Point noted from National lead regarding dedicated stroke rehabilitation service – insufficient 
volume, use of “general rehabilitation” pathway and current national work on definition and 
specifications for “stroke rehabilitation”. 

 Moving forward, the focus will be on referral data collection to support community 
rehabilitation.  (AROC data is collected for inpatient rehabilitation services).  

 
2015/16 Annual Plan Deliverables  

(AP52)  Regional Stroke Services 

Status Progress Update  
As at 30 September 2015 

Formalise process for the provision of a sub-regional 
tele-stroke network with Whanganui and Hawke’s 
Bay DHBs by 31 September 2015, with a view to 
implementation from 1 January 2016 

A Remains subject to regional Network 
programme of work. The MoH is looking at 
a pilot for Telestroke, although funding has 
not yet been approved; at this stage the 
pilot will be for the Central region 

Some progress is being made in 
discussions between MidCentral and 
Hawke’s Bay clinicians and telestroke is 
being discussed as an option to provide 
24/7 thrombolysis. 

Embed the stroke thrombolysis service to ensure 
continual improvement and progress against national 
targets, including participation in the national 
thrombolysis register 

G Progressing.  24/7 thrombolysis service and 
out of hours roster coverage is reliant on 
additional resources in conjunction with sub 
regional and/or regional development 
(including telestroke) 

Investigate the feasibility of establishing a community stroke 
rehabilitation service by 30 June 2016 

 

o develop a profile of a community stroke 
rehabilitation service by October 2015 

G Underway.  Specific timeframes may be 
modified depending on local scoping 
exercise and progress with national work 
regarding definition and service 
descriptions to be undertaken in 2016  

o identify a community based provider by October 
2015 and establish pilot programme by March 2016 

 

Identify data requirements and data collection to 
establish a baseline for ongoing reporting of the 
following: 
‐ proportion of patients admitted with acute stroke 

who are transferred to in-patient rehabilitation 
service, and the proportion of these transferred 
within 10 days of acute stroke admission (target 
date of March 2016) 

‐ proportion of patients admitted with acute stroke 
referred to community rehabilitation, and the 
proportion of these undergoing face-to-face 
community assessment within five days of discharge 
from hospital (target date of 2016/17 subject to 
service development in 2015/16) 

G For qtr 1, of the 11 acute patients with 
stroke transferred to inpatient rehabilitation 
services, all (100%) were transferred within 
10 days of admission 

Community rehabilitation data collection still 
to be defined and confirmed. 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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PP21: Immunisation coverage 
 95 percent of eligible children fully immunised at 24 months of age 
 90 percent of eligible children fully immunised at 5 years of age 
 65% of eligible girls receiving dose 3 of HPV vaccine (2002 birth cohort measured at 30 June 

2016) 
 Provide exception qualitative report where target coverage rates have not been achieved advising 

how the DHB will track towards higher coverage 
 

Quarter 1, 2015/16  

Milestone Age: 24 months Total Maori Pacific NZ European Asian Other 
No. eligible children 550 190 27 240 42 51 

Fully immunised for age 535 184 27 233 42 49 

Actual 97.3% 96.8% 100% 97.1% 100% 96.1% 

Target 95% 95% - - - - 
 
Milestone Age: 5 years Total Maori Pacific NZ European Asian Other 
No. eligible children 591 226 24 249 45 47 

Fully immunised for age 543 210 24 223 41 45 

Actual 91.9% 92.9% 100% 89.6% 91.1% 95.7% 

Target 90% 90% - - - - 
       

Data as at 6 October 2015 
 
Targets have again been achieved this quarter for both 24 month and 5 year old children. 
High rates for Maori and Pacific ethnicities have also been achieved.  
 
 
PP22:  Improving system integration 
Progress on delivery of the actions and milestones to improve integration identified in DHB Annual 
Plans.   
 

Annual Plan Deliverables 

 

Progress Update - as at 30 September 2015 

Status Comments / Exceptions 

(AP1)  Ensure all communities have access to an Integrated Family Health Centre - facilitate 
IFHC development   

o Westend, Palmerston North – 
feasibility and options analysis 
completed by December 2015 and 
indicative case for change completed 
by June 2016 

D 

A community profile document for the south-western 
suburbs, Palmerston North City named “Karanga te rā, 
karanga te ao” was developed in conjunction with 
stakeholders and published by CPHO’s Māori and 
Pasific Health Team. 

Continuation of the Westend-Palmerston North IFHC is 
contingent on funding which is not currently available.  
The DHB and PHO will reconsider resourcing 
availability by end of third quarter in line  with the 
2016/17 annual planning/budgeting round, with 
potential for indicative case for change to be 
undertaken in the first part of the new financial year.  
Project therefore deferred with timeframe extended. 

o Horowhenua Health Centre, Te 
Waiora, and Otaki alignment 
achieved by June 2016 A 

Horowhenua Community Practice and Te Waiora 
completing a leadership and administration restructure 
to align operations more closely. 

Otaki IFHC has formed a stakeholder working group 
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who are responsible for designing a workable solution 
in the Otaki area. Oversight and guidance to the 
working group has been provided for a reiteration of 
their IFHC development plan. 

o Support the progressive 
development of Tararua, 
Horowhenua and Feilding IFHCs 
throughout the year 

G 

Feilding and Kauri IFHCs are both progressing building 
plans for completion 2016.   

o 75-80% of PHO enrolled population 
covered by IFHCs by 30 June 2016 

A 

It is anticipated that around 68% of the enrolled 
population will be covered by an IFHC in the future; 
dependent on establishment of the Westend 
Palmerston North IFHC development (the 
commencement date for this is now deferred until the 
2016/17 year). The potential Westend IFHC will 
incorporate seven existing general practices.  

Feilding, Kauri, Radius and Tararua have formed 
IFHCs, covering approximately 45% of the total 
enrolled population.   

Horowhenua Community Practice and Te Waiora are 
beginning to form an IFHC and Otaki has a governing 
committee that is working on the IFHC development, 
which will cover just over 13% of the total enrolled 
population. 

It is anticipated that IFHC enrolments will continue to 
increase their share of the enrolled population. In the 
past a number of practices had closed enrolment 
books. The newly formed IFHCs opened their 
enrolment books, which has provided customers with a 
choice of practice e.g. Feilding IFHC has increased its 
enrolment by just over 800 since February drawing 
customers from practices in Palmerston North and 
wider surrounds, as well as enrolling new families 
moving to Manawatu. We also expect that customers 
from smaller general practices will be absorbed by 
IFHCs as the business owners retire in the next 5-10 
years.  

(AP2)  Increase acute care service options within the community  
o Align district  nursing service to 

general practice teams and IFHCs to 
support primary health care acute 
care management by 30 June 2016 

G Draft project plan to scope alignment of district nurses 
and the wider PHC nursing workforce completed. 
Recruitment of Project Manager in progress to be 
finalised by end of October. Engagement with key 
stakeholders commenced.   

o Increase proportion of general 
practice teams utilising Primary 
Options for Acute Care (POAC) from 
10% to 80% by June 2016 

G Completed pilot June 30th with 8 practices. The POAC 
programme has been made available to the wider 
programmes through an expression of interest, with a 
goal of achieving 65% population coverage in the 
2015/16 year.  

EOI received from seven further practice sites 
extending to Horowhenua and within Palmerston 
North, which will take the total population coverage to 
an estimated 60%. Another expression of interest will 
be sought in quarter three, early 2016.   

o Two further POAC packages co-
designed and aligned to collaborative 
care pathways by 30 June 2016 

G Consideration being given to further packages to 
include cardiac and paediatric related pathways.  
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(AP5)  Foster information sharing (patients and providers) and data use  

o PHO/Practices provide summarised 
patient information to ED and after-
hours medical centres by 30 June 
2016 

G Has been set up for A&M Centres after hours through 
the “Manage My Health” platform.  Technical issues 
between the system and the Emergency Department 
have halted progress to date on this part of the project, 
which is subject to implementation of the Clinical Portal 
Core in ED - this is scheduled to occur in quarter 3 

o Patient portal (“Manage My Health”) 
rolled out to practices and IFHCs 

A Three (3) IHFCs including Tararua Health Group, 
Feilding HealthCare Partners Ltd and Kauri Health 
Care are providing patients with access to the Patient 
Portal. This is via the Manage My Health platform. 
Central City Medical, now part of the Health Hub NZ, is 
likely to relaunch Patient Portal services soon.  Further 
rollout is constrained by the limited resources 
committed to the programme, currently approximately 
0.1FTE. Two (2) IFHCs involved have presented 
several unique technical difficulties arising from the 
nature of the merged databases. Many of these 
technical issues have required the vendor's, 
(MedTech) involvement. Preparing to recruit additional 
project support using funds attracted from the Ministry 
of Health for the Patient Portal programme to support 
an accelerated roll-out. It is anticipated that the 
experience gained so far from implementations across 
the IFHCs will allow a smoother implementation with 
new practices. 

o 40% of PHO enrolled population are 
covered by practices offering patient 
portal by 31 December 2015, and 
60% by 30 June 2016 

G On track.  32% of the PHOs enrolled population are 
currently covered by practices offering patient portal. 

o Governance arrangements for 
access to the clinical portal across 
primary care is in place by December 
2015 

D Governance arrangements already in place for the 
Clinical Portal however access across primary health 
care services (GPTs, ARCs and Pharmacists) is 
subject to dedicated resource to develop system 
change infrastructure support to enable this initiative to 
proceed. 

o Business intelligence and ICT 
supports general practice teams and 
IFHCs to increase their ability to 
proactively manage health needs of 
population  

D Proceeding slowly because of the lack of dedicated 
resources. The DHB and PHO will reconsider 
resourcing availability by end of the third quarter in line 
with the 2016/17 annual planning/budgeting round 

o Business case developed by 31 
October 2015 

D 

 

On hold pending resources – deferred, as above 

o Implementation plan in place by 31 
December 2015 

o Roll-out commences from 1 February 
2016 

(AP 8)  Support and promote self-responsibility for health and healthy lifestyles  

o Scope the development of an 
integrated  multi-agency approach to 
health promotion covering: healthy 
lifestyles & environments, obesity 
(including child obesity) mental health 
and healthy ageing 

B Scoping work completed and multi-agency work is in 
progress.  Examples of work being carried out are  
 Vintage House parties where we invite elderly 

residents of PNCC social housing to afternoon tea 
to introduce all occupants to each other, 
encourage their participation in activities and to 
reduce social isolation.  This also provides an 
opportunity to introduce healthy eating ideas and 
appropriate exercises.  
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 Working with partners (eg CPHO, PNCC, Te Kete 
Hauora) to encourage them to develop policies re 
healthy eating in their workplaces 

 Working alongside ACC, PNCC, WHO Safer 
Community  partners to develop an exercise 
program to prevent falls in the elderly (together 
with the DHB’s Community Falls Action Group, 
which includes ARC providers) 

 In partnership with Iwi health providers (Te Kete 
Hauora, Whakapai Hauora, Raukawa and 
Muaupoko) to develop Mauri Ora  

 Attendance at several multi-agency health days to 
promote healthy eating- using our new resources 
showing foods with high levels of sugar / “hidden” 
sugar 

o Stocktake of current health promotion 
activities undertaken by Public Health 
Unit (PHU) by 30 August 2015 

B Completed 

o Develop a joint healthy lifestyles & 
environments plan including scoping 
of a social marketing/social media 
approach in collaboration with 
potential partners, including PHO, Iwi 
providers, Sport Manawatu, IFHC 
leadership, district management 
groups and social sector agencies, 
by 30 September 2015 

D Meetings with potential partners (one in Palmerston 
North and one in Tararua) have commenced to form a 
collaborative plan across the district.  Another meeting 
is planned for Horowhenua in November. There has 
been a willingness to participate and general 
agreement that, while a key component, education 
alone will not be sufficient to encourage the behaviour 
change necessary to reduce obesity and other factors 
leading to LTCs. Working to change environments will 
also be needed. Organisations are realistic about their 
ability to add more work to their busy schedules. 

A snapshot of what physical activity and nutrition 
strategies/projects is currently being undertaken - for 
what age groups and who these are targeting.  This 
will be used to inform any gaps that need to be 
addressed within current resources. 

A presentation on social marketing and social media 
which will assist us in the development of social 
marketing strategies has been organised and exploring 
the availability of suitable “apps” to encourage healthy 
eating (social media). 

The Public Health Service is engaging with Massey 
University as a potential partner re students and expert 
assistance with marketing strategies and ideas. 

As this initiative progresses, it is apparent that a lot 
more time is needed to fully scope a quality social 
marketing/social media approach across the district.  A 
more realistic timeline is 30 June 2016.   

o Healthy lifestyles and environments  
plan finalised and implementation 
programme developed by 31 June 
2016 

A See above re timelines. Now planned to have this 
completed and implementation underway by 
December 2016.  

o Rollout of programme as from 1 
January 2016 

D Time frame adjusted to 1 January 2017.  

o Review against agreed outcomes 
and KPIs completed by 30 June 2017 

 Not yet applicable (subject to above changes 
milestone dates) 
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(AP9) Align public health services (health promotion and public health nursing) activities with 
Integrated Family Health Centres  

o Align child health public health 
activities with IFHCs via the 
TurboKidz project (refer initiative no 
33) 

A Yet to commence due to financial constraints – funding 
options to be confirmed as part of the budget planning 
process for 2016/17. Business case to be developed 
by June 2016 subject to funding options.  

 

Public Health Service and Public Health Nursing will 
provide input and support to the TurboKidz project 
when required.  

o Work with IFHC to ensure better 
integration of HPV information 
between public health service and 
general practice teams 

G The Ministry of Health Revitalising HPV Document will 
guide discussions moving forward. 

The Ministry of Health, CNM and PHO Immunisation 
Coordinator continue to discuss the delivery of HPV 
and how best to achieve the HPV target in the region.  

General Practice Teams were notified of all year 8 
students whose parents did not consent to their 
daughters receiving HPV in the school based 
programme one month after the Public Health SBHS 
consenting process was completed (April 2015). Public 
Health transfers all other students who are unable to 
be vaccinated in the school based programme to the 
student’s GP using a formal referral process. 

o Review opportunities for greater 
alignment of adult public health 
services with IFHCs by 1 February 
2016, and incorporate into annual 
plan for 2016/17 

G Relationship development continuing with IFHCs. 
Discussion of respective roles with IFHCs, PHO and 
public health has occurred. Further developments yet 
to occur to ensure congruence with all of DHB 
approach leading up to 2016/17 annual plan. 

(AP12) Increase breastfeeding rates within the district through partnership between general 
practice teams, lactation consultants, lead maternity carers and well child providers  

o Work across the sector to develop a 
suitable model (based on MDHB 
review) for pregnancy and parenting 
programmes and maternity resource 
centres by 15 December 2015 

B Completed 

o RFP for suitable provider developed 
by 30 September 2015 to achieve a 
better/more targeted/appropriate 
programme with a particular focus on 
high needs families. 

G Currently RFP process is underway and on track.  RFP 
is on GETZ website.  It is expected that the new 
provider will be selected by 31 December 2015 with an 
anticipated start date of 1 July 2016. 

o New contract in place by 31 
December 2015 

 The anticipated date of the new contract is 1 July 
2016.   

o Participate in regional breastfeeding 
initiative as from 1 July 2015 

G Underway.  The regional child health quality 
improvement coordinator is leading this work alongside 
local clinicians. 

o Through working with community 
provider around peer support 
approach to breastfeeding (under 
guidance of lactation consultant) 
increase number of women 
supported to maintain breastfeeding 
year on year 

G Underway through contract with Community Birth 
Services 
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(AP17) Collaborative Clinical Pathways (CCP) will support early diagnosis, streamlined referral 
pathways, intervention, and good management   

o 10 further CCPs to be established by 
30 June 2016 

G A total of 55 localised collaborative clinical pathways 
have been published to date. There are a number of 
pathways that are due to be published in 2015/16: 

 Sore Throat – Prevention of Rheumatic Fever 
Currently awaiting the imminent release of a 
modification to the national rheumatic fever guidelines 
that have been suggested by the Ministry of Health. 
Based on the timelines provided by the Ministry of 
Health, the pathway is due to be released for wider 
stakeholder feedback in November with a view to 
formally launching it in March 2016 to coincide with the 
Child Health Forum.  

 Early Pregnancy  
The Early Pregnancy pathway has gone out for 
consultation. Feedback is due to be considered by the 
collaborative working group in the coming weeks with a 
view to publication in November.  

 Post Menopausal Bleeding and Heavy 
Menstrual Bleeding  

The Post Menopausal Bleeding pathway has been 
finalised following consultation and consideration of 
the feedback received. This pathway will be published 
at the same time as the Heavy Menstrual Bleeding 
pathway – the draft pathway has been finalised and 
will be released for wider stakeholder feedback. 
 Frailty  

Two pathways currently being finalised; scheduled to 
be released for wider stakeholder feedback in mid-
October. The collaborative working group has started 
to consider implementation. Publication and launch of 
these pathways is planned to coincide with the launch 
of the Palmerston North Health of Older Person’s 
Team (qtr3).  
 Contraception  
Under development.  
 Chronic Obstructive Pulmonary Disease 

(COPD)  

While the COPD – Acute Exacerbation pathway was 
published in May 2015, the COPD – Suspected and 
COPD – Ongoing Management are being finalised. All 
three pathways will then be formally launched 
collectively. Implementation will be agreed by the 
collaborative working group once the two draft 
pathways have been finalised and released for wider 
stakeholder feedback. 

o Finalise a collaborative clinical 
pathway for skin lesions for the 
district 30 December 2015 

A An Expression of Interest has been distributed to re-
form the Skin Lesions Collaborative Working Group. 
The intention is to finalise this pathway when the 
electronic referral system is close to implementation, 
as the success of the pathway is reliant upon 
electronic submission of images from general practice 
team members to specialists.  

‐ Education for general practice 
teams is sourced and provided by 
30 March 2016 

 Not yet due 
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‐ Agreed procurement process for 
dermoscope purchase / tender is 
finalised by 30 March 2016 

 Not yet due 

(AP20)  Introduce new models of care, particularly ambulatory care 

o Implement outcome of major joint surgery 
pilot in conjunction with IFHCs based on 
specialist nursing and physiotherapy 
assessments occurring in community 
alongside general practice 

 

‐ Proposed model of care 
developed by 30 August 2015 

G 6-month pilot commenced with The Palms (IFHC) in 
early August for hip and knee joint clinic undertaken by 
registered nurse and physiotherapist, reviewing 
patients referred by GPs to the orthopaedic outpatient 
clinic for assessment. 

‐ Engagement with orthopaedic 
service and general practice 
undertaken by 31 December 2015 

G 

‐ Proposed model finalised and 
implementation plan developed 
by 28 February 2016 

 Not yet due 

‐ Commence implementation from 
1 April 2016 

 Not yet due 

(AP22) Develop relationships between ambulatory care and general practice which reflect the 
general practice as the patient’s health home  

o General practice involvement in follow-up 
assessments following specialist 
assessment and/or interventions 
increased 

Established a model of peer and/or case review which 
sees specialists in community settings working 
alongside primary care teams. Patients are reviewed to 
support community based clinical management, 
reduce admissions to hospitals and support improved 
patient outcomes. 

‐ Analysis of specialist follow-up 
appointments undertaken by 
medical and surgical sub-
specialties by 31 September 2015 

A Behind schedule with completion of analysis due to 
other priorities this quarter. Analysis completed by end 
December with prioritised plan for identified specialities 
established by end March.  

‐ Sub-specialty follow-up 
assessments which could 
potentially be undertaken by 
general practice identified, and 
proposal developed by 31 
December 2015 

G  Cardiology – planning in progress with Kauri Health 
– identify and case review heart failure patients in 
community setting involves a Cardiologist, Nurse 
Practitioner and GP.  

 Integrated Community Sleep Pre-assessment pilot 
– patient assessment and overnight oximetry 
undertaken by community providers supported by 
respiratory service. 

‐ Engagement with PHO and 
hospital clinical and management 
leadership groups and relevant 
services undertaken by 28 
February 2016 

 Not yet due 

‐ Proposal finalised and 
implementation plan developed 
by 30 April 2016 

 Not yet due 

‐ Implementation to commence 
from 1 July 2016 

 Not yet due 

o Implement integrated discharge planning 
arrangements with general practice, 
including links with long term condition 
nurses, practice nurses, and recovery at 
home team 

 

‐ Review pilot of “long stay 
patients” integrated discharge 
approach by 31 July 2015, 
including identification of other 

G Pilot completed.   

 Medical and nursing review of “Long stay patients”. 
Identification of those patients on admission more 
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priority patient groups likely to have extended lengths of stay 
 Ward based multidisciplinary long stay patient 

meetings. 
 Community providers attend some MDT ward 

based meetings. 
 Reinitiating work commenced with GPTs to 

establish a integrated framework for timely 
discharge and transfer of care 

Weekly meeting of senior clinical and management 
staff - barriers to discharge identified and strategies to 
address potential obstacles. 

‐ Formalise integrated discharge 
approach for long stay patients by 
31 September 2015 

G  Attendance of community providers to ward MDT 
meetings (presently occurs but not formalised). 

 Establishing notification system to inform GPs of 
long stay patients and associated management. 

‐ Identify other priority groups for 
integrated discharge approach, 
and implement at least one per 
quarter during 2015/16 

G Ongoing – consideration being given to a focus within 
the health of older people service (refer length of stay 
project and specialists out of hospital project). 

o Increase range of services provided by 
general practice with specialist support 

 

‐ Review ophthalmology service 
access criteria by 30 October 
2015, identifying services suitable 
for provision in primary care 

A Behind schedule.  Preliminary project planning 
commenced with a focus on model of care and options 
for better integration with primary care providers and 
consideration of infrastructure requirements.  
Anticipated to be a larger project than initially 
considered; timeframe extended therefore for 
completion by end of September 2016.  Head of 
Department working closely with the regional 
ophthalmology work programme, to which the local 
project will be aligned. 

‐ Together with Central PHO’s 
Alliance Management Team 
(AMT), agree ophthalmology 
service provision arrangements 
and associated training and 
support requirements by 31 
January 2016 

‐ Implement new ophthalmology 
arrangements by 30 June 2016 

 Extended to September 2016 

‐ Implement revised model of care 
for integrated sleep services by 
30 November 2015 

G  Integrated Community Sleep Pre-Assessment 
service pilot commenced 1 August 2015.  

 Community based overnight patient assessments 
with 3 contracted providers (under the terms and 
condition of the pilot).  

 400 patients will be assessed.  
 Completion of the pilot – April 2016. 
 Long term integrated community based service will 

be established supported by the MCH Sleep 
Service.  

Future planning will include consideration of the 
establishment of other sleep services currently 
provided at MCH being undertaken in primary care. 

‐ Monitor the development of the 
integration of the sleep service to 
determine the increase in 
provision of community-based 
sleep services  

G In progress – reporting at the completion of the pilot 
will include data confirming assessment numbers and 
the management and treatment decisions – i.e further 
secondary-based studies, long term CPAP, 
assessment and follow up by specialist services, 
ongoing management by GP and community based 
providers. 

‐ Review clinical nurse specialist 
(secondary care) capacity to 
undertake primary care education 
and service delivery alongside 

G Initial phase completed – ongoing service improvement 
approach being taken.  Two workshops held 
considering performance measures and outcomes for 
specialist roles, aligned to national model.  Identified 
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general practice teams by 30 
September 2015 

need for better data collection being addressed.  
Implementation plan for progressive roll out of change 
programme focused in one area in the first instance is 
underway, including development of revised position 
descriptions to incorporate stronger interface and 
functions within both primary and secondary care 
settings.    

‐ Implement new clinical nurse 
specialist arrangements 
progressively as from 1 
November 2015 

 Not yet applicable, but expected to be on schedule 

(AP 23b) Institute direct GP access to diagnostics in line with collaborative clinical pathways  

o Identify priority areas for access G Scheduled for discussion  and confirmation at 
November 2015 MDHB/CPHO Alliance Management 
meeting 

o Work with collaborative clinical 
pathway teams to institute new 
arrangements (ongoing) with a view 
to two new access arrangements in 
place by 30 June 2016 

G To be commenced from third quarter 2015/16 

(AP24)  Establishing effective links with IFHCs   
o Working through the AMT, establish 

appropriate and sustainable 
communication and networks with 
IFHCs as they develop 

G This is currently on the Alliance Management Team 
agenda for discussion in November 

o Identify potential means, including 
electronic, fora, key relationship 
manager  by 30 August 2015 

A Under consideration. This initiative is behind schedule 
but will be incorporated with the next milestone to be 
discussed at the November 2015 AMT meeting. 

o Determine most appropriate means 
and responsibility for implementation 
by 30 November 2015 

 As above 

o Implement MCH responsibilities by 
28 February 2016, and thereafter for 
each IFHC that develops 

 Not applicable at this stage 

o Together with AMT, review 
arrangements by 31 December 2016 

 Not applicable at this stage 

(AP33)  Implementing the “specialists in out-of-hospital” model  

Develop a business case/model of care for 
“Turbo Kidz” – an integrated model for child 
health including primary and secondary care, 
in particular child development services, child 
adolescent and family mental health, child 
health hub, public health development 
services and key government agency 
partners 

 

o Engage with the sector (primary and 
secondary, including other 
government agency partners) by 30 
October 2015 

D Yet to commence due to financial constraints 
impacting on this project – funding options under 
consideration 

o Business case developed by 31 
January 2016 

  

o Develop implementation plan by 30 
April 2016 

  

o Implement in accordance with 
timeline 
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(AP34)  Older people are supported to maintain their health and independence 

o Integrating services:  Establish the 
feasibility of an integrated service for 
older people with frailty together with the 
Central PHO’s Alliance Management 
Team 

 

‐ Proposal to AMT by October 2015 B Completed.  
‐ Subject to feasibility and 

approved business case develop 
an implementation plan by 31 
January 2016 

G Four part-time positions advertised September 2015. 
Project underway between MCH clinicians and Kauri 
Health IFHC. Plan on track for November start.  

o Palliative Care - the integrated palliative 
care model is continued across the 
district 

 

‐ Subject to confirmed additional 
funding from the Ministry of 
Health, provide increased 
specialist support services per 
service specifications, including 
education, to aged residential 
care providers, from 30 
September 2015 

G Funding for palliative care initiatives confirmed for the 
first quarter of 2016. Consultation with ARC completed 
in September 2015. Anticipate quality framework in 
place March 2016.   

‐ A model of integrated funding and 
support for palliative care is 
scoped and available for 
comment by 30 March 2016 

G Discussions with palliative care district group 
underway. Currently in the early stages.  

o Integrate Older Adult and Mental Health 
resources 

 

‐ Combine the older adult mental 
health and older persons NASC 
teams by 30 March 2016 
including IT support and data 
collection 

G Mental Health Coordinator training in the use of 
interRAI assessment tool in September 2015; planning 
to complete more assessments with older adults using 
the Comprehensive Health Assessment and mental 
health functional assessment.  

‐ Community based service 
provider options for residential 
care for older people with mental 
illness are expanded by 30 June 
2016 

G Underway with some additional capacity already 
confirmed.  Project plan with Mental Health NGO and 
Provider arm to progress.  

‐ Specialist processes for 
supporting older adults with 
mental illness are supported and 
known across the district by 30 
March 2016 

G Project underway.  

‐ Connected up specialist and 
community supports for older 
people are utilised and on a 
continuum by 30 June 2016 

G Project Underway.  

 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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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 
 

Progress Update 

Status As at 30 September 2015 

1 Home and Community support services for older people  

 Confirmation of transfer of funding from in- 
between travel settlement 

Waiting national direction to be confirmed. 

 Rapid access to community care for older 
people 

 

o Short term community supports 
(Packages of Temporary Support - 
PoTS) are available to general practice 
teams and contribute to preventing entry 
into ED or inpatient wards by 30 
September 2015 

B Community PoTS continue to grow and are demand 
driven; currently exceeding 100 per month. All 
General Practice teams can now access these 
supports.  

o Wait times for Needs Assessment & 
Service Co-ordination (NASC) services 
are reduced using short term community 
supports by 30 December 2015 in 
Horowhenua 

G Project Underway 

o Wait times for NASC services are 
reduced using short term community 
supports by 30 March 2016 for the 
Palmerston North City/Feilding/Tararua  
area 

G Project Underway 

o Urgency and prioritisation scales to 
support time NASC assessment and 
service allocations for older people will 
be established by November 2015, with 
data collection and monitoring systems 
in place by March 2016 

G Project initiative to Manager of Information Systems 
under development.  

2 InterRAI (Comprehensive Clinical Assessment) in residential care and in home setting 

 Number and percentage of people 
aged 65+ years who have received 
long term home based support 
services in the last three months who 
have had an interRAI assessment and 
completed care plan 

G 

 
Report period:  Q1, July – September 2015 

Data period: April – June 2015 

Numerator 2265 

Denominator 2563 

Percentage 88% 

Growth in this figure has occurred since the last 
reporting period.  A further 113 people have been 
assessed using interRAI in the past reporting period 
that have not previously had an interRAI.  

This is a good improvement overall.   

 Number of facilities that remain fully 
trained in the use of LTCF interRAI 

B 

 

24 Fully Competent (required number of nurses trained)

11 Competent (at least one nurse competent) 

0 In Training (no nurses competent at facility yet) 

0 Engaged (signed Engagement Agreement) 

0 Scheduled (booked in for training) 

Note: all facilities are meeting their obligations; 
however the training needs will fluctuate as any 
routine staff turnover impacts. There are 36 facilities.  
Only 35 are reported as two come under one report 
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 Percentage of older people in aged 
residential care by facility who have a 
second interRAI LTCF assessment 
completed within 230 days of 
admission 

G 

 
Report period:  Q1, July – September 2015 

Data period: April – June 2015 

Numerator 149 

Denominator 304 

Percentage 49% 

Of the 31 facilities that data was supplied for, 
assessments completed ranged between 0 and 
100%.  The variance is due to a range of factors 
including the reporting period at a time where 
assessments were not mandatory.  The data includes 
variables that will be modified for the next reporting 
period and which skews the data for this period. The 
national average is 53%. It is expected that the data 
will continue to improve over the next two quarters 
and that any areas where there are outliers are 
supported by DHBs for improvement.  

 Time taken for any referral from any 
source to complete (not triage) an 
interRAI assessment 

 

G 
Baseline data period: 1 April - 30 June 2015 

Time frame of 
referral assessment  

Total number 
of referrals 
assessed  

Percentage 
of completed 
assessments 

< 24 hours 127 26.0% 

24 - 48 hours 15 3.1% 

2 - 20 days 174 35.6% 

20 - 30 days 71 14.5% 

> 30 days 102 20.9% 

Total assessments completed in the quarter: 489 
 

Data period: 1 July - 30 September 2015 

Time frame of 
referral assessment  

Total number 
of referrals 
assessed  

Percentage 
of completed 
assessments 

< 24 hours 170 34.7% 

24 - 48 hours 26 5.3% 

2 - 20 days 175 35.7% 

20 - 30 days 66 13.5% 

> 30 days 53 10.8% 

Total assessments completed in the quarter: 490 

 Use if interRAI measures to benchmark 
performance with other DHBs 

G Being progressed nationally through Central 
Regional HOP Steering Group.  

3 Dementia care pathways 

 Detail of improvements to support and 
services available following a dementia 
diagnosis (e.g. education, increase 
funding, information, ongoing support 

G  Marion Kennedy Club Cognitive Stimulation 
Therapy (CST) 

 Ten staff across the district will receive CST 
training in November 2015 by Auckland University. 

 60 sponsored copies of the June Andrews 
“Dementia book” provided to Aged Care facilities 
and hospital clinical staff in September. 

 Articles supplied to various publications including, 
Elderberries by Alzheimer’s Society (Manawatu) & 
“Day in the Life” diversional therapist working with 
dementia & EPOA in Let’s Talk About Health”.  

 Living well with dementia – raising 
awareness and early intervention 

G  Age on the Go Expo in Levin on 2 October 2015 – 
raising awareness of dementia – exhibition  

 MDHB hosting one of three national stakeholder 
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engagement forums on dementia design on 22 
October 2015 (AUT).  

o At least one site across the district 
has access to increased social 
options for support  for those with 
mild to moderate dementia by 31 
December 2015 

B The Horowhenua Masonic Village is contracted to 
provide day centre services for older people in the 
community with cognitive impairment. An aspect of 
this programme is cognitive stimulation therapy 
(CST) embedded into the programme.  A second site 
providing CST commenced in August 2015 (Marion 
Kennedy Centre).   

o Options to increase public 
awareness of dementia are 
progressed quarterly through a 
targeted communications plan in 
place by 31 December 2015 

G Modified 2014/15 communications plan developed 
late September for the 2015/16 year. Project group 
meets quarterly and progressing initiatives. Group 
includes clinicians, Alzheimer’s Society (Manawatu), 
NASC, DHB clinical advisor, Dementia Respite Case 
Manager.   

Memory Walk participation by a number of clinicians 
and aged care providers in September 2015 across 
two TLAs in the MidCentral district.  

Education on dementia delivered to the Refugee 
settlement community in the district – Bhutanese in 
September and one GP practice/Maori Health 
provider (Best Care Whakapai). 

Education information given to Palmerston North 
banks and supermarkets by the Alzheimer’s Society 
(Manawatu) as a targeted group where people with 
dementia use the services. 

Education on Dementia/delirium and depression to 
the Hospice staff delivered in September.  

4 HOP specialists 

 Provision of data to evidence the type 
of specialist support, number of hours 
or consultations that specialist HOP 
services consult with health 
professionals in primary care and aged 
residential care 

G  Palliative Care Partnership and education to 
aged residential care via Arohanui Hospice and 
general practice  

 District Nursing Services continue to support both 
aged residential care and home and community 
providers with a close relationship specifically 
aimed at end of life care and personal health 
medical requirements 

 Clinical Nurse Specialist – MidCentral Health 
supports aged residential care facilities  

 Nurse Practitioner and Health of Older People 
teams in two distinct geographical areas provide 
general practice support with a third under 
development 

 New permanent Psychogeriatrician support 
commenced full time September 2015 

 Falls Awareness:  MidCentral Health 
falls aware ward is integrated into aged 
residential care facilities and promoted 
through specialist clinician involvement 
- four facilities by 30 September 2015 
o 20% of facilities implemented a 

programme by 30 December 2015 
o 40% of facilities have implemented the 

falls aware programme by 30 March 

G The DHB clinical advisor visited all 36 aged care 
facilities with an information and audit pack on falls 
this quarter. The audit pack looks at cluttered 
environments, bell use, footwear awareness and is in 
line with the Health Quality and Safety Commission 
information resources. Four facilities have responded 
to the DHB with their own audit feedback and 
evidence of the programme being implemented, 
seven others have evidence on site when visited by 
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PP25: Prime Minister’s youth mental health project 

Progress update report on actions to implement Initiatives 1,3, and 5 of the Prime Minister’s Youth 
Mental health project 

 Initiative 1:  School Based health Services in decile one – three secondary schools, teen parent 
units and alternative education facilities 

 Initiative 3:  Youth Primary Mental Health 
 Initiative 5:  Improve the responsiveness of primary care to youth 
(note:  initiative 6 is reported under PP8 and Initiative 7 is reported under PP7) 

 

1 School Based Health Services 

a) Provision of quantitative report on implementation of SBHS – per template Completed? Yes 

b) Narrative progress report on actions undertaken to implement Youth Health Care in Secondary 
Schools:  A framework for continuous quality improvement in each school (or group of schools) 
with SBHS 

The School Based Health Service (SBHS) is led by MidCentral’s Public Health Service and is now 
well embedded into ‘business as usual’ for most decile 1-3 secondary schools, alternative education 
facilities and teen parent settings.  All settings have registered nurses working on-site at each 
location providing a full range of nursing services and HEADSSS assessments to the enrolled 
student population. 

2016 
o 80% of facilities have implemented the 

falls aware programme  by 30 June 
2016 

the DHB that a falls programme is in place 

Advance care planning (ACP):  
 Confirm identified coding classification 

requirements for ACP data collection in 
general practice teams by 30 
September 2015 

B Completed.  Four READ codes have been set up to 
collect data from General Practice.  Wider discussion 
on use of these codes is currently underway. 

 Specialist clinician support and 
education sessions are delivered to 
primary care and NGOs at each 
quarter for 2015/16 

G Education sessions on ACP have been delivered this 
quarter to four IFHCs (Te Waiora, Tararua Health 
Group, Kauri Health and Feilding).  

Education delivered to Horowhenua Grey Power 
members in September. Approx 100 members. 

5 Fracture liaison service 

 Fracture Liaison Service is established 
and its operation is monitored, 
specifically:  number or people who are 
seen by the service and the treatment 
they receive (e.g. osteoporosis 
treatment) 
o 25% of eligible patients will be 

assessed by the fracture liaison 
nurse and treatment initiated in 
accordance with local guidelines by 
the end of quarter one; 50% by end 
quarter 2, 70% by end quarter 3, 
and 90% by 30 June 2016 

 
G 

Service recruitment completed.  Position in place 
from October 2015. Data collection is a key 
component of the first phase of establishing the 
service.  
 
 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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The Youth One Stop Shop (YOSS) continues to provide nursing services to the Highbury Whanau 
Centre, Manawatu Community High School and Kelvin Grove Alternative Education.  They are also 
providing GP support to Manawatu and Waiopehu Colleges. Horowhenua College students are seen 
by YOSS at the centre in Horowhenua. 

SBHS are not fully embedded in two Kura Kaupapa; Public Health are to meet all Tumuaki to discuss 
progressing the delivery of SBHS in the Kura in term 4 2015.    

Health education programmes have been delivered in Kura this quarter. This has led to the 
strengthening of relationships and  the opportunity to discuss Year 9 HEADSSS assessments and 
offer clinics within the Kura setting. 

Public Health Service is working with Tararua College to implement the SBHS programme. The MoU 
with the college board has been developed, and discussions around the facilities from which to run 
the service are progressing. Recruitment to the SBHS PHN position is underway.  During the quarter 
additional nursing services have been provided on an informal basis to the college and Tararua 
College students continue to access their general practice teams within the district.   

The Horowhenua and Palmerston North schools have 2-4 hours of GP support time provided by 
YOSS.   

Education in classrooms and health days continue to be delivered covering puberty, hygiene and 
development, contraception and sexually transmitted infections (both proactive and reactive 
approach). Printed resources are also provided to the students across a range of topics to promote 
health and well being. Engagement with schools around sexual health needs has recommenced with 
the employment of a Sexual Health Advisor.  The Health Promoting Schools role has been 
reconfigured to provide additional resource to help schools identify and address health needs.  

The PHS Vision Hearing Technicians continue to deliver the vision and hearing component of the 
health check with all colleges support this approach.  Alternative Education providers in the district 
are accessing the PH Vision Hearing Screening Clinics.  

Collection of BMI data has not yet commenced - a system will be implemented for the next reporting 
period. 

PDSA Cycles have been implemented in colleges.   

All SBHS Colleges: Extended PHN scope of practice now includes working under standing orders 
and ongoing education has been delivered.  An audit process to support standing order delivery is in 
place. PDSA cycle reviewed  
Waiopehu College: PDSA cycle - Appointment system established 2015. Review planned for 
December 2015. 
Horowhenua College: PDSA cycle - Sexuality programme. Continued to promote the concept of 
SBHS PHNs supporting the college to deliver a sexual health education programme. Ongoing 
discussion. 

PDSA cycle development for 2015/16  

1. Develop a Student Feedback process - research underway to find an evidenced based tool to 
support young person’s perception of whether services are private and confidential.   

2. Health Promoting Schools Rubric – PHN has been appointed to assist with this work 
3. Sexuality Education programme – Sexual Health Advisor to assist with this work 

AP Deliverable (AP 36)   Status Progress as at 30 September 2015 

Explore the opportunity for the Public Health 
Service sexual health promotion role to work 
alongside schools to offer free comprehensive 
sexuality education programme in schools 
covering issues such as ethical consent, 
communication, negotiation, diversity, 
contraception and safe sex.  The programme will 
aim to equip young people with the information, 
skills and values they need to have safe, fulfilling 
and enjoyable relationships, and to take control 
of their own sexual health and wellbeing.   

The current sexuality health education curriculum 
covers all these issues from year 1-13.  Public 
Health offer train the trainer sessions for teachers 
to feel more confident in delivering the sexuality 
education curriculum. In addition, there are 
several other very good sexuality education 
programs available for young people and Public 
health also offer to deliver these alongside 
teachers. Public health staff are also working with 
youth groups and youth training establishments to 
deliver programmes to youth outside of the school 
setting.   
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o Scope the interest in this model from 
schools by 31 March 2016 

G A survey of all schools in the MidCentral district is 
being developed to ascertain how many schools 
are fully delivering the sexuality education 
curriculum and what the issues/barriers may be 
and whether staff are requiring assistance to do 
so. This will go out to all schools in late October. 
Survey results and recommendations will be 
presented to schools for consideration. 

o Develop modules and agree the 
components with education 

  

o Rollout by 30 June 2016   

2 Youth Primary Mental Health 
a)  Provision of quantitative report under PP26 (PMHI) – per template Completed? 

Yes  

b) Narrative progress report on actions undertaken to improve and strengthen youth primary 
mental health (12 – 19 year olds with mild to moderate mental health and/or addiction issues) to 
achieve: 
 early identification of mental health and/or addiction issues 
 better access to timely and appropriate treatment and follow up 
 equitable access for Maori, Pacific and low decile youth populations 

Please refer to the narrative components of PP26 – Primary Mental Health template 

AP Deliverable  (AP36) Status Progress as at 30 September 2015 

Expand YOSS (Youth One Stop Shop) 
to be able to offer a Maori counsellor / 
youth worker to work alongside Maori 
rangitahi / whanau by 31 May 2016 

G Discussions underway as to which is the best role 
to maximise benefit from this position 

3 Improve the responsiveness of primary care to youth 

a) Actions undertaken to ensure the high performance of the youth SLAT (or equivalent) in local 
alliancing arrangements 

AP Deliverable (AP36) Status Progress as at 30 September 2015 

Advance youth health services through 
intersectoral approach 

 

 Develop and roll out professional 
development sessions for Primary 
Care that will assist all staff to be 
more youth friendly 

G On track.  Progressing as planned.  Awaiting 
outcome from the Society of Youth Professionals 
Aotearoa (SYPHANZ) business case that is 
looking at this piece of work nationally. This is 
expected by end of October 2015.  MidCentral 
DHB is interested in  supporting a national model 
by a professional organisation with a local pilot 
and some funding as required.  If this option is not 
successful we will pursue our own programme. 

o Develop an evidence  based best 
practice professional development 
programme by December 2015 

G Awaiting the outcome of the SYPHANZ business 
case.  

o Develop implementation plan by 31 
March 2016 

o Offer sessions across the district by 
June 2016 – (number to be 
determined once scoped) 

o Implement in accordance with 
timeline. 

 Not applicable at this stage 
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b) Actions the Youth SLAT has undertaken to improve the health of the DHB’s youth population (12 
– 19 year age group at a minimum) by addressing identified gaps in responsiveness, access, 
service provision, clinical and financial sustainability for primary and community services for the 
young people – per Youth SLAT’s work programme 

Confirmation of YWAG membership Confirmed, as reported in 2014/15, together with the Terms 
of Reference for the Youth Welfare Advisory Group 
(YWAG). 

Work plan for 2015/16 agreed Agreed in 30 March 2015 (see Annual Plan deliverables 
below) 

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.  From their Terms of 
Reference, the principal objectives of YWAG for the 
2015/16 year 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-focused care

 Develop and sustain collaboration and communication 
between related network groups 

AP Deliverable (AP36) Status Progress as at 30 September 2015 

Scope the opportunity to work alongside 
Palmerston North City Council (PNCC) in the 
first instance to further develop a social media 
information app which supports young people to 
find where health services might be available in 
Palmerston North and then discuss with young 
people in other areas to see if they want to 
pursue this option (The app will enable easy 
updating of information) 

 

o Meet with PNCC  youth network to 
scope the feasibility of the project by  
March 2015 

o Develop project plan for roll-out of app in 
Palmerston North by September 2016, 
and roll-out 

B Completed and work underway. Paper completed 
for funding approval. 

G Work underway 

o Work with youth advisory group to 
determine further roll-out across the 
district 

  

o Work with public health (social 
marketing initiative no 8) re youth 
service health messaging 

 

 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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PP26: Rising to the Challenge: The Mental Health and Addiction Service 
Development Plan 

Focus Area 1:  Report on the status of quarterly milestones for a minimum of eight actions to be 
completed in the 2015/16 year and for any actions which are in progress/ongoing in 2015/16 (per 
reporting template) 

Focus Area 2:  Primary Mental Health 

a) provision of quarterly data and reports per template on services delivered, including alcohol 
brief interventions, for adult and youth (12 – 19 years) seen in primary care – by ethnicity and 
services accessed services.   

b) provision of narrative report on the overall assessment of the services delivered, any major 
achievements/successes, major issues that have affected the achievement of the contracted 
services, whether services have been externally evaluated / reviewed / audited and status of 
recommendations made 

 
Reporting template submitted.  All projects on track. 
 
  
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. 

2015/16 Initiatives (AP33) Status Progress as at 30 June 2015 

1 Reducing the number of assaults on children 

Develop an intersectoral innovation hub Innovation Hub group formed.  Chaired by Area 
Commander Police.  

Membership:  Police, MDHB, MSD, CYF, WINZ, 
Central PHO – other groups being co-opted. 

o Together with government agency 
partners, scope an innovation hub 
model to support cross-sector service 
delivery models, by 30 November 2015

B 

o Confirm target area is family violence 
prevention, including reducing assaults 
on children, by 31 July 2015 

B Focus reducing Family Violence across Palmerston 
North initially. 

o Develop implementation plan by 
October 2015 

G Being developed 

o Implement in accordance with timeline  Not yet due 

Extend the Family Violence 
Intervention Programme (VIP) to 
include exception and remedial actions 
to audit scores less than 80/100, for 
each of the child and partner abuse 
components of our VIP programme by 
31 September 2015 

B Completed  

Audit score achieved 90 for both child and partner 
abuse in latest self-audit (July 2014).  Currently 
completing annual self-audit as well as the spot audit 
of clinical records required, including the additional 
service area (sexual health) to the usual target service 
areas. 

National Child Protection Alerts System (NCPAS) 
maintained and fortnightly MDT meetings to manage 
‘reports of concern’ continue.  Noted that increased 
awareness and visibility of programme through 
reporting (as well as the number of staff having 
received training – both core and refresher training) 
may have heightened perception of increased volume 
in cases of family violence (not specifically child 
assaults – more around issues of vulnerability; e.g. 
actual/potential neglect, unsuitable environments 
involving parental use of illicit drugs, violence, mental 
health issues).  
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NCPAS statistics: 

2015 July August September 

Reports of concern 35 11 35 

NCPAlerts 28 11 24 
Note:  these statistics are taken from the fortnightly MDT 
meetings that occur in the month – there is not an exact 
correlation between RoC and Alerts in the one period, e.g. 
lower number of alerts for August because only one meeting 
that month but all of August would be completed in 
September 

No outstanding issues of particular note this quarter 
regarding the NCPAS. 

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

Embed Children’s Team Tamariki te Tuatahi 
within the Horowhenua and Otaki community 

 

o Implement the social worker/health 
broker model by 31 August 2015 

B Completed Role in place commenced 15 June 2015. 

o Implement GPs supported health 
assessments for children and their 
families as from 30 July 2015 

B Completed.  Mechanism in place for General Practice 
to claim for Children’s team families if required.  

o Through Children’s Team governance 
group, monitor impact on MDHB 
services, ensuring capacity in place to 
meet demand – ongoing 

G Children’s Team Governance Group continuing with 
strong oversight of responsibilities, roles and impact of 
work requirements.    

All staff are aware of their responsibility to report the 
impact of the Children’s Team work on their individual 
roles.  Monitoring systems have been developed to 
capture this.  Demand issues are dealt with on a case 
by case basis and then at Governance Group 
meetings. 

A highlight this quarter was the meeting between the 
Ministry’s CAP leaders and the local governance group 
to discuss current status, opportunities for further 
development, potential direction and sharing 
information.  Opportunity and support to combine the 
local governance arrangements for the Children’s 
Team and the Social Sector Trial programme 
discussed with enthusiasm. 

Implement policies in line with Vulnerable 
Children’s Act 

 

o Implement worker safety checking for 
all new children’s workers:  new core 
workers by July 2015 and new non-
core workers by 01 July 2016 

G Processes are in place for checking all new core 
workers to VCA standard.  Processes will be in place 
for checking all new non-core workers by 1 July 2016. 
MidCentral’s Human Resources department has done 
a huge amount of work to meet this requirement. 

o Review MDHB’s recruitment policies 
and procedures to ensure compliance 
with the Act by 30 September 2015 

B Completed 

o Implement worker safety checking for 
existing staff by 30 June 2016 and 
three-yearly thereafter 

G Early planning is underway to undertake worker safety 
checking for existing staff.  The process for screening 
and vetting existing employees as per the VCA will be 
in place by 30 June 2016. 
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3 Health service coordination / service continuum across primary and referred services 

Develop a learning disability pathway and 
secure appropriate resources to ensure 
service delivery 

 

o Develop an appropriate pathway for 
identifying vulnerable children with a 
learning disorder who require cognitive 
testing and associated services, by 30 
March 2016 

G Work has commenced on the care plan and direction 
of this work driven by the child development service. 

o Secure 1fte psychology and 1fte 
occupational therapy resource for the 
cognitive testing and associated 
resources by 30 June 2016 

 To be included with 2016/17 annual planning and 
budget process early 2016 

o Implement pathway across the district 
and government agencies as from 30 
June 2016 

 Not yet due 

Develop a multi-disciplinary team approach to 
managing children with complex disabilities, 
including regional and inter-agency 
components 

 

o Scope the project size to determine 
elements by 30 November 2015 

A Underway but behind schedule.  Foundation work 
continues around development of TurboKidz project 
with funding options being considered.  This initiative is 
potentially part of that bigger project. 

o Secure appropriate resource to ensure 
sustainability (administrative therapy 
component, physical space and IT 
technology) by 31 May 2016 

  

(AP35)  Implement the Ministry of Health’s 
COPMIA (Children with Parents with Mental 
Health and Addiction problems) model of 
approach guidelines  

 

o Undertake gap analysis by 30 August 
2015 

B Completed  

o Joint inter-agency approach developed 
to identify the population of children 
living in the presence of mental health 
and addiction in the MDHB district by 
October 2015 

G Underway. Between 6,740 and 13,479 of the 44,931 
children aged 0 – 19 across the district are thought to 
be children of parents with mental illness or addictions 
- no standardised way of identifying these children.  

Only health professionals on project to date; agency 
colleagues will be part of phase two. 

o Review assessment tools and update 
registration processes to include 
children of service users or increased 
inclusion with family/whanau in 
assessment of service users by 
February 2016 

G The steering group is developing a tool kit of resources 
which other agencies and groups will be able to use.  
These will build on existing resources developed by 
the Werry Centre. 

o Extend assessment tools to include 
assessment of children by May 2016 

 Not yet due 

o Extend assessment tools to include 
assessment of children across all 
secondary adult mental health 
services working in partnership with 
Child & Adolescent Mental Health 
Services under CAPA (Corrective and 
Preventative Action) framework by 
June 2016 

G Secondary care specialists are currently working on a 
suite of questions.  These will be asked of 
families/whanau during the assessment process to 
help identify the COPMIA population.  Data capture 
and recording systems are to be developed from this. 

Status 
Legend: 

 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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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   
 
RFPP progress: The collaborative clinical pathway for sore throat management (based on 
national guidelines for sore throat management to prevent rheumatic fever) is entering the 
consultation phase and will be published by the end of 2015. An official launch of the 
pathway is planned for early 2016 including actions to raise awareness of the pathway 
amongst primary care health professionals and to encourage use of the pathway for best 
practice.            
 
New ARF hospitalisations: There has been one new initial hospitalisation for acute 
rheumatic fever in MidCentral DHB during Q1 2015/2016. The total number of new ARF 
hospitalisations in the MDHB area year to date is therefore one (population rate approx 
0.6/100,000).  The root cause analysis of this hospitalisation was submitted as required. 
 
Other new cases of ARF:  There was one further notification of a new case of ARF in Q1 
2015/2016. This case was not hospitalised and is therefore not included in the 
hospitalisation data. 
 
 
PP29: Improving waiting times for diagnostic services 

 Coronary angiography - 95% of accepted referrals for elective coronary angiography will receive 
their procedure within 3 months (90 days) 

 CT and MRI - 95% of accepted referrals for CT scans, and 85% of accepted referrals for MRI 
scans will receive their scan within 6 weeks (42 days) 

 Diagnostic colonoscopy  
i) 75% of people accepted for an urgent diagnostic colonoscopy will receive their procedure 

within two weeks (14 days), 100% within 30 days 
ii) 65% of people accepted for a non-urgent diagnostic colonoscopy will receive their procedure 

within six weeks (42 days), 100% within 120 days 
 Surveillance colonoscopy 
 65% of people waiting for a surveillance colonoscopy will wait no longer than twelve weeks (84 

days) beyond the planned date, 100% within 120 days 
 
Diagnostic waiting times targets – 2014/15 July August September Qtr 1, 

2015/16 

95% of accepted referrals for an elective coronary 
angiography will receive their procedure within 3 months  

97.2% 97.4% 96.7% 97.1% 
35 36 37 38 29 30 101 104 

95% of accepted referrals for CT scans will receive their 
scan within 6 weeks  

93.3% 93.5% 93.8% 93.5% 
431 462 433 463 440 469 1,304 1,394 

85% of accepted referrals for MRI scans will receive their 
scan within 6 weeks  

100% 100% 100% 100% 
389 389 351 351 390 390 1,130 1,130 

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

100% 100% 100% 100% 
10 10 7 7 7 7 24 24 

65% of people accepted for a non urgent diagnostic 
colonoscopy will receive their procedure within 6 weeks  

100% 95.2% 96.4% 97.2% 
130 130 120 126 133 138 383 394 

65% of people waiting for a surveillance colonoscopy will 
wait no longer than 12 weeks beyond the planned date 

98.6% 97.6% 100% 98.8% 
70 71 81 83 95 95 246 249 

 

205



MidCentral District Health Board Non Financial Performance Quarterly Report for July - September 2015 
Page 44 of 58 

Diagnostic waiting time targets across all modalities except computed tomography continue 
to be achieved. 
 
Diagnostic waiting times for CT scans 

The target percentage of people waiting less than 42 days for the computed tomography scan 
increased to 95% from July 2015.  MidCentral was consistently achieving greater than the 
90% target over the 2014/15 year.   Higher number of referrals over this quarter has 
contributed to a slightly lower rate of scans being completed within the 42 days (although 
close to the new target). 

Initiatives to improve the delivery of Radiology services (with a focus on CT in particular) are 
being developed as part of the wider National Radiology Service Improvement Initiative.  A 
key part of this work is using the data from the Radiology Information System (RIS) to assist 
with demand forecasting. Extracting accurate and consistent data from the RIS is currently a 
challenge due to the way information is stored and the way in which data changes as a 
referral progresses through the service.  

An imminent upgrade to the RIS will introduce many benefits; one being an online 
Radiology order component, which will reduce the instances of unsatisfactory referrals.  

A key initiative is improving inpatient readiness, which was identified as a significant issue 
in a 6 month study of inpatient delays. The role of our Radiographer Assistants is being 
extended to assist the Wards in ensuring patients are prepared in advance and ready to 
attend their scheduled exam on time. Various other patient flow initiatives are also being 
looked at, from physical room reconfigurations to equipment maintenance contracts.   
 
 
PP30: Faster cancer treatment and Shorter waits for cancer treatment – 

radiotherapy and chemotherapy 

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 ready for treatment, wait less than four weeks for radiotherapy or chemotherapy from 

decision to treat 
 
Part A:  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) 
 

2015/16 
July August September Quarter 1 

Total 

Number of patients whose first treatment was 
within 31 days of decision to treat 

55 53 52 160 

Number of patients within the cohort who 
received their first treatment in the month 

57 57 54 168 

Percentage treated within 31 days 96.5% 93.0% 96.3% 95.2%

Target:  <10% of records submitted are subsequently declined 
 
High rates achieved each month for people having their first treatment within 31 days over 
the quarter – target exceeded. 
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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 from 
decision to treat 
 
MidCentral DHB residents only 
Radiation treatment or Chemotherapy

July Aug Sep Quarter 
Total 

Total Patient treatments 50 37 54 141 
Patient treatments outside 4 weeks (non capacity reasons) 5 3 5 13 
Patient treatments within 4 weeks 45 34 49 128 
Patients ready for treatment in the month 45 34 49 128 

Percentage ready for treatment waiting less than 4 weeks 100% 100% 100% 100% 

MidCentral DHB residents only 
Reasons for Radiation Treatment or Chemotherapy 
Outside 4 Weeks 

Number of Patients 
July Aug Sep Quarter 

Total 
Patient request / choice 1 1 2 4 
Clinical considerations 1  2 3 
Other management 3 2 1 6 
Department facility / capacity constraints     

Total  5 3 5 13 

 
Target continues to be achieved. 

 

 

System Integration 

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.   
 
 
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 
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Year Ended 30 June 2015.  Raw and Standardised Discharge Rates per 10,000 population for 
Publicly Funded cataracts and major joint surgery, 95% Confidence Intervals and WIES NZ14 Filter 
Applied.  (All admission types) 

Procedures Codes Cataracts Major Joints 

2014/15 National target intervention rate per 10,000 population 27.0 21.0 

DHB Raw Intervention Rate 10,000 38.68 29.00 

National Interventions per 10,000 33.49 23.24 

Std Intervention Rate per 10,000 32.79 24.89 

Std Intervention Rate per 10,000 - Lower 95% CI  30.37 22.78 

Std Intervention Rate per 10,000 - Upper 95% CI  35.41 27.20 

Actual Interventions 663 497 

Expected share of national interventions 677 464 

Estimated interventions to reach target 546 419 
Significant difference Significantly above Significantly above 

Population 171,408 171,408 
 
Intervention rates for both cataract and major joint surgery over the 12 months to June 2015 
were significantly above the national target; above the national rate for major joints and not 
significantly different from the national rate for cataract surgery, sustaining the higher rates 
relative to the 12 months to June 2014. 
 
Year Ended 30 June 2015.  Raw and Standardised Discharge Rates per 10,000 population for 
Publicly Funded cardiac surgery and cardiology procedures, 95% Confidence Intervals and WIES 
NZ14 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 6.07 34.83 9.86 

National Interventions per 10,000 6.15 32.76 11.62 

Std Intervention Rate per 10,000 5.40 31.45 8.93 

Std Intervention Rate per 10,000 - Lower 95% CI  4.43 29.00 7.66 

Std Intervention Rate per 10,000 - Upper 95% CI  6.57 34.10 10.41 

Actual Interventions 104 597 169 

Expected share of national interventions 119 622 220 

Estimated interventions to reach target 125 659 237 

Significant difference 
Not significantly 
different 

Significantly below Significantly below

Population 171,408 171,408 171,408 
 
The standardised intervention rates for cardiac surgery improved over the 12 months to June 
2015, being not being significantly different from the national target rate.  Intervention rates 
for angiography and angioplasty continue to be significantly below the national targets. 
 
Angiography 

Access to the DSA room for cardiac angiography remains the principal barrier to increasing 
the volume of angiographies, with only three sessions available per week currently.   

As a result of this planning for a 4th angiography session is in progress.  

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, and to an existing 
room to support an operating theatre environment and improved utilisation of these areas. 
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Upgrade to the existing infrastructure (substations and generator upgrades) to enable the 
development of additional diagnostic capacity and capability continue. 

The Accelerated Chest Pain Pathway has been established and now implemented in the 
Emergency Department using the Assessment of Chest pain (EDACS) Scoring tool. This 
commenced in August 2015.  Potentially this will identify more patients for angiography – 
with subsequent angioplasty / angiography, which may result in an increase in these 
numbers in the next period  

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

Outreach cardiology clinics commenced in Wanganui in April 2015 – a visiting cardiologist 
from MidCentral Health undertakes FSA and Follow-up clinics for Wanganui patients who 
would otherwise have to travel to Palmerston North or in some instances to Wellington. 

There is no significant waitlist for Exercise Tolerance Tests and a minimal waitlist for 
coronary angiography, so there is no apparent unmet need for these procedures. 

Angioplasty and Cardiac Surgery 

These intervention rates are mostly determined by access to Capital and Coast for these 
tertiary procedures. Staffing and facility issues (e.g. availability of ICU beds) on that site will 
influence the delivery of volumes for MidCentral residents. 
‐ MidCentral has not experienced any major issues with getting patients to have PCI / 

cardiac surgery  
‐ There was a brief period of absence by the head perfusionist although this has minimal 

impact on MidCentral  (except a longer length of stay for one patient)  
‐ There has been a few days of bed blocks at Wellington Hospital – this probably delayed 

acute surgery / angioplasty – but this happens very rarely 
‐ We have also identified patients for cardiac surgery by our increase in ECHO 

cardiograms performed which has contributed to an increase our numbers for 
angiographies and cardiac surgery 

 
 
SI6: IPIF Healthy Adult:  Cervical Screening 
 80% of eligible women aged 25 – 69 years have received cervical screening services within the 

last three years 
 Actions and milestones agreed in Annual Plans 
 
For period ending: September 2015 Maori Pacific Asian Other Total 
Number of women screened in last 3 years 4,594 691 1,908 24,409 31,602 
Eligible enrolled population* 6,872 971 3,100 31,074 42,017 

Percentage 66.9% 71.1% 61.6% 78.6% 75.2% 

* Hysterectomy adjusted.   

2015/16 Annual Plan 
initiatives 

Milestones Progress as at 30 September 2015 

(AP31)  Improve cervical 
screening rates within the 
district 

o Implement outcomes of 
the January 2015 
cervical screening pilot 
study in accordance with 
agreed timelines  

Screening targets 
achieved and 
inequities eliminated 
by June 2016 

The MidCentral Cervical Screening Action 
Plan 2015/2016 has been finalised and 
approved by the Ministry. A steering group 
has been established to lead and co-ordinate 
the actions outlined in the plan to achieve the 
stated goals and objectives. A review of 
current cervical screening services and 
evidence to support improved coverage rates 
and equity is underway.          

209



MidCentral District Health Board Non Financial Performance Quarterly Report for July - September 2015 
Page 48 of 58 

Ownership 

OS3: Inpatient average length of stay (ALOS) 

 The standardised ALOS for inpatient discharges in a surgical specialty (‘S’ purchase units) 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 medical or surgical specialty, expressed as 
the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by the nationwide acute inpatient ALOS. 

  

Admit 
Type 

Baseline:  12mths to 30 September 2014 Average length of stay (ALOS) 

Number of 
discharges 

Number of bed 
day equivalents 

Observed 
length of stay 
(hours) 

Predicted 
length of stay 
(hours) 

Unstandardised 
Standardised 
MidCentral  National 

Acute 21,146 61,888 1,485,318 1,331,130 2.93 2.95 2.64 

Elective 5,407 9,191 220,587 210,719 1.70 1.74 1.67 
 

Admit 
Type 

12mths to 30 June 2015 
Standardised 
ALOS (days) 

2015/16 
Annual 
Target 

Number of 
discharges 

Number of bed 
day equivalents 

Observed 
length of stay 
(hours) 

Predicted 
length of stay 
(hours) 

Unstandardised 
ALOS 

MDHB National MDHB 

Acute 21,206 56,716 1,361,183 1,250,920 2.67 2.83 2.60 ≤2.95 

Elective 5,361 8,893 213,434 200,959 1.66 1.74 1.64 ≤1.67 

Data Source:  Ministry of Health.  Report run date 08 October 2015 
 
Note change in methodology for measuring ALOS. 
 
Acute ALOS:  The standardised ALOS for the 12 months ending June 2015 shows a reduction of 
0.12 days to 2.83 days compared to the baseline rate of 2.95 - within target, but remains above the 
national average length of stay for acute events. 
 
Elective ALOS:  The standardised ALOS for the 12 months ending June 2015 shows no change from 
the baseline rate at 1.74 days – 0.07 days above target and was the longest length of stay reported 
for all DHBs for this period (range 1.35 to 1.74).  There were a number of patients whose length of 
stay was extended beyond the predicted stay as a result of complications of care and comorbidities –
in general surgery, orthopaedic and gynaecology services in particular. 
 
A number of activities to focus on lengths of stay for elective events are now underway.  This follows 
the main drive in the 2014/15 year to better manage patient flow throughout the hospital for acute 
events, which has successfully contributed to reducing the average length of stay in acute services – 
particularly medical events. 

 Based on the success of the orthopaedic Enhanced Recovery After Surgery project, this 
methodology is now being applied to Colorectal procedures (commenced September 2015).   It is 
envisaged that the ERAS principles will be rolled to all subspecialties over time.  Promoting a key 
principle of ERAS, and contributing to reduced hospital stays is increased patient involvement in 
care planning and managing expectations toward a planned discharge date 

 Weekly multidisciplinary meetings in both medical and more recently surgical services continue to 
discuss patient pathways, resolution of discharge barriers and those with longer than expected 
lengths of stay 

 Patient flow programme of work continues for medical services.  Enhanced support and focus on 
a coordinated, clinically led programme to benefit surgical inpatient pathways and complement 
the ERAS project work has yet to be integrated with the patient flow programme. 
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 Monitoring of key safety markers continues to be a focus to minimise risks associated elective 
surgery and procedures. 

 Concentrated effort is being made for direct “home warding” of patients especially those with a 
planned short stay, for better coordinated care and discharge management – particularly in the 
higher autumn/winter seasons. 

 
 
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) 

 Focus Area 1:  improving the quality of identity data within the NHI 
 Focus area 2:  Improving the quality of data submitted to National Collections 
 Focus area 3:  improving the quality of the Programme for the Integration of Mental Health Data 

(PRIMHD), including a particular focus on Mental Health Act data 

 

Measure 2015/16 Qtr Totals (n/d) Result Rating 

Focus area 1:  National identity data 

(1)    New NHI registration in error (causing 
duplication) 

 

1 7 / 145 4.83% Not achieved 

2  

3  

4  

(2)    Recording of non-specific ethnicity in 
new NHI registration 

 

1 1 / 650 0.15% Outstanding

2  

3  

4  

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

1 1 / 650 0.15% Outstanding 

2  

3  

4  

(4) Invalid NHI data updates 1  

2  

3   

4   

Focus area 2:  :  National collections 

(1)    NBRS collection has accurate dates 
and links to NNPAC and NMDS * 

1 1,791 / 1,842 97.23% Achieved 

2  

3  

4  

(2)    National Collections file success rate 
(PRIMHD, NMDS, NNPAC and NBRS 
records) 

1 Average 96.9% Partial achieved

2 Average  

3 Average  

4 Average  

(3)    Standard versus edited diagnosis code 
descriptors in the NMDS (M00 to M99, 
S00 to T98, U50 to Y98 excluding U739, 
Y929, X59) *  

1 5,168 / 5,579 92.63% Outstanding

2   

3   

4   

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

1 27,790 / 82,052 33.87% Not Achieved 

2   

3   

4   

* These measures consist of data for the period June to August 2015 (extracted 08/10/ 2015) 

211



MidCentral District Health Board Non Financial Performance Quarterly Report for July - September 2015 
Page 50 of 58 

** National collections (Q1): NBRS 97.69%   NNPAC  99.33% 
    NMDS 98.87%   PRIMHD 91.62% 
 
Focus Area 1:  National identity data 

An ‘Outstanding’ result has been obtained for two of the three measures relating to national 
identity data. 

‘New NHI registrations in error, causing duplication’ continue to be problematic with an 
unsatisfactory result of 4.83% (7 records in error).  There have been ongoing issues with 
incorrect searches, system outages and environmental workplace issues. To help mitigate the 
identified issues health information data quality staff have held training and information 
sessions with targeted services, and are in direct contact with service managers who directly 
approach staff as required.  

A follow-up meeting after the earlier discovery visit by the Ministry of Health Analyst is to 
take place once staff from the Ministry can confirm their availability.  
 
Focus Area 2:  National collections 

National Collections file success rate:  The average result has been negatively impacted by 
the issues associated ‘Smart Online’ downloads to PRIMHD, causing errors/invalid 
collections resulting in a file load success rate of 91.62% (13,717 of 14,972 records).  Extra 
tools have been created within the administration tool to correct these. 
 A tool whereby collections can only be created with error checking and/or mandatory 

fields within relevant episodes and cross checked with core patient administration 
system  

 A tool that removes collections automatically created by SMART Online itself that were 
created in the wrong episodes should have improved the acceptance rate of collections 
but it has not.  There is disparity between the number of collections rejected by the 
Ministry of Health (“PRIMHD – SMART Online Outcome Tool Errors” report – 
collection dates before referral start or after referral end dates) and the number of 
collections with dates outside the scope of the referral reported within SMART Online. 
Work is underway to determine why this disparity exists. 

 The potential to create duplicate records because of format issues has been fixed to 
prevent recurrence of this error  

 There seems to have been issues created with rejected records via the PRIMHD extract 
as a result of changes implemented as part of NCAMP ’15.  This is being investigated 
further. 

Timeliness of National Non-admitted Patient (NNPAC)  

The results for this quarter were unusually below expectations.  There was a delay in 
reconciling and submitting NNPAC data due to unforeseen circumstances that resulted in a 
transition of responsibility from one Analyst to another. The process took longer than 
anticipated to work through. NNPAC is now back on track for submitting on time.  
 
Focus Area 3:  PRIMHD Data Quality 

Data quality audits and corrective actions (including Mental Health Act data) 
Routine investigations into the quality of PRIMHD data continues.  Discrepancies (accepted 
and rejected records) between external systems and internal monitoring reports are being 
addressed.  
Mental Health Act (S29) records appear to be improving following significant efforts to 
reconcile manual and electronic systems.  Results for the 2014/15 year (as reported via 
PRIMHD) show rates that are relatively consistent each quarter. 
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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) 
 
The reporting template for delivery of Mental Health services against planned volumes was 
submitted as required.  Although the variance against plan for the total available bed days 
was 97.2% of the purchased level for the quarter, the acute bed days exceeded plan by 149.5 
bed days (9.1% above purchased level).  The utilisation of intensive care beds was well below 
plan at 83.8% of 530.13 available bed days. 
 

During the quarter (July to September), the inpatient unit had improved throughput from 
the High Needs Unit to the acute part of the unit, but this put pressure on the acute bed 
state. There also were successive cohorts of acutely disturbed clients throughout the quarter 
and this group needed a longer inpatient stay to treat the acute phase of illness.  

We continue to have challenging placement issues, and this has lead to a higher acute bed 
state utilisation through longer individual ALOS. However, the project that commenced in 
April 2015 to commission four additional transition placements for complex and high 
support needs clients continues to work well, and all four beds have high levels of utilisation. 
On analysis the service reports that these clients would be in an acute inpatient setting if this 
capacity had not been available.  
 
Actual full time equivalent staff volumes were 5.8 FTEs ahead of plan across all teams – 
461.1 actual FTEs compared to 455.3 planned (1.3% variance) for the quarter. 
 
The variance in FTEs is slowly reducing to funded levels. High demand is experienced in our 
clinical teams and the reduction in FTE is placing pressure on existing case management 
capacity. Referrals and uptake in the Horowhenua region is increasing (trendline reflects 
almost doubling of referrals in an annual rolling graph from 33 to 59 per month to date) and 
an additional full time role has been transferred from another team to the Horowhenua 
community team in order to assist with management of demand.   
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Developmental measures 

DV4: Improving patient experience 

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

 Survey domain  
MidCentral Weighted 
Average * (95% CI) 

New Zealand Average 

Nov Feb May Aug Nov Feb May Aug 

Communication 8.2 7.9 8.3 8.1 8.3 8.4 8.4 8.4 

Partnership 8.4 8.1 8.5 8.1 8.5 8.4 8.5 8.4 

Coordination 8.1 8.2 8.2 7.9 8.4 8.3 8.4 8.4 

Physical and emotional needs 8.4 8.2 8.7 8.4 8.6 8.5 8.7 8.7 

* 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. 

 

MidCentral has completed the upgrade required to collect e-mail addresses and 
administration process has commenced.  The survey in August continued with the postal 
method, but expect future surveys to be using combined postal and e-mail mechanisms.  No 
particular issues with administration of the survey this period. 

MidCentral’s response rate for the August 2015 survey was 49 percent (194 respondents) – 
the same as in August 2014 and slightly higher than in May – and remains the highest across 
all DHBs.  The national level response rate was 23 percent, which is slightly lower than in the 
May 2015 round. This is mainly due to the response rate drop to 8 percent in those surveys 
invited through SMS. 

Results are broadly similar to the national average for three of the four domains 
(communication, partnership and physical and emotional needs) but lower for coordination 
this period.  It was also the lowest result for this domain that MidCentral has received for all 
four quarters.  This may have been influenced by the extraordinary volume of patients in the 
month of August coupled with staff sick leave during the survey period. 
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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. 
 
2015/16 High Deprivation Others Total Population 
Eligible population 550 1,689 2,239 
Target (90% of eligible) 500 1,536 2,036 
 

2015/16 
High Deprivation Others Total Population 
Qtr1 YTD Qtr1 YTD Qtr1 YTD 

Total number of B4 School Checks 
completed 

132 132 406 406 538 538 

Percentage of target population with 
B4 School checks completed 

26% 26% 26% 26% 26% 26% 

 
Despite a challenging quarter with team members on extended annual leave and high 
volumes of sick leave, the quarter one target has been achieved. The focus for the next 
quarter will remain on the quality of services, in particular improving our timeliness of the 
B4 School check start date. 
 
 
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.    

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. 
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Quarter 1:  01 July – 30 September 2015 

Electives and 
Ambulatory Initiative  

Planned Annual 
Volumes 

Planned 
Total YTD 

Actual 
Total YTD

Variance % Delivery 
of YTD Plan 

Case Weighted Discharges 
(CWDs) – Surgical PUCs + 
Inpatient Dental and 
Cardiology 

Base 6,660.7 

2,448.8 2,322.7 -126.1 94.9% Additional 2,355.3 
Total 
CWDs 

9,016.0 

First Specialist 
Assessments (FSAs)  

Total 
FSAs   

22,245 5,638 6,499 861 115.3% 

 Medical 8,286 2,095 2,563 468 122.3% 
 Surgical 13,959 3,543 3,936 393 111.1% 

Community Referred Tests* Total 34,854 8,831 12,895 4,064 146% 

Non Admitted Procedures Total   5,818 1,473 1,641 168 111.4% 

Grouped Procedures ** Total   3,387 858 759 -99 88.5% 

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

Although the planned volume of CWDs was not delivered this quarter, it is just within the 
accepted threshold (when rounded) at 94.9% delivery of the year to date plan.  The 
ambulatory initiative across FSAs, Community referred tests and Non admitted procedures 
were all well above planned volumes.   

Elective Services Patient Flow Indicators (ESPI) status: 

ESPI 
July August September 

Level Status 
% 

Improve 
Required 

Level Status 
% 

Improve 
Required 

Level Status 
% 

Improve 
Required 

1 23 100% 0 23 100% 0 23 100% 0 
2 17 0.4% -17 15 0.4% -15 13 0.3% -13 
3 2 0.0% -2 2 0.0% -2 3 0.0% -3 
5 37 2.7% -37 20 1.2% -20 20 1.2% -20 
6 3 4.8% -3 3 5.5% -3 2 3.8% -2 
8 725 100% 0 879 99.7% 3 739 100% 0 

Report Run Date: 2 November 2015 
 
 
 
Well child / tamariki ora services 

Provide quarterly reports of data based on the following table. 

For quarter ending September 2015 

Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers) 

Total number of enrolled children at end of quarter 1411 
Number of new babies enrolled during quarter 84 
Number of clinical FTEs delivering the Service 7.5 
Number of non-clinical FTEs delivering Services 2.875 
Number of core contacts delivered during quarter 732 
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)  

 Number of antenatal contacts 0 

 Number of face to face contacts 41 

 Number of telephone contacts 14 

 Number of contacts in a group setting 0 
Number of Standard Additional contact (SACs) delivered during quarter (123 days plus)  

 Number of face to face contacts 142 
 Number of telephone contacts 78 

 Number of contacts in a group setting 0 
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Number of Joint Additional contacts (JACs) delivered during quarter 8 

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

17 

Reports required for provider arm WCTO services (if applicable)     

Total number of enrolled children at end of quarter 15 
Number of new babies enrolled during quarter 2 
Number of clinical FTEs delivering the Service 0.2FTE 
Number of non-clinical FTEs delivering Services 0 
Number of core contacts delivered during quarter 11 
Number of Early Additional Contacts (EACs) delivered during quarter 

 Number of antenatal contacts 0 

 Number of face to face contacts 6 

 Number of telephone contacts 6 

 Number of contacts in a group setting 0 
Number of Standard Additional contacts (SACs) delivered during quarter 

 Number of face to face contacts 17 

 Number of telephone contacts 17 

 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 

 
 

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 1: 

Active Families programme 

Number of children referred this quarter:  50  

GRx Active Families (children) referrals year to date:  50  Annual target: 50 

Gender: Age of children: Ethnicity of children: Referral source: 

Male 24 Under 5 yrs 8 NZ European 15 Paediatrician  
Female 26 5 – 9 yrs 14 Maori 30 GP  14 
Not stated  10 – 14 yrs 19 Pacific 3 Practice Nurse 24 
 15+ yrs  9 Asian  Public Health Nurse  

 Indian  Dietician/Nutritionist  
Other  2 Self 11 
Unassigned  Other (Youth Social Workers) 1 

Comments:   

The promotion of the Active Families and Active Teen programmes to a number of practices 
in Palmerston North and surrounding districts has resulted in a significant increase in the 
number of participants referred during this quarter. A total of 50 children were referred to 
the Active Families Programme, resulting in annual target being achieved already. The 
Active Families Advisor facilitated educational tours of local supermarkets, 24 children and 
their families completed the tours. A total of 12 teenagers graduated from the Active Teens 
programme during the quarter, the highest number of graduates since inception of the 
programme in 2014.  
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Adult Services programme 

Number of referrals this quarter:  324 (Direct: 279 / Repeat: 51)  

Referrals year to date: 327  Annual target:  1,488 

Gender: Age of referrals: Ethnicity of referrals: People referred 
with diabetes:  

Male 121 0 – 29 yrs 45 NZ European 175 Type 1  
Female 206 30 – 49 yrs 115 Maori 103 Type 2 59 

Not stated  50 – 64 yrs 99 Pacific 19 Pre-diabetes 41 
 65+ yrs 68 Asian / Indian 9 Diabetes   

Not stated  Latin American  unspecified 
 African / Middle Eastern 2  

Other European / American 19 
   
 

Not stated / Unassigned  
  

Comments: 

Participants of the Green Prescription (GRx) programme continue to demonstrate 
improvements in their health and physical activity level. In this quarter 71 participants 
graduated from the 10 week GRx programme and have identified sustainable exercise 
options to continue with. Eleven participants were involved in the Manawatu Striders half 
marathon completing the 5km or 10km events. Two Badminton teams and a Netball team 
have entered local leagues. On average eighty nine participants attend the weekly GRx 
community classes.  

A recruitment process is in place to expand the GRx team in the near future. The expansion 
will help the service to manage the increased referral numbers overall and improve 
programme delivery. Promotional strategies to increase the referral numbers are being 
reviewed, relationships with key stakeholders such as Plunket will be further explored.   
 
 
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. 
 

 
National Patient Flow  

Certification Reports in addition to the reports required under the Principal Agreement. The report 
must include certification by the DHB’s Chief Information Officer that the DHB has met the service 
requirements as set out in clause 2 of Schedule C9.   
 

 
Reporting template submitted. Two milestones have been delayed due to the redesign and 
implementation of the Phase 1 collection which is due to be completed early October.  
Process and system changes were needed to fix Phase 1 data and thus had an impact on 
dependent phase 2 data. 
 
 

218



MidCentral District Health Board Non Financial Performance Quarterly Report for July - September 2015 
Page 57 of 58 

Appoint cancer psychological and social support workers 
 
Six monthly reports in accordance with the reporting requirements set out in the CFA Variation 
(Schedule D3) for this service, as below: 

(Clause 6.2 refers):  The report must include certification by the DHB’s Chief Operating Officer that 
the DHB has met the service requirements as set out in clause 3. 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. 

(Clause 6.3 refers):  The DHB is also required to participate in the evaluation of the cancer 
psychological and social support workforce initiative, and provide all information / documentation 
requested by the Ministry’s selected provider for the evaluation, as per clause 3.1.2.6. 

For quarter one, due 20 October 2015, the report will include a copy of the job description for the role. 
 
The Crown Funding Agreement variation for the caner support worker positions was signed 
in August 2015.  

In conjunction with the Central Cancer Network and Regional Social Worker Director a 
decision has been made to appoint to one of the positions as an advanced Social Work 
practitioner role.  This aligns with the rest of the region.  

The job descriptions are being finalised and will be advertised within the next few weeks and 
anticipate having appointments made by the end of the year. It should be noted that 
MidCentral already has Social Workers working in the area of oncology and they have been 
working with the regional Social Work Director for quite some time in their current role.  
 
 
Appoint regional cancer centre clinical psychologists 

Six monthly reports in accordance with the reporting requirements set out in the CFA Variation 
(Schedule D3) for this service, as below: 

(Clause 6.2 refers):  The report must include certification by the DHB’s Chief Operating Officer that 
the DHB has met the service requirements as set out in clause 3. 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. 

(Clause 6.3 refers):  The DHB is also required to participate in the evaluation of the cancer 
psychological and social support workforce initiative, and provide all information / documentation 
requested by the Ministry’s selected provider for the evaluation, as per clause 3.1.2.6. 

For quarter one, due 20 October 2015, the report will include a copy of the job description for the role. 
 
MidCentral DHB has a contract with Massey University to provide psychology led psych-
oncology services. This contract has been updated to include the 1 FTE regional role.  Based 
on this arrangement, a position description has not been specifically developed for this 
purpose; rather the incumbent is a registered, qualified clinical psychologist working to the 
service objectives and specifications outlined in the contract variation.   This person 
commenced 4th September.  She has been working already in the MidCentral and Whanganui 
DHB areas so contributes to ensuring cancer patients and family have access to meet their 
needs. She has begun developing relationships with the wider region (Taranaki and Hawke’s 
Bay).  

The Clinical Psychologist is further working on planning and developing relationship in 
collaboration with the wider regional group.  A service plan is being developed. 
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Pathways for referrals within MidCentral and Whanganui have already been developed with 
and this will progress in the other two regions.  Taranaki and Hawke’s Bay will be appointing 
psychologists and this regional psychologist role will work with them to ensure they 
complement each other in their respective functions.  Clinical caseload monitoring is part of 
the contract arrangements.  

The regional clinical psychologist role is part of the wider regional steering group and is also 
linked in with the national clinical lead. It may be important to note that although the role 
has just commenced regional and national linkages have been ongoing with the assistance of 
the Central Cancer Network and particularly the regional social work director position 
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COPY TO: Planning and Support 
MidCentral DHB 

Board Office 
Heretaunga Street 

PO Box 2056 
Palmerston North 4440 

Phone:  +64(6) 350 8626 

TO Community and Public Health Advisory 
Committee 
Hospital Advisory Committee  

 

   
FROM Manager  

DHB Planning and Accountability MEMORANDUM 
  

DATE 18 November 2015  
   

SUBJECT REGIONAL SERVICES PLAN IMPLEMENTATION UPDATE – QUARTER 
1, 2015/16  

 
 
 
1 Purpose 
 
To provide the Committees with an update on progress in implementing the 2015/16 
Regional Services Plan for quarter ending September 2015, in accordance with the 
Committees’ work programmes.   
 
This update is for information – no decision is required. 
 
 
2 Summary of Progress 
 
This report, with attachment, summarises the full 69 page progress report in delivering the 
central region’s 2015/16 Regional Services Plan (RSP) for the quarter.  The full report is 
submitted by Central Region’s Technical Advisory Service (TAS) on behalf of the six District 
Health Boards (DHBs).  The report of progress against the deliverables for the period is 
subject to assessment by the Ministry of Health. 
 
For the thirteen programmes within the RSP, the region’s self-assessment of progress to 
date had 97 percent (88) of the 91 projects’ tracking to plan. The Regional Health 
Informatics Programme was rated as partially achieved with the webPAS and Clinical Portal 
projects tracking to plan but the other projects behind plan affecting the expected 
deliverables.  Note change in the description of ratings assigned to programmes and 
projects this year, which align to the Ministry’s descriptions. 
 

Self-Assessment Ratings 
Quarter 1, 2015/16 

Programmes Projects 

Achieved 12 92% 88 97% 
Partially Achieved 1 8% 3 3% 
Not Achieved 0 0% 0 0% 

Total 13  91  
  

Legend: Red = Not achieved.  One or more health targets, indicators, deliverables or milestones have not been 
achieved/not tracking to plan; no adequate resolution is in place; there are delays in implementation of 
the plan 

 Amber = Partially achieved.  Health targets have been achieved, some indicators/deliverables/milestones are not 
tracking to plan but an adequate resolution plan is in place; more clarification is required from the 
region 

 Green = Achieved.  All health targets, deliverables and milestones have been tracking to plan 
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The Ministry of Health’s assessment of performance and ratings against progress in 
implementing the government’s priorities for the RSP provided an overall rating of ‘partially 
achieved’.  Some actions were not tracking to plan and targets for some of the performance 
measures were not being achieved on a regional basis, but adequate resolution plans were 
noted.  The following table summarises the ratings given by the region and by the Ministry 
for each programme. 
 

Programme: Self 
rating 

MoH 
rating 

 Programme: Self 
rating

MoH 
rating

Health of older people A A  Hepatitis C A A 
Elective services A PA  Regional health informatics PA PA 
Cancer services A A  Workforce development A A 
Cardiac services A PA  Diagnostic imaging A n/a 
Stroke services A PA  Maori health A n/a 
Mental health and addictions A A  Quality and safety A n/a 
Major trauma A A     

Legend: Red/NA = Not achieved.  One or more health targets, indicators, deliverables or milestones have not been achieved/not 
tracking to plan; no adequate resolution is in place; there are delays in implementation of the plan 

Amber/PA = Partially achieved.  Health targets have been achieved, some indicators/deliverables/milestones are not 
tracking to plan but an adequate resolution plan is in place; more clarification is required from the region 

 Green/A = Achieved.  All health targets, deliverables and milestones have been tracking to plan 

 
The regional approach to the Capital Investment programme continues to be managed 
separately to the regional service planning process; capital plans are collected directly by the 
National Health Board and are not reported as part of the RSP implementation progress 
reports. 
 
Some of the highlights and key results for the region are outlined below (note data and 
results for the quarter have been updated where available – the RSP implementation 
progress report provided by TAS shows results available as at that earlier time of reporting). 

 The region delivered 9,677 elective and arranged surgical discharges over the quarter – 
102.4 percent of target (revised definition).  Capital and Coast and MidCentral DHBs 
were behind their individual DHB targets for the quarter (99.3 percent and 97.8 percent 
respectively).  Of the total volume of discharges for the region, 47.5 percent (4,592) were 
residents of Capital and Coast and MidCentral districts, 35.4 percent (3,427) were 
residents of Hawke’s Bay and Hutt Valley and the remaining 1,658 people (17.1 percent) 
were from Whanganui or Wairarapa districts. 

 As at the end of September 2015, 22 (0.1 percent) people across the region waited 
greater than 4 months for their First Specialist Assessment (ESPI2) – the same number 
as at the end of June.  Most (59 percent) of these patients were residents of MidCentral’s 
district.  MidCentral has a recovery plan in place to improve the results for first specialist 
assessments and treatment waiting times, as discussed with the Ministry’s Electives 
Team. 

 As at the end of September 2015, 54 patients across the region waited greater than four 
months for their surgical treatment (ESPI5) – nine fewer than at the end of June.  Thirty 
(55.5 percent) of the 54 patients whose treatment was outside of the timeframe were 
residents of Hutt Valley or MidCentral districts and 17 (31.5 percent) were from 
Whanganui or Hawke’s Bay districts.  Weekly monitoring and reporting of ESPI waiting 
times continues, additional resource identified when required together with 
development and support of prioritisation tools.  

 For the 12 months ending June 2015 (three months lag in data), the region had 
standardised intervention rates (all admission types) for cardiac surgery (5.38/10,000), 
angiography (29.8/10,000) and angioplasty (10.35/10,000) that remained significantly 
below the national target rates, although a marginal improvement over the last quarter. 
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 For the quarter ending September 2015, 71.6 percent of 306 high risk patients with acute 
coronary syndrome across the region received their angiogram within 3 days of their 
admission – a slight reduction on the previous quarter (72.9 percent) but still achieved 
the target.  Hawke’s Bay and Wairarapa DHBs did not achieve target in any month over 
the quarter and rates for Whanganui DHB fluctuate with small numbers. 

 Registry completion rates on the ANZACS-QI for patients (excluding Nelson 
Marlborough DHB) undergoing a coronary angiography significantly improved over this 
quarter to 97 percent of 305 patients – exceeding target.  Notable increases in registry 
data since Capital & Coast deployed staff resources in late 2014 to oversee the ANZACS-
QI database and subsequent to work undertaken in the last quarter following the audit 
of data processing and management including removal of duplicate records.   

 The region had 70 percent of stroke patients being admitted to an acute stroke 
unit/service over quarter 4 (data is lagged by three months) – a small improvement on 
previous quarters, but missing the national target of 80 percent.  While the overall target 
of Ischaemic Stroke patients being thrombolysed was met as a region (9 percent again 
for quarter 4), this was largely due to the higher rates achieved by Hutt Valley and 
Capital & Coast DHBs, although MidCentral was close at 5.4 percent.  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. The Ministry 
has indicated its willingness to work with the Central Region (and other interested 
regions/DHBs) to provide a telestroke pilot – final details are still being worked 
through. 

 More than 75 percent of patients with accepted referrals for an urgent colonoscopy 
across the region had their procedure within two weeks – all DHBs doing better than 
target.  All but Hutt Valley DHB were achieving the target of 65 percent or more people 
with a wait time of 42 days or less for their non-urgent colonoscopy.  Surveillance 
colonoscopy waiting times target were achieved by all but Whanganui DHB. 

 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 95 percent or 
more of the accepted referrals for an elective coronary angiography. 

 The target for people receiving a CT scan within 42 days increased to 95 percent from 
July 2015.  Hawke’s Bay and Whanganui DHBs consistently achieved this target each 
month over the quarter, with all others but Capital & Coast DHB achieving between 90.7 
and 94.7 percent.   MidCentral continues to be the only DHB to consistently achieve the 
target waiting time for MRI scans. 

 No DHB has yet achieved the Faster Cancer Treatment health target, although 
MidCentral and Wairarapa were close.  Six new Ministry-funded round two projects to 
support service improvements and implementation of the Faster Cancer Treatment 
health target have been approved for implementation over the next two to three years, 
commencing from October 2015. The new regional clinical psychologist position is in 
place based at MidCentral’s Cancer Centre, but other local DHB social support worker 
positions have not yet all been appointed – although recruitment is underway.  There 
may be some risk to ongoing funding for these positions until such time as they are in 
place. 

 The new Capital and Coast DHB led project for integrated Hepatitis C services across the 
region is slightly behind schedule – a project manager has recently been appointed to 
develop the transition and implementation plans.  Working through the contract 
agreement and with the Hepatitis Foundation regarding aspects of the transition 
process.  Hepatitis C guidance material is to be finalised by the Ministry of Health in 
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quarter two and will inform planning advice for the 2016/17 RSP.  The project plan for 
regional Hepatitis C services is expected to be delivered, as planned, in December. 

 For the twelve months ending June 2015, there were 310 people accessing the maternal 
mental health service in the central region and 123 young people accessing the youth 
forensic community and justice liaison service.  Over the 12 months to September 2015, 
90.6 percent of the total 503 forensic mental health assessments for people in prison 
were completed within 10 days of referral (32.1 percent on the same day). 

 Central Region’s Major Trauma Network project is proceeding well, with clinical leads 
identified at each DHB with mechanics for the collection of the standard national dataset 
to the national Registry, hosted by Waikato DHB, being established. 

 Good progress has been made with the development of the individual application set, 
functional testing for the Clinical Portal – Core, webPAS and the Radiology Information 
System although the latter project’s schedule may be at some risk with external 
dependencies and/or issues arising from system integration testing.  An independent 
report was commissioned and the Regional Health Informatics Programme team and 
DHBs are working through the next steps and required activities based on the agreed 
recommendations.  Leads have been appointed for each activity.  

 
Attachment 1 to this memorandum summarises the progress in implementing each of the 
projects for the 13 programmes, derived from the full report for the quarter (the full report 
is available on request).   Note however that some data or performance indicator results 
have been updated for the quarter ending September 2015 since they have become available 
after the quarterly report was completed by TAS with earlier data.  
 
 
3 Recommendation 
 
It is recommended: 
 
  that this report be received 
 
 
 
 
Vivienne Ayres 
Manager 
DHB Planning and Accountability
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Attachment 1 

RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Summary of 2015/16 Regional Services Plan Implementation – Quarter 1, 2015/16 

2015/16 RSP Programmes and Projects 

Health of Older People  (CEO Sponsor and Lead: Julie Patterson.   Project Manager:  Kendra Sanders)  

Key Objective:    Improve services for people with dementia 

Key Deliverable:  Care pathways developed 

Key Measure:  30% regional nursing workforce, 50% allied health and 15% RMO/SMO workforce undertake Level 1 ACP on‐line training by June 2016 

Overall  Programme Status:       Advance care planning, dementia pathways activity are tracking to plan with reference groups well established.  Regional Benchmarking 
project documentation in place – call for project membership is underway.  Awaiting outcome of three key documents following strategy 
reviews before proceeding with the regional collaboration and innovation project. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
Advance care planning
- ACP integrated with CCPs by June 2016 
- Reference Group representative and conduit 
to National ACP Cooperative (December 2015) 

- Potential for regional dashboard or outcome 
measures identified (March 2016) 

- On line ACP training of regional health 
professional workforce – 30% nursing, 50% 
allied health, 15% medical undertake level 1 
by June 2016, and 20 nursing and 5 allied 
health undertake level 2 within 3 years 

A  Chair of Regional ACP Reference Group on National ACP Roundtable; contributing to national review of ACP 
documentation.  ACP being progressively integrated into clinical pathways.  Discussions underway as to how 
best represent ACP activity on a ‘regional dashboard’.   

 

Regional dementia care pathways 
- 3 components of pathways identified for 
regional approach by September 2015 

- 2 components developed by March 2016 
- Survey developed by October 2015 for primary 
health care  

- Regional response to new funding for “WiAS” 
developed (December 2015) 

A  Three elements from stocktake identified where regional collaboration would benefit:  ‘Live Well, ‘Maximise 
Wellbeing’ and ‘End of Life’; 16 ‘good practice’ points prioritised and lead organisations/groups proposed to 
respond. “WiAS” collaboration with Canterbury DHB closed off due to reallocation of funding by NHB. 

 

Regional benchmarking/dashboard 
(interRAI) 

A  Scope and terms of reference completed.  Expressions of interest for membership close in October 2015.   

A 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Regional collaboration and innovation – 
frail elderly 
- Regionally consistent definition of ‘frailty’ 
(September 2015) 

- Strategies to identify last two years of life 
(March 2016) 

A  Awaiting outcome of three key documents: Health Strategy Review, Health of Older People (HOP) Strategy 
Review and the Hospital to Home Review. While two of these strategies are delayed, the project team will be 
formed in Q2 and will begin framing the project around the general themes that have been identified 
through engagement in these reviews. It is anticipated the Hospital to Home Review will be available in Q2 to 
inform this project.  Reviewing definition of ‘frailty’ – regionally and nationally.  ACC invited to joint HOP 
Network; links with Cross Sector Workstream Lead – Ministry in respect of Falls Prevention and Falls Liaison 
Services. 

Delayed pending 
development and 
publication of three key 
documents 

Maori Health  (CEO Sponsor: Kathryn Cook.  Lead: Stephanie Turner)  

Key Objective:    Early access to services 

Key Deliverable:  Positive outcomes for child health   

Overall  Programme Status:       Activities in Q1 have focused on planning and increased momentum across the project areas to occur over the next 3 quarters. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
Whanau Ora Framework A  Support for Whanau Ora Collectives occurring.  DHB relationship with Commissioning agencies in place.  

Whanau Care teams in hospital setting utilise whanau ora approach to working collaboratively with whanau 
Integration of whanau 
ora ideology at a DHB 
policy and systems level 
remains challenging 

Maori health workforce A  Nursing entry to practice recruitment process positively identifies Maori applicants.  DHB Maori leaders 
involved in recruitment and interview processes.  Strong participation and leadership in Kia Ora Hauora 
initiatives.  Kia Ora Hauora projects being implemented (central region most successful in terms of 
registrations), including Massey Science Academy engagement, Mentor programme, Champions, DHB 
information registers, career days. 
The capability project pilots (CCDHB and WaiDHB) – Te Tohu Whakawaiora – have been completed – 
evaluation to be completed. 

 

National Maori indicators A  Regular use and dissemination of ‘Trendly’ website reports for monitoring of national indicator set – 
reporting across many governance boards/committees, alliance teams and Iwi Maori Relationship Board. 

 

Child health for Maori A  Ko Awatea collaboration to provide mokopuna ora (SUDI) symposium – Whanganui.  Child health DNA 
projects undertaken across region along with health literacy research project undertaken at CCDHB.  This 
focus on attendance at Paediatric clinics has increased rates over last 12 months (HVDHB).  CMOs leading 
focus on DNAs and ASH rates for Maori. 

 

Maori health depository A  Structure developed and agreed by CR Maori Managers.  DropBox set up as host for information sharing   

Maori health development A  HVDHB and CCDHB leading and hosting Te Kaha 2016 – to be held in Lower Hutt September 2016. Organising 
committee established 

 

A 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Cardiac Services  (CEO Sponsor:  Debbie Chin  Lead: Dr Andrew Aitken.  Project Manager:  Jeanine Corke)  

Key Objective:     Improve equitable access to cardiac intervention services 

Key Deliverable:  Timelier access to care, with clinical care pathways from community to in‐hospital care 

Key Measures:  70% of patients will receive an angiogram within 3 days of admission (day of admission = 0) 
Over 95% of patients presenting with ACS who undergo a coronary angiography will have completion of ANZACS‐QI  ACS and Cath/PCI registry data collection within 
30 days 
Over 95% of patients undergoing cardiac surgery at the five regional cardiac surgery centres will have completion of Cardiac Surgery registry data collection within 30 
days of discharge 
Improvements made toward the optimal management of people with heart failure 

Overall Programme status:     Predominantly on track with projects.  Cardiac Minimum Standards endorsed – potential to be adopted nationally.  Performance against 
key performance indicators variable amongst individual DHBs.  Improvements noted in CCDHB and MidCentral DHBs for ANZACS‐QI 
registry data and angiograms within 3 days.  Proposal for echocardiography workforce under consideration. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
Minimum standards
- Agree minimum standards that increase 
access to diagnostics for primary care by end 
December 2015 

A  A final Cardiac Minimum Standards document has been endorsed by the Cardiac Network. 
The Minimum Standards were tabled at the October National Cardiac Network meeting to be adopted 
nationally.  So far two other regions (South Island and Midland) have accepted the Standards; awaiting 
feedback from Northland before the Standards become a national standard. 

Obtaining approval to 
implement the 
Standards within their 
DHBs.  Effectively rolling 
out the Standards within 
Primary Care 

Cardiac KPIs 
- Review data collection integrity by end of 
September 

A  Quarterly KPI report produced for the Network.  A newsletter is developed and circulated each quarter to 
show the Networks progress against each project. 
The standardised intervention rates for cardiac surgery for the 12 months to end June 2015 were 
significantly below the national target as a region, with all below target but not significantly different to the 
national rate for 3 of the 6 DHBs – Wairarapa were above target while Capital & Coast and Hutt Valley DHBs 
were significantly below the national target. 
The standardised intervention rates for angioplasty were significantly below the national target as a region, 
with all below target but 3 of the 6 DHBs were not significantly different to the national rate – Capital & 
Coast, MidCentral and Wairarapa were significantly below target. 
The standardised intervention rates for angiography were significantly below the national target as a region, 
with 5 of the 6 DHBs significantly below the national target – Hawke’s Bay was significantly above target. 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

 
 
 
 
 
 
 
 
 

Acute coronary syndrome (ACS) Quality 
Improvement programme 

A  For the quarter ending September 2015, 71.6% of 306 high risk patients with acute coronary syndrome 
across the region (excluding Nelson‐Marlborough DHB) received their angiogram within 3 days of their 
admission – a slight reduction on the previous quarter (72.9%) but still achieved target.  Hawke’s Bay and 
Wairarapa DHBs did not achieve target in any month over the quarter and rates for Whanganui DHB 
fluctuate with small numbers. 
ANZACS‐QI registry completion: Significant improvement in results for MidCentral and Capital & Coast DHBs 
this quarter; the regional result (excluding Nelson Marlborough DHB) was 97% – exceeding target 
The ANZACS QI Quality Coordinators based in CCDHB continue to work with champions within the region to 
improve the performance against these national targets.   TAS has obtained access to ANZACS QI data in 
order to analyse data and produce reports for the region that will assist with service improvement. 
A Working Group has been set up to identify issues and develop a way forward 

Utilising ANZACS‐QI data 
to report back to 
services to assist with 
and drive service 
improvement and 
sustain targets 

Sustainable workforce A  A proposal has been endorsed by the Cardiac Network which proposes developing a regional model to 'grow 
our own' echocardiography workforce.  The model recommends the appointment of a regional coordinator 
to provide supervision to trainees across the region and to implement the high level plan that includes 
retention initiatives.  It is also recommended that the coordinator works with DHBs to implement the Cardiac 
Minimum Standards and specifically the echocardiography guidelines.  The proposal has been approved in 
principle by regional COOs and GMs P & F.  Meeting in October to consider the potential DHB resource 
implications (equipment and space) associated with an increased workforce. 

To recruit trainees 
within the remaining 
timeframe for next year 

Regional cardiac service model 
- 5‐year Regional Cardiac Services plan 
developed by end December 2015 

A  An initial analysis by cardiac diagnostic groupings has been tabled highlighting implications of the population 
growth.  Visits to MidCentral and Hawke's Bay DHBs planned for October/November to discuss future 
planning of services and implementation of the Minimum Standards.  Following these meetings the Working 
Group will progress development of a regional service model. 

Obtaining a clear 
direction from 
MidCentral and Hawke's 
Bay DHBs in relation to 
the development of 
cardiac services. 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Stroke Services  (CEO Sponsor:  Kathryn Cook.  Lead:  Dr Jeremy Lanford.    Project Manager:  Catherine Marshall) 

Key Objective:  Reduce risks and improve acute rehabilitation services 

Key Deliverable:  Stroke event survival/stroke prevention and reoccurrence of stroke/stroke rehabilitation 

Key Measures:  6% of potentially eligible stroke patients thrombolysed 
  80% of stroke patients admitted to a stroke unit or organised stroke service with demonstrated stroke pathway 
  Proportion of patients with acute stroke who are transferred to inpatient rehabilitation services 
  Proportion of patients with acute stroke who are transferred to inpatient rehabilitation services within 10 days of acute stroke admission (Target:  60%) 

Overall Programme status:    Overall programme on track.  Representation on group from Māori and Pacific being strengthened and consumer representation is also 
being progressed. Rehabilitation for inpatient, community including access to services such as Clinical Psychology which supports 
rehabilitation and improve patient outcomes is emerging as an issue. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
Organised acute stroke service 
- Service improvement strategies developed to 
address limiting factors/barriers to achieving 
target 

- Trend / comparative analysis by December 
2015 

A  Quarter 4 results show the region with 70% of stroke patients being admitted to organised stroke services. 
Q1 provisional results: 
CCDHB    70%    Hawke’s Bay  76% 
Hutt Valley  85%    Wairarapa  not available at time of report 
MidCentral  79.5%    Whanganui   not available at time of report 
WaiDHB does not have a dedicated stoke unit.  Stroke patients are managed in a general 
medical/rehabilitation ward, on an Organised Stroke pathway. 

After hours 
management is an issue 
in some DHBs.  Access 
to beds influenced by 
organisation‐wide 
factors such as demand, 
seasonal influences and 
discharge processes. 

Thrombolysis 
- Implement regional thrombolysis network 
(credentialing, audit processes, regional 
register, shared protocols, regional back‐up 
roster and regional case review) 
o MidCentral, Hawke’s Bay and Whanganui 

DHB tele‐stroke sub‐region equipment 
purchasing arrangements agreed by 
December 2015 

o Capital & Coast, Wairarapa and Hutt Valley 
by telephone or tele‐stroke (sub‐region) 

A  While the overall target has been met in the Central Region (9% for Q4), individual DHBs such as Whanganui 
(0%), MidCentral (5.4%) and Hawke’s Bay DHB (3%) were unable to meet target for Q4. While Whanganui 
and MDHB can explain this through audit or not having eligible patients, this is not the case in HBDHB who 
have not met the target since Quarter 4, June 2014.  Provisional results for Q1 indicate: 
CCDHB    14%    Hawke’s Bay  5.6% 
Hutt Valley  10.8%    Wairarapa  not available at time of report 
MidCentral  5.6%    Whanganui   not available at time of report 
HBDHB stroke service improvement group is currently collecting information to better inform understanding 
of current pathways, outcomes and experience for people in Hawke’s Bay who have suffered a stroke. 
Additional indicators added to data collection commenced from Q1 2015/16. 
24/7 thrombolysis services are not offered at all DHBs and some have very limited resources to provide this 
service.  Where this is the case clinicians have signalled that existing arrangements are not sustainable, 
Telemedicine/Telestroke has been proposed as an option for delivering acute stroke treatments, 

Representation from 
Ambulance services on 
the CR Stroke Steering 
Group has not yet been 
confirmed 
 
 
 
 
 
24/7 thrombolysis 
services are not offered 
at all DHBs. 
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(thrombolysis) throughout the region.  DHBs are considering local solutions such as the Lead Clinician at 
HBDHB has indicated that opportunities exist for alternative cover arrangements with the credentialing of 
registrars to provide thrombolysis with support from SMOs. Further discussion required regarding this as a 
potential solution at a clinical level.  The Ministry has indicated its support to work with Central Region (and 
other interested regions/DHBs) to undertake a telestroke pilot – details are still being worked through.   

Sustainability of existing 
cover arrangements is 
an issue in some DHBs 

Maori and Pacific
- Improved access to services – ethnicity data 
collection, reporting and monitoring 

A  Quarterly data is being collected and reported for Maori and Pacific. No targets have been set at this stage.  
The percentage of Māori and Pacific people experiencing stroke remain consistent ‐ Māori    10%, Pacific   6% 
Further analysis of data is required to determine where linkages can be made with Maori and Pacific health 
providers to improve health outcomes.  Collection of additional ethnicity data began in Q4; 23 (72%) Māori 
patients admitted to an ASU, 3% were thrombolysed and 7 (22%) were admitted to rehabilitation.  

 

Transient ischaemic attack
- Implement regional TIA strategy, including 
implementation of TIA tool for use by GPs 

A  All CR DHBs in the region have a TIA pathway in place.  A Bpac TIA electronic decision support tool for use by 
GPs will be implemented throughout the region and was rolled out in July 2015.  This work is being led by the 
National Stroke Network. 

 

Stroke Rehabilitation
- Establish collection of regional rehabilitation 
data (including AROC) 

- Regional rehabilitation definitions in line with 
national stroke rehabilitation requirements 
finalised by end August 2015, implemented 
from December 2015 

A  The CR has begun collecting data for new national indicators for stroke rehabilitation with the addition of 
ALOS for those patients who are transferred to Rehabilitation. As of Q4 ‐ 78% of stroke patients were 
transferred to an inpatient rehabilitation service within 10 days of acute admission.  
 

 

Stroke workforce
- Regional stroke service workforce issues, 
resourcing and training needs investigated 
with a regional workforce strategy developed 
by end March 2016 

- Two regional stroke education days completed 
by June 2016 (including NGOs and primary 
care providers) 

A  An audit of CR stroke services has been undertaken. This audit looked at how the CR was providing stroke 
services in line with the National Stroke Foundation Guidelines 2010 and Acute Stroke Service, Service 
specifications and the Rehabilitation Service Specifications for inpatient and community.   Analysis of the 
audit indicates that the role of Clinical Psychologist is emerging as a deficit in service provision.  
A bi‐annual stroke education meeting to be held in November hosted by CCDHB.  This is now business as 
usual. 

Access to a Clinical 
psychologist is only 
available on a limited 
basis at some DHB s. 
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Cancer Services  (CEO Sponsor:  Debbie Chin.  Lead:  Nicholas Glubb.      Project Manager:  Jo Anson ‐ CCN) 

Key Objective:   Faster access to treatment from time of suspicion of diagnosis 

Key Deliverable:  Treatment offered within 62 days to improve outcome and experience 

Key Measures:  All patients ready for treatment wait less than 4 weeks for radiotherapy or chemotherapy 
  85% of patients referred with a high suspicion of cancer wait 62 days or less to receive their first treatment (or other management) 
  Percentage of patients with confirmed diagnosis of cancer who receive their first cancer treatment (or other management) within 31 days of decision to treat 
  75% of people accepted for an urgent diagnostic colonoscopy will receive their procedure within two weeks (14 days) 
   65% of people accepted for a non urgent diagnostic colonoscopy will receive their procedure within six weeks (42 days) 
  65% of people waiting for a surveillance colonoscopy will wait no longer than twelve weeks (84 days) beyond the planned date 
  Improvement to the coverage and functionality of MDMs including expenditure against identified funding 

Overall programme status:    CCN governance structure is under review to align more appropriately with the emerging DHB regional structure. Six new FCT 
improvement projects have been contracted to be delivered over the next two – three years.  No DHB has yet achieved the FCT health 
target, although MidCentral and Wairarapa were close.  Sub regional improvement plans for Colonoscopy waiting times approved with 
implementation activities underway.  Tumour standards reviews progressing to plan.  As recruitment to newly funded positions for local 
DHB psychologist and social support worker positions is not yet complete throughout the region, ongoing funding to DHBs may be 
ceased until these appointments are made.  The Palliative Care Council has been disestablished by Minister.  MoH in process of 
establishing a Palliative Care Advisory Panel to provide national leadership; advice received that a national review of adult palliative care 
services will commence from October 2015. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
Chemotherapy & radiotherapy wait times 
- All DHBs maintain achievement of targets each 
quarter 

A  Radiation oncology waiting times consistently met by both cancer centres.   Chemotherapy wait 
times for patients treated at CCDHB, MDHB and TDHB met – reporting for HBDHB not available at 
time of report. 

 

Cancer Centre Development Plan 
(Radiation Oncology, Medical Oncology, Clinical 
Haematology) 
- Plan updated by July 2015 
- Plan implemented by July 2016 

A  CCN Governance Group discussions on the value of the plan as a catalyst for change identified that 
a different approach is probably required for the current year. A teleconference with Cancer Centre 
and CCN leads to occur in Q2 to develop the approach 

 

Faster Cancer Treatment improvement 
projects 
- Sustainability of 9 projects funded in round 1 
- Implementation of 6 projects funded in round 
2, commencing October 2015 

A  FCT funded projects (to support DHBs to meet the 62‐day Health Target and implement the tumour 
standards) – two of the 9 Round 1 projects have agreed extensions to completion dates. Six new 
Round 2 projects have been contracted with the MoH and will be delivered over the next two –
three years, commencing from Q2. 
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FCT indicators 
- All DHBs achieve targets for 62 day and 31 day 
indicators by end June 2016 

- Continuous improvement of data quality,  
collection and reporting 

- Implementation of service improvements 

A  Hutt Valley, Hawke’s Bay and Taranaki DHBs are required to develop recovery plans to improve 
performance against FCT health target.  Preliminary results for quarter across the region (minus 
Taranaki) show 79.9% of eligible patients with a high suspicion of cancer had their first treatment 
within 62 days (75.3% for the 6 months to end September) and 88.3% of patients with a confirmed 
diagnosis had their treatment within 31 days for the quarter (87.3% for the 6 months ending 
September 2015).  

Meeting health target by June 
2016 identified as a key risk area 
for the region 

Multidisciplinary Meetings (MDMs) 
- Phased implementation of regional MDM Plan 
within allocated funds for each DHB 

- Improvements to coverage and functionality  
- Increasing number of patients accessing 
MDMs 

A  Discussion at the CCN Governance Group meeting in August identified that the proposed 
development plan in its current form may not be the best approach and will work with CCN to 
adapt this.  MoH has also commenced work within the Cancer Health Information Strategy 
Programme to identify process / data standards for MDMs 

Clinician resourcing for MDMs 
identified as a key risk area for 
the region 

Tumour standards
- Tumour standards reviews completed and 
implementation priorities from previous 
reviews completed by June 2016 

A  Progressing to plan with Gynaecology and Breast currently underway. Implementation planning 
meeting to address gaps in gynaecology standards scheduled for late November.  Business case to 
address sustainability of specialist gynaecology services at CCDHB being considered at executive 
level.  Upper GI and Head & Neck to be the next two tumour standards for review in 2015/16 

 

Care Coordination
- Ongoing development of Cancer Nurse 
Coordinator positions

A  Cancer Nurse Coordinator positions continue as planned – meeting regularly; key contributors to 
the tumour standards review processes. 

Awaiting final evaluation from 
the MoH on this initiative  

FCT in primary care
- Implement guidance on the use of active 
surveillance treatment for prostate cancer by 
June 2016 

A  Findings from project presented to regional Cancer Forum – final report currently in progress, to be 
presented for approval by CCN Governance Group in November 

 

Supportive care – Regional psychological 
and social support services 
- Implement new Supportive Care Framework 
- Budget14 – Newly funded roles in place by 
June 2016 

A  Draft CCN Supportive Care Framework out for sector feedback – to be finalised in November.  
Contracts in place with each DHB for these newly funded positions ‐ recruitment underway but has 
yet to be completed.  Regional Psychologist roles have been appointed in each of the two cancer 
centres. CCN facilitating regional implementation activities e.g. orientation with the guidance of a 
Steering Group 

DHB contracts state that if 
planned psychological and social 
work roles are not in position by 
30 October then ongoing funding 
will cease until appointments are 
made.  Will impact on the region 
as recruitment is still underway. 

National Cancer Health Information 
Strategy 
- Quality clinical decision making tools / 
recommendations implemented by June 2016 

A  MoH in the establishment phase for implementing this strategy; CCN has been providing input into 
the process to date.  MDM process / data standards have been identified as an implementation 
priority. 

 

Diagnostic waiting times (colonoscopy) 
- Sub re‐regional service and quality 

A  Sub ‐ Regional Colonoscopy Plans have been completed and approved by the Ministry. 
Implementation activities are underway ‐ CCDHB (Lead) with Hutt Valley and Wairarapa DHBs, and, 

Outcome of MoH business case 
for a national roll out of the 
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improvement projects implemented 
- All DHBs achieve increased targets for 
Colonoscopy waiting time for all 3 referrals 
types 

MDHB (Lead) with Whanganui and Hawke’s Bay DHBs. 
Waiting times targets – all DHBs meeting the wait times for urgent colonoscopy, all but Hutt Valley 
achieved target for non urgent colonoscopy and all but Whanganui achieved target for surveillance 
colonoscopy wait times. 
CT Colonography service report has been approved by the CCN Governance Group and presented 
to the COOs/GMs who require wider circulation of the report with the Gastro teams to enable 
feedback on the recommendations before they endorse them.  
Over 80 stakeholders attended either one of the two MoH facilitated workshops held in the region 
to discuss what a bowel screening programme might look like to inform the development of a 
business case for Cabinet. 

Bowel Screening Programme will 
impact on activity in this area 
going forward. 

Palliative care 
- Priorities aligned to national specialist 
palliative cares service specification  
implemented (Hospice and hospital based) by 
June 2016 

- Address SMO workforce vulnerabilities 
- CCPs developed to support timely access to 
palliative care 

- 3‐year HWNZ pilot of Palliative Care Managed 
Clinical Network (CCDHB, HVDHB and 
WaiDHB) commenced 

A  Regional Palliative Medicine 3yr Registrar Training business case was completed, recommending an 
increase of 3 additional training positions for the region phased over the next two years as follows: 
CCDHB / HVDHB / WaiDHB – 2 additional positions from 2015/16 
MDHB / HBDHB – 1 additional position from 2016/17 
Joint investment approach by DHBs and Hospices.  Business case approved in principle by 
COOs/GMs and implementation activities underway.   
Ministry has released the “Last Days of Life Guidance” and is considering implementation. 
Sector has been advised that a national review of adult palliative care services will commence in 
Q2. 

Palliative Care Council has been 
disestablished by Minister.  MoH 
in process of establishing PC 
Advisory Panel to provide 
national leadership. 

Clinical leadership
Work plans completed for  
- Regional Cancer Nurse Directors 
- Regional Oncology Social Work Director 
- Regional Medical Directors 

A  Regional Cancer Nurse Directors – implementing the eViq Chemotherapy nursing training package 
across the region and contributing to the national chemotherapy standards work. 
Regional Oncology Social Work Director – completing the Supportive Care Framework and leading 
regional implementation activities to support the Psychological and Social Support Services Plan. 
Regional Medical Directors ‐ promoting the implementation of the newly released High Suspicion of 
Cancer definitions to improve triaging of patient within the FCT programme.  

 

Maori leadership
- Support, facilitate and coordinate Maori 
Cancer leadership with national, regional and 
local partners 

- Address system barriers in cancer care for 
Maori 

- Improve breast and cervical screening 
coverage rates for Maori 

A  Planning underway for Cancer Society Kia Ora e Te Iwi programme (living with cancer support 
programme) training and delivery in identified districts in partnership with Iwi Providers.   
CCN continues to provide secretariat support to grow Hei Ahuru Mowai (National Maori Cancer 
Leadership Aotearoa) under a lead contract with the Ministry (due to finish end October 2015, 
unless renewed).  
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System integration and service 
collaboration 
- Facilitate communications and meetings with 
collaborative groups/Networks  

A  Regional Cancer Forum (26/8) – annual forum, attended by approximately 80 stakeholders.  Local 
Cancer Network meetings held in WhaDHB, HBDHB, TDHB and MDHB.  CCN Governance Group and 
Regional FCT Steering Group met late September. Debbie Chin, CCDHB, now CEO lead for cancer 
and Nicholas Glubb, MDHB, has taken over from Mike Grant as the Chair of the CCN.  Cancer 
Consumer Representatives meetings held in July and September. 

 

Mental Health and Addiction Services  (CEO Sponsor:  Julie Patterson  Lead:  Dr Alison Masters.   Project Manager:  Josh Palmer/Peter Barnett) 

Key Objective:   Improve access, responsiveness, capacity and service options 

Key Deliverable:  Improved outcomes with improved access to a range of responsive services with adequate capacity 

Key Measures:  Reduction in wait lists and times for people in prisons requiring assessments for forensic services 
  Increased access rates to youth forensic services in community, court liaison and Child, Youth and Family youth justice residence settings 
  Increased access to perinatal and maternal health services 

Overall Programme status:    Most projects are running to timelines specified.  Adult and Youth Forensic Action Plans created and initiated.  The average wait time for 
people to be seen in prisons for a forensic mental health assessment has increased slightly to 4 days.  Residential Addictions final model 
and report approved by MHAN with business case being developed.  Youth AOD Exemplar Project presented to MHAN and links made 
with a number of national leads.  Youth Acute Inpatient discussions occurring to identify potential lead for project.  

Projects:  Status Progress as at 30 September 2015  Key risks / issues 

Adult forensic services
- Approved 2015/16 Action plan initiated by 
September 2015 

- Ability to measure inter‐agency collaboration 
in place by September 2015; quarterly 
reporting thereafter 

- Wait lists/times reduction targets established 
and met by June 2016 

A  Action Plan 2015/2016 tracking well to date.  Alterations to regional provision have managed 
increased pressure caused by prison closure.  Service pathway documents currently being finalised. 
Analysis of Māori and Pasifika positions shows that services have met the recommended levels.  
Analysis of requirements for consumer leadership, and peer and whānau advocacy roles is 
underway, as is scoping of measurements for inter‐agency collaboration. 
Of the 503 people seen in prisons for a forensic mental health assessment over the 12 months to 
end September, 32.1% were seen on the same day and 72.8% within 5 days.  The average wait time 
was 4 days – a slight increase on the wait time of 3.2 days for the 12 months ending March 2015. 

 

Residential addiction service
- Proposed model approved by MHAN by 
August 2015 

- Business case developed and approved by 
February 2016 

- Procurement process completed by June 2016 

A  Final model and report were approved by MHAN in August 2015.  Extensive discussions have been 
held with Ministry and leads from the other 3 Regions on the model; all have expressed approval.  
New model aligns well with plan to devolve withdrawal management funding from Ministry to 
regions/DHBs.  Business case for implementing service development and contracting changes is 
currently being developed.  Work has started on setting up a new Model Implementation Network 
and Working Group. 

 

Youth Forensic 
- Increased access to sustainable forensic 

  Action Plan 2015‐2016 finalised, initiated and underway with timelines tracking well.  Working 
group structure and delivery performing well.  Continued provision of data of baseline access and 
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services – particularly community  rates are being recorded.  Training developments for Youth Forensic staff around the HAYSI 
assessment tool will be delivered in October 2015 training specifically for neurodevelopmental 
disorders is currently under development and due for delivery in March 2016. 
Service pathway documents currently being finalised. The building of the Ngā Taiohi service and the 
service delivery planning is tracking well.  Analysis of requirements for consumer leadership, and 
peer and whānau advocacy roles is underway. 
Similar number of young people accessing service each quarter; 120 on average, of whom almost 
70% were Maori (data to June 2015).  

Youth AOD 
- Working group established by September 
2015 

- Best practice consultation planning workshop 
by December 2015 

- Draft model of care and service configuration 
by June 2016 

A  Extensive research, consultation and development work has been done by the Wellington region 
3DHB Youth AoD/Co‐Existing Problems (CEP) Exemplar Project.  This was presented to MHAN in 
August 2015, and will be the foundation to progress the key actions to achieve the objectives of this 
workstream.  Examples of the products from this project include an initial Model of Care and 
preliminary service pathway/care pathway mapping, which will be invaluable in developing a 
Regional Model of Care.  Links with some leading people nationally who have experience/expertise 
in addressing Youth AoD/CEP have been made and will be further developed. 

Setting up a Youth AoD/CEP 
Network / Working Group has 
been delayed due to requirement 
to extend contact and 
coordination with multiple 
agencies and organisations across 
the region  

Youth acute inpatient model of care 
- Youth Acute Working Group established by 
September 2015 

- Draft Model of Care developed and presented 
to MHAN by June 2016

A  Discussions regarding leadership for this project have occurred with no definitive lead person(s) 
assigned for this area. Regularly discussing with MHAN chair and youth clinical managers 

Difficulty in sourcing lead 
person(s) creating delay in 
establishment of working group.  

Eating disorders 
- Increased access to acute and community 
services 

- Regional Clinical Network 

A  Action Plan that has been initiated, and is underway with all timelines tracking well. Analysis of KPI 
measurements for Eating Disorders service is currently being decided. Regional Service Agreements 
are currently being refreshed.  Localisation of Health Pathways (HP) and Map of Medicine (MOM) 
electronic information platforms is planned.  Service Pathway documents currently being finalised.   

 

Maternal and perinatal
- Care pathways mapped by December 2015 
- Increased access – quarterly data 
- Data collection and summary report for after 
hours service response coordination in place 
by June 2016 

A  Testing has continued for the regional video‐conferencing and final sign‐off is imminent with some 
changes that make the service more cost‐effective and centrally managed. SharePoint website live, 
care pathways established including single point of entry (for lower sub‐region).  A guide to support 
referrers across the continuum of care was released in August 2015. Work continues with provider 
groups (midwives in particular) to provide education and support. 
Number of direct and indirect contacts broadly similar across the region each quarter to June 2015; 
on average 298 contacts, about half of which is attributed to CCDHB (lower sub‐region).  Notable 
increase at MidCentral in last quarter (may be related to data collection). 

Compatibility between different 
DHBs’ communications platforms 
and systems make it difficult to 
establish effective connections 
across the region for 
clinical/training/info sharing 
network operations and 
integration. 

Workforce 
- Workforce development programmes via Te 
Pou, Maori health, Regional workforce 
programme/Training Hub and HWNZ 

A  Quarterly report to MHAN and Te Pou with identified workforce requirements for updated service 
delivery models completed. From January 2016 workforce development needs for region aligned 
with the National Workforce Centres for Mental Health will be implemented. 
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Elective services (CEO Sponsor:  Kevin Snee   Lead:  Chris Lowry.    Project Manager:  Jocelyn Carr) 

Key Objective:  Meet the Ministry’s health targets 

Key Deliverable:  Reduce the waiting times to below four months 

Key Measures:  Increased volume of elective surgery discharges across the region by June 2016 
  0% people waiting greater than 4 months for a first specialist assessment or an elective surgery procedure 
  Improved surgical intervention rates (cataracts, major joints, cardiac surgery and cardiology procedures) 

Overall Programme status:     The Elective Services Performance Indicators Work Programme (ESPWP) continues to progress steadily. While the requirements of the 
Ministry  service specification will be met by 31 December 2015, continuing the programme will provide opportunities to deliver 
significantly more benefit to Central Region DHBs. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 

Electives reporting
- Increased elective and arranged discharge 
volumes (and CWDs) met by end June 2016 

- Final ESPWP reported delivered to MoH by 
end October 2015 

A  Region exceeded target volume of discharges by 229 (102.4% of 9,448 target discharges); 
MidCentral and Capital & Coast DHBs behind individual plans YTD (97.8% and 99.3% of targets 
respectively). 
Review of the Regional Capacity Management tool and the comparative data for theatre utilisation 
and Orthopaedic Workforce (SMO, Registrar, GP, Nurse and Physiotherapy).  Next steps involve 
planning and rolling out the tools to the 6 DHBs. 
Draft ESPWP evaluation report expected end of October, then final report December 2015. 

 

ESPI reporting 
- Monthly reporting and monitoring and 
implementation of escalation system as 
required 

 

A  There were 22 people across the region waiting greater than four months for an FSA (ESPI 2) at end 
September – 1 more than at end August and 19 fewer than at end July.  59.1% (13) of the total 
patients waiting greater than 4 months for an FSA were MidCentral residents and 27.3% (6) Hutt 
Valley.   
There were 54 patients across the region waiting greater than four months from date of 
commitment to treat (ESPI5) at end September – 5 fewer than at end August and 19 fewer than at 
end July.  Of the total 54 patients waiting greater than four months for their treatment, 37% (20) 
were MidCentral, 18.5% (10) were Hutt Valley, 16.7% (9) Whanganui and 14.8% (8) were Hawke’s 
Bay. 

None noted, although sustained 
attainment of compliant ESPI 2 and 
5 thresholds remains at risk 

Orthopaedic, Otorhinolaryngology (ORL) 
and Ophthalmology Pathways 

A  Orthopaedics: 
Clinical pathway work continues to progress steadily with GP, SMO and Allied Health involvement.   
The collection of comparative data is progressing with information completed for theatre 
utilisation; draft CCDHB orthopaedic workforce template to be rolled out to other DHBs by 30 
October 2015; response to Ministry’s Expression of Interest (EOI) document for Mobility Action 
Programme has been submitted. The CR orthopaedic surgeons (Centre Pod), rescheduled for 2016, 
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will focus on developing a CR Orthopaedic training hub.    
Otorhinolaryngology (ENT):  
Acute and chronic rhinosinusitis pathways are complete.  HBDHB has agreed to implement.  The 
vertigo pathway has been completed and will be localising into the Map of Medicine.   Otitis media 
with or without effusion has been identified as a priority pathway development by the General 
Practitioners (GP) group. The Ministry clinical prioritisation tool has been implemented in all CR 
DHBs with increasing consistency of use evident.  The CR ORL Forum held in early September was 
attended by GPs and ORL specialists from across the region. 
Ophthalmology:  
Recently initiated, the Ophthalmology Network met mid‐September 2015, focused on progressing 
standardisation of a FSA triage tool for Avastin treatment, and other ophthalmology conditions.  An 
intervention rate of 5:1,000 (evidenced based) for Avastin for the CR was agreed.  Opportunities to 
develop models of care for nurse led/GP/Optometrist to assist with managing the demand for 
Avastin treatment were explored.  Development of a CR Avastin pathway for those with acute 
macular degeneration (AMD) is ongoing.   

Major Trauma (CEO Sponsor: Debbie Chin.  Lead:  Chris Lowry) 

Key Objective:   Develop a regional response for Major Trauma (Central Region Major Trauma Network) 

Key Deliverable:  Improve outcomes of major trauma 

Key Measure:  Processes in place to enable the commencement, collation, measurement and reporting of the full nationally consistent major trauma dataset 

Overall Programme status:     On track.  The central region trauma network is now well established and progressing the priorities identified for the current year. 

Project:  Status Progress as at 30 September 2015  Key risks / issues 
- Each DHB identifies designated clinical lead by 
30 August 2015 

- Roll out patient identification and data 
collection system by October 2015 

- CR Major Trauma Working Party established 
by December 2015 

- Regional plan for collection and reporting of 
nationally consistent dataset implemented 
from December 2015 

- Review base plan by March 2016 
- Present data analysis March 2016 

A  The Midlands Trauma registry has become the National Registry; all DHBs have agreed that the 
Midlands Registry will host their trauma data. The mechanics of managing this are being worked 
through. All central region DHBs have now signed a Memorandum of Understanding with Waikato 
to join the Midland Trauma Registry. A privacy impact assessment is being progressed to ensure 
requirements are met.  Dr Peter Hicks is developing the data governance policies for the National 
Registry. 
Forms are currently under development to support the development of Regional Trauma Data 
Collection. 

 Major Trauma Destination Policy 
The National Major Trauma Clinical Network needs the Region’s Major Trauma destination 
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  hospitals confirmed in the next two months in order to move forward with this two‐part policy 
(destination and staging) nationally. Discussions occurring within the region to progress this. 

 Spinal Cord Injury Destination Policy 
The consultation and development of the policy occurred prior to the region’s establishment of a 
Central Region Trauma Network.  The purpose of the policy’s development has stemmed from New 
Zealand’s spinal surgeons wanting to undertake spinal decompressive surgery within four hours of 
injury. Hence patients need to be transported quickly for this to occur. It applies only to patients 
with motor function deficit. CCDHB’s spinal surgeons concur with the purpose of the policy. The 
central region networks are currently discussing how the policy will be monitored. 

Hepatitis C (CEO Sponsor: Debbie Chin.  Project Manager: Allison Hanna) 

Key Objective:  Reintegrate hepatitis C services into a DHB‐led rather than NGO‐led model of service delivery across the region 

Key Deliverable:  Project implementation plan for delivering the regional service (led by 3D) established by end of June 2016 

Key Measures:  Improve access to and uptake of hepatitis C testing, assessment and treatment 
  Improve health outcomes for people living with hepatitis C 

Overall Programme status:     Underway – slightly behind schedule.  Recruitment to Project manager position commenced (CCDHB, HVDHB and WaiDHB are 
programme lead)  

Project:  Status Progress as at 30 September 2015  Key risks / issues 
- Project plan for integrated HepC regional 
services developed by end of qtr 2 

- Health pathway developed between central 
region and Hepatitis Foundation developed by 
end March 2016 

- Implementation prepared by end June 2016 

A  CCDHB has put in place a contract with Compass Health to undertake this project. Recruitment for a 
project manager to scope the work and start developing the project plan has commenced. 
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Diagnostic Imaging (Lead:  Dr James Entwisle.  Project Manager:  Jeanine Corke) 

Key Objective:   Provide a regional service 

Key Deliverable:  Regional picture archiving and communications systems (PACS) and radiology information system implemented 

Key Measures:  95% of accepted referrals for CT scans and 85% of accepted referrals for MRI scans will receive their scan within 6 weeks (42 days) 
  Agreed National Patient Flow system changes implemented 

Overall Programme status:    Work programme on track.  Variable performance results against the increased targets for CT and MRI scans. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 

Performance indicators
‐ CT and MRI scans within 42 days  

PA  CT scans:  Hawke’s Bay and Whanganui DHBs consistently achieving increased target over the 
quarter; Wairarapa, MidCentral and Hutt Valley were close (93.6%, 93.5% and 93.2% respectively 
on average), and Capital & Coast 85.3% on average. 
MRI scans:  MidCentral continuing to exceed target at 100% within 42 days each month over the 
quarter.  All other DHBs well below expectations:  on average for the quarter ‐ Wairarapa 74.0%, 
Hutt Valley 71.7%, Whanganui 62.1%, Hawke’s Bay 53.9% and Capital & Coast 43.1%.  

 

Sonography workforce
- Develop regional strategy aligned to national 
work including trainee solution with quarterly 
workforce benchmarking 

- Implement regional strategy from January 
2016 

A  The region has agreed to fund an international recruitment campaign to attract Sonographers, 
targeting the Society of Diagnostic Medical Sonography Conference in Dallas Texas as a suitable 
conference to attend in order to recruit potential sonographers to New Zealand. The Group has 
completed a significant amount of work around advertising as part of attending the conference.  
This has included advertising on KiwiHealth jobs and Facebook, specific advertising material such as 
pamphlets, posters, a banner and videos on the region/Sonography workforce.  To support the 
campaign at the conference, two representatives (Radiology Service Manager and Sonographer) 
were confirmed following an expression of interest process to attend 

 

Operations & Governance – RIS/PACS 
- Operational structure to manage regionalised 
RIS maintained 

- Support roll out of regional RIS by end 
December 2015 

- Radiology informatics framework 
implemented by end September 2015 

- Oversight of MoH funded DHB radiology 
service improvement plans 

A  Work is underway in providing support within DHBs to assist with the rollout of the regional 
radiology information system (RRIS) and to ensure that DHBs are adequately preparing and 
allocating resources to implement.  Whanganui remains on track to implement RRIS in November. 
 

 

National / Regional radiology access 
criteria 

A  Implementation of CRRAC continues to be rolled out in the 3DHB area (Wairarapa, Hutt and Capital 
& Coast). The documents are being finalised and line up with the 3DHB pathways. Rollout in the 

 

A 
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- Monitor implementation of NRAC/CRRAC 
across region 

- Analysis of data/volumes/trends by end 
December 2015 

northern DHBs is relatively slow and specifically the challenge for Whanganui is identifying a GP 
champion. 

PET/CT project 
- Options paper developed for regional PET 
service model by end June 2016 

A  Preliminary discussions held with TAS to obtain business intelligence data which relate to number 
of patients, trends, related funding and patient travel time. 
A referrer survey has been developed to understand the future service requirements and model.  In 
addition to this, a patient survey/compilation of patient stories will be completed to ensure services 
are patient centred. 

 

Domicile scanning
- Referrals to/from DHB of domicile quantified 
by end December 2015 

- Financial impact/funding implications 
considered 

 

A  (See KPI results above). 
At the 3DHB sub regional level, for outpatient routine / routine planned CT & MRI scans, CCDHB 
propose that for non CCDHB domiciled patients and Wairarapa patients, these scans are requested 
from the patient’s domicile DHB from November 1st 2015. A process has been outlined. 
At a regional level, COOs and GMs P & F have agreed in principle to domicile scanning and have 
asked that a number of clinical pathways are developed.  COOs and GMs P & F have advised that 
the funding should follow the patient and will work through a revised funding model.  Data has 
been requested from TAS to provide some baseline information for this project which includes 
patient flows for Capital & Coast and MidCentral DHBs. 
CCDHB has recently approved a business case for another MRI scanner.  It is envisaged that this will 
increase capacity and resources to improve performance. 

At a regional level there are 
funding implications with 
unbundling 

Regional Health Informatics Programme  (CEO Sponsor: Kathryn Cook.  Programme Manager:  Matt Wooster)   

Key Objective:  Integrate IT services 

Key Deliverable:  Standardised, integrated regional clinical portal 

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:    Q1 has seen the programme achieve significant progress with the development of the individual application set, functional testing, and 
regional architecture planning and solution integration.  CRISP projects are on track whereas the Regional Health Informatics Programme 
overall remains at risk due to the lack of agreement on the funding and delivery model for the region.  An independent report has been 
commissioned and the RHIP team and DHBs are working through the next steps. 

 
 
 

PA 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Project:  Status Progress as at 30 September 2015  Key risks / issues

Patient administration system (webPAS)  A  •  Data Migration trials nearing completion at both WDHB and MDHB 
•  Regional and local configuration activities are in progress and on track  
•  Functional Test planning finalised and scripting for customisations is 

underway 
•  ED and Theatre Management Modules have been developed and are under 

review by the PAS Working Group 

Pharmacy services at MDHB will be compromised 
when WebPAS goes live if provision is not made to 
replace current HOMER functionality 
Resources in the DHBs are required across all three 
key work streams ‐ DHBs and TAS are working 
collaboratively to mitigate the constraints 

Clinical portal – Core A  •  A conditional sign‐off of functional CP Core achieved 
•  Functional testing of the Clinical Portal software was completed in July 
•  Orion Health has delivered a software release to resolve all defects identified 

in the functional testing 
•  Data Migration is progressing at WDHB with successful transmission of 9 out 

of 10 of the identified data types 
•  End‐to‐End System Integration Testing with WDHB now commenced ‐ 

scheduled to complete by end October 
•  Final high availability and performance testing in Production now 

commenced.   

Higher than expected number of issues arising out 
of System Integration Testing 
Project external dependencies, such as Service 
Management are also impacting the project 
schedule 

Radiology Information System  PA  Overall the project is progressing well in terms of application functions and 
Functional application testing completed and signed off by QualIT (RFU) 
WDHB specific: 
•  Key milestones of the WAN and RIS servers have been completed 
•  Data Migration is 85% complete and ahead of schedule 

Higher than expected number of issues arising out 
of System Integration Testing (SIT) 
The number of defects in the vendor’s product has 
caused a delay in SIT 

Solutions integration PA  •  The majority of the change required for the Whanganui component (spoke) 
has been completed and integration testing progressing 

•  Functional testing of the regional platform components is complete and 
System Integration & End to End testing is in progress 

•  HCP Application to maintain a unique practitioner record across the region 
has completed development & testing ‐ final data migration is progressing 
prior to production implementation in October 

Poor quality of delivered software is impeding 
progress of system integration testing 
Limited environment/platform resources are 
impacting the ability to progress the branch of 
integration software that is required to cater for the 
implementation of PAS 
Some concerns have been raised regarding the 
performance of some aspects of the platform 
components and these are being worked through 
with the vendors 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Testing  PA  •  Independent Summary Report for Clinical Portal Functional Testing was 
completed 

•  Independent Summary Report for Regional Radiology Information System 
Testing was completed 

•  System Integration Testing (SIT) commenced 

SIT has a much higher level of defects/issues being 
encountered than expected, resulting in an impact on 
overall progress 
Clinical Portal Performance testing has encountered 
higher level of defects/issues  than expected, 
impacting overall progress 
Contention for environments has also impacted the 
progress of Clinical Portal Performance Testing and 
Non Functional Testing, both of which require the use 
of the Prod environment 

Workforce  (CEO Sponsor:  Julie Patterson.    Lead:  Roy Pryer  Project Manager:  Nicola Smith) 

Key Objective:   Sustainable and fit for purpose health workforce 

Key Deliverable:  Adequate recruitment and retention of identified health groups 

Key Measure:  Milestones of each plan achieved as planned 

Overall Programme status:    Health Workforce Development milestones are all tracking to plan. 

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
e‐learning shared content
- Explore sharing content across identified 
primary services within health sector 

A  PHO contacts being established. Identified DHBs with existing access for primary services.   

Midwifery workforce
- Develop professional support framework 
- Develop programme focusing on career 
planning, leadership and ageing workforce 

A  Midwifery Professional Support model developed and implemented. 
Stocktake of midwifery workforce commenced in conjunction with SWS. 

 

Allied Health Technical and Scientific 
graduate workforce 
- Establish AHTS new graduate framework 

A  Scope commenced of professional postgraduate study with associated Te Pou funding.   

Medical workforce
- Improve sustainability and resiliency of 
workforce 

A  RMO career pathway planning and support aligned with MCNZ guidelines continued.   

Maori and Pacific workforce
- Increase sustainability and resilience of Pacific 
health workforce

A  Pacific DHB nursing and midwifery workforce identified 
Benchmarking commenced of current Māori and Pacific workforce. 

 

A 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

- Increase workforce regionally in health 
(supported by GMsHR)

Culturally responsive workforce 
- Develop a culturally aware workforce 
(supported by regional GMsHR) 

A  Training Needs Analysis of cultural responsiveness training commenced. 
Plans established for pilot evaluation for Maori capability programme. 

 

Vulnerable workforce
- Implement regional Sonography workforce 
plan 

- Develop a sustainable Echocardiography 
workforce 

- Specialist nurses are available to perform 
colonoscopies 

- Support the development of the advanced 
practice nursing workforce 

- Increase and improve resilience of palliative 
SMO workforce 

- Support national project and regional Allied 
Health Assistant / Kaiawhina programme 

- Increase Advance Care Planning (ACP) training 
in identified high need priority areas 

- Implement 2015 Mental Health and Addictions 
workforce plan 

A  Sonography:  Work commenced on development of regional strategy aligned to national work. 
Echocardiography:  Stocktake completed of workforce numbers to determine current and future 
workforce planning requirements 
Specialist nurses (colonoscopy):  Scope and identification of nursing workforce initiatives underway. 
Region benchmarked for undertaking Post Graduate (PG) qualification. 
Advanced nursing practice:  Current benchmarking of roles in conjunction with validation of CNS 
role using ‘Strong’ model. CCDHB developed project plan for consideration by other DHBs 
Palliative care SMOs:  Palliative care SMO workforce status reviewed. Regional plan to increase 
HWNZ regional training volumes in place. Plan implemented. 
Allied health assistant/Kaiawhina:  Continue to participate in national initiatives in formulating the 
national and regional unregulated workforce training structure (Kaiāwhina project). 
ACP training:  Region working towards increasing L1 and L2 training in identified areas with 
professional leads and regional ACP reference group.  Agreed 30% of regional nursing workforce, 
50% regional allied health, scientific and technical services workforce, and, 15% RMO/SMO 
workforce undertake level 1 training by June 2016.  
Mental Health and Addictions:  Quarterly report to MHAN and Te Pou with identified workforce 
requirements for updated service delivery models completed 

Medical buy in across the region 
for colonoscopy specialist nurse – 
next steps include liaising with 
medics to align support and clinical 
training post qualification. 
Advanced Nursing Practice ‐ Project 
plans required by each DHB. Union 
engagement required once plans 
approved. 

Regional collaboration – clinical leadership 
- Nursing:  Increase nurse leaders with emphasis 
on Māori and Pacific 

- Allied Health:  AHTS career pathways available 
- Medicine:  Ensure effective leadership 
- Leadership:  Support regional alignment with 
national domains

A  Nursing:  A regional leaders forum to be developed from Q2 
Allied Health:  Development commenced of allied health career pathway with regional scope. 
Medicine:  Scope commenced on identifying leadership training within region 
Leadership:  National Leadership domains to go to National CEs in October 
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RAG Status legend: 

A  Achieved.  All health targets, deliverables, milestones have been tracking to plan.   NA 
Not achieved.  One or more health targets, indicators, deliverables, milestones have 
not been achieved; no adequate resolution is in place; there are delays in 
implementation of the plan 

PA 
Partially achieved.  Health targets have been achieved; some indicators, deliverables, milestones 
are not tracking to plan but an adequate resolution plan is in place; more clarification is required     

 

Quality and Safety  (CEO Sponsor:  Julie Patterson.   Project Manager:  Melanie Helbick) 

Key Objective:   Good quality, safe health services 

Key Deliverable:  The Triple Aim informs quality and safety of health services 

Key measures:  Reducing patient harm 
  Incorporating the ‘Equity of Health Care for Maori Framework’ 
  Involving patients/whanau/consumers in patient safety and quality 
  Quality and safety markers (HQSC) 
  Uptake of Patient Safety Campaign 

Overall Programme status:    Programme of work is tracking to plan.   Linking with the governance groups within the Central Region DHB and the PHOs has 
commenced.  Completed identifying key Quality and Safety Managers in the DHBs to commence collaboration with HQSC to implement 
initiatives in particular consumer inputs.   

Projects:  Status Progress as at 30 September 2015  Key risks / issues 
Clinical governance and quality 
improvement framework 
- Develop a region wide clinical governance and 
quality framework across primary and 
secondary sector.

A  Stocktake of region frameworks and policies   

HQSC national initiatives
- Ensure central region readiness for national 
Health Quality and Safety Commission 
initiatives 

A  Escalation process agreed. 
HQSC to attend face to face meetings. 

 

Primary & secondary reporting 
mechanisms 
- Improve primary and secondary quality and 
safety reporting mechanisms and develop a 
patient safety and quality network that learns 
from each other.

A  DHB and PHO Quality & Safety managers identified.   

Regional improvement programme 
- Implement regional improvement programme 
based on the results of the National Survey 
Care Indicators NZ ‐ central region report. 

A  Central region DONs have identified priority areas and working on a plan for moving forward.   

 

A 
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Copy to:  Funding and Planning 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 

 
Phone  (06) 350 8626 

TO Community & Public Health Advisory 
Committee 
Hospital Advisory Committee  

  
FROM Vivienne Ayres 

Manager 
DHB Planning and Accountability 

  
DATE 11 November 2015 

  
SUBJECT DEVELOPMENT OF THE 2016/17 REGIONAL SERVICE PLAN –

APPROACH AND TIMELINE 
 
 
 
1 Purpose 
 
To provide the Committees with an early overview of the development of the 2016/17 
Regional Service Plan in accordance with the Committees’ work programmes.   
 
This update is for information – no decision is required. 
 
 
2 Summary  
 
The consultation draft annual planning guidelines and priorities for the 2016/17 
Regional Service Plan (RSP) have been issued by the Ministry of Health.  These 
guidelines are expected to be finalised in early December and the priorities confirmed 
with the Minister’s Letter of Expectation.  The Ministry of Health is hosting the annual 
sector planning workshop in mid-November, preceding release of the finalised annual 
and regional services planning guidelines and government priorities. 
 
Advice to date indicates that the planning priorities for the 2016/17 RSP are generally a 
continuation of those for the previous two years.  These are: 
 Elective Services 
 Cardiac Services  
 Mental Health and Addictions 
 Stroke Services 
 Health of Older People 
 Major Trauma 
 Hepatitis C 
 Information Technology 
 Workforce 
 
 
 

 
 

MEMORANDUM
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Copy to:  Funding and Planning 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 

 
Phone  (06) 350 8626 

As for this current year, cancer services will be included in the RSP under the umbrella of 
the Regional Cancer Networks’ work programmes.  This will include implementing priorities 
of the New Zealand Cancer Plan: Better, Faster cancer care, 2015 – 2018 as the priority for 
regional planning.  The plan is expected to focus on improving equity of access to cancer 
services, timeliness of services across the whole cancer pathway and the quality of cancer 
services delivered. 
 
Again it is expected that there will be a clear “line of sight” with linkages across government, 
regional and local DHBs’ annual plan outcomes, objectives and priorities.  Each DHB’s 
contribution to implementation of regional objectives is expected to be included in DHB 
Annual Plans. 
 
As in the past, the development of the 2016/17 RSP will be facilitated by the Central 
Technical Advisory Service (CTAS) RSP project team, predominantly through their work 
with the regional clinical service networks.    Indicative, high level actions will be sought via 
the regional Project Managers and leads for the Networks to be collated as a working draft 
of planned initiatives for consideration by Boards/Committees in the New Year.  
Indications from CTAS suggest that the RSP will strengthen the high level regional direction 
up front, and use of the evidence-based material gleaned from the work undertaken to date 
in ‘refreshing’ the 2008 Regional Clinical Services Plan.  Further advice is likely to be 
received following the forthcoming regional Chief Executives meeting.    
 
Although the Final Planning Package material is expected by around the 4th December, it 
will still have caveats and placeholders for likely impacts from the finalised updated New 
Zealand Health Strategy.  Additional information or updates to the guidance material and 
other requirements that may result from consultation on the draft Strategy is not expected 
until sometime in February 2016. 
 
The indicative timeframe issued by the Ministry of Health has the first draft of the RSP 
being submitted to the NHB on 31 March for their review (to be confirmed) at the same 
time as the DHBs’ Annual Plans and Maori Health Plans.  It is expected that the 
Committees will receive a copy of the draft RSP for consideration at their meetings in 
March 2016. 
 
MidCentral’s specific commitments and contribution to the regional priorities (including 
sub-regional initiatives) are yet to be identified, other than those plans which are a 
continuation of the current year’s commitments into next year.   This will occur as part of 
the strategic and annual planning processes for 2016/17 that is about to commence.    
 
 
3 Recommendation 
 
It is recommended: 
 
  that this report be received 
 
 
 
Vivienne Ayres 
Manager, DHB Planning and Accountability 
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Copy to:  Funding and Planning 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 

 
Phone  (06) 350 8626 

4 2016/17 Regional Service Plan Guidelines 
 
The purpose of a Regional Service Plan (RSP) is to provide a mechanism for DHBs to document 
their regional collaboration efforts and align service and capacity planning in a deliberate way. 
The RSPs include regional government priorities, locally agreed regional priorities and outline 
how DHBs intend to plan, fund and implement these services at a regional or sub-regional level. 
DHBs are expected to work together at a regional level to make the best use of resources, 
strengthen clinical and financial sustainability and increase access to services.  
 
In 2016/17 there is a stronger focus on demonstrating the achievements of regional services 
planning and that it is making a difference.  There is also continued focus on improving 
alignment between the Regional Service Plan and DHB Annual Plans, expanding on the 
“line of sight” framework across government, regional and local outcomes and objectives.  
DHB contributions to the implementation of regional objectives are expected to be included 
in DHB Annual Plans.  Requirements of enablers – workforce and information technology – 
are to be included in the RSP.  Responsibilities for delivering on the RSP objectives are to be 
explicit in the RSP (e.g. governance arrangements, roles, networks, service teams, 
organisation/DHBs), include costing information and how any barriers or issues in meeting 
the regional performance expectations are to be addressed. 
 
A refresh of the New Zealand Health Strategy was released for consultation at the end of 
October.  The 2016/17 RSPs must reflect the overall direction of the draft updated Strategy 
and should commit to delivering appropriate actions from the Strategy Roadmap.  It should 
be noted that the consultation period closes on 4th December 2015; further advice can be 
expected following this. 
 
 
5 2016/17 Regional Service Plan – Priorities 
 
The priorities and regional objectives for the Regional Service Plan are: 
 
5.1 Regional Clinical Services 
 
Elective Services 

o Improve access to elective services 
o Maintain reduced waiting times for elective first specialist assessments and treatment 
o Improve equity of access to services, so patients receive similar access regardless of 

where they live 

Cardiac Services 
o Improve access and timeliness of cardiac services  
o Patients with a similar level of need receive comparable access to services, regardless 

of where they live 
o More patients survive acute coronary events and the likelihood of subsequent events is 

reduced 
o Patients with suspected Acute Coronary Syndrome receive seamless, coordinated care 

across the clinical pathway 
o Patients with heart failure are optimally managed at admission, reducing the need for 

further readmission 
o Reviewing and auditing Accelerated Chest Pain Pathways in Emergency Departments 
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Mental Health and Addictions 
o Improve access to the range of eating disorders services 
o Improve youth forensic service capacity and responsiveness 
o Improve perinatal and maternal mental health acute service options as part of a 

service continuum 
o Improve the physical health of people with low prevalence disorders 

Stroke Services 
o Improve primary and secondary stroke prevention and reduce stroke related disability 

and mortality 
o Improve access to quality assured organised acute, rehabilitation and community 

stroke services (including 24/7 thrombolysis services) 
o Ensure all stroke patients have access to high-quality stroke services regardless of age, 

gender, ethnicity or geographic domicile 

Health of Older People 
o Continue strengthening dementia pathways,  dementia awareness, education and 

support programmes across primary, secondary and community settings and in 
supporting informal carers 

o Proactive use of interRAI data across primary and secondary care to identify equity, 
population and service trends 

Major Trauma 
o Implement a regional trauma system that will result in a reduction of preventable 

levels of mortality, complications and lifelong disability of patients who have 
sustained a major trauma (as defined by the National Trauma Network).  Includes 
reporting national minimum dataset to regional registries, clinical guidelines and 
Regional Destination policies for major trauma patients 

Hepatitis C 
o Implement a single clinical pathway for Hepatitis C care across all regions in order to 

provide consistent services (including minimum requirements, minimum standards 
and data collection) 

o Implement integrated hepatitis C assessment and treatment services across 
community, primary and secondary care services in the region (includes HCV testing 
and care that will include Fibroscan services) 

Cancer services 
As for this current year, cancer services will be under the umbrella of the Regional Cancer 
Networks’ work programmes and referred as such in the RSP.  This will include implementing 
priorities of the New Zealand Cancer Plan: Better, Faster cancer care, 2015 – 2018 as the priority 
for regional planning.  The plan is expected to focus on improving equity of access to cancer 
services, timeliness of services across the whole cancer pathway and the quality of cancer 
services delivered 
 

5.2 Regional Enablers 
 
Workforce 

o Facilitate regionally based solutions to address national workforce priorities, enabling 
‐ implementation of community based attachments for prevocational trainees 
‐ increasing participation of Maori and Pacific in the health workforce 
‐ implementation of the Children’s Action Plan 
‐ recruitment of new palliative care specialist nurses and education 
‐ support for the role of nurse practitioners, clinical nurse specialists and nurses 

performing endoscopies 
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‐ support for the training of sonographers and medical physicists 
o Identify and progress a regional coordinated approach to “new models of care”, 

planning and development 
o Demonstrate leadership and commitment that supports the development of the 

region’s health workforce 
o Strengthen local and regional health workforce intelligence 
o Build on 2015/16 RSPs, demonstrating further progress on actions to meet milestones 

 
Information technology  

Continue the critical IT priorities of the 2015/16 national and regional programmes, 
building on platforms to create an electronic medical record that supports a new level of 
digital capability in hospitals) 
o The RSP must include the prioritised 3-year plan of all local, regional and national IT 

initiatives, including the applicable critical IT priorities (see national priorities 
below), with budget allocation and key deliverable to be achieved in the year.  Include 
actions in Annual Plan on implementation of the National Maternity Information 
Systems Platform (MISP-NZ) 

o The strategies the region has put in place to address the following IT delivery 
challenges: 
‐ regional governance, leadership and decision-making 
‐ regional funding and approval model(s) 
‐ regional capacity and capability 
‐ roadmap for development of an EMR environment 

o National priority initiatives: 
‐ Electronic Prescribing and Administration (ePA), where applicable regionally 

where not implemented as individual DHBs 
‐ Regional clinical workstation (Clinical Portal) and clinical data repository 
‐ Regional PAS (webPAS) 
‐ Integration with the national electronic health record (design phase) 

 
Capital planning 
In 2015/16 the Treasury Investment and Asset Performance (IMAP) system comes into effect.  
All DHBs will be required to provide Long Term Investment Plans (LTIPs) to the National 
Health Board, replacing the previous requirement for Regional Capital Plans.  Investment 
Intensive DHBs will also be required to submit their LTIPs to Treasury in accordance with the 
IMAP process.  Where it is appropriate, potential capital impacts of regional services planning 
should be identified in RSPs, but quarterly reporting on capital via RSPs has been removed. 
 
5.3 Summary of Changes to the Guidelines 
 
Changes to date in the Regional Service Plan Guidelines for 2016/17 are summarised below. 
 

 Stronger emphasis on demonstrating that regional planning is making a difference 
 Background and themes of the New Zealand Health Strategy 
 Updated expectations for health IT programme 
 Updated expectations for regional workforce 
 Capital planning reporting requirement cancelled; move to Treasury led process 
 Minor updates to expectations for governance arrangements 
 Updated requirements for regional cancer networks 
 Stronger focus of health equity on actions for 2016/17 
 Clarified inclusion of local actions to deliver on regional priorities 
 Addition of outcomes to “line of sight” 
 Updated national entities requirements 
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6 Process and Timeframe 
 
6.1 Central Technical Advisory Service 
 
Development of the RSP continues to be coordinated by the Central Technical Advisory 
Service (CTAS)RSP programme management office, with project managers working directly 
with the regional (clinical) networks for each of the service priority areas.  Governance and 
decision-making in finalising the RSP rests with the Regional Governance Group (RGG), via 
each of the respective DHB Boards and the Regional Executive Committee.  Each of the 
service priority areas is to have a direct link to national, regional and local outcomes and 
“line of sight” with each DHB’s Annual Plan; thus the commitments and contribution of 
each DHB to the work programmes outlined in the RSP will be explicitly stated is each 
DHB’s Annual Plan. 
 
CTAS has yet to indicate its specific process at this stage although some preliminary work 
has commenced on refining RSP clinical service content expectations.  There is also intent 
to lift the focus of the RSP more toward the preliminary work undertaken to date on the 
Regional Health Services Plan, but this will be subject to approval from the RGG. 
 
6.2 National Workshop 
 
The National Health Board is facilitating the annual national DHB sector (including Shared 
Services) planning workshop in mid-November.  This workshop reviews the draft 
consultation documents included in the 2016/17 Planning Package guidance material and 
proposed planning priorities.  Placeholders and/or caveats to the planning approach, 
government priorities, decisions, changes or updates to the process or timeframes may also 
usually indicated at this workshop. 
 
6.3 Indicative Timeframe 
 
The indicative timeframe issued by the Ministry of Health has the first draft of the RSP 
being submitted to the NHB on 13 March 2016 at the same time as the DHBs’ Annual Plans 
and Maori Health Plans, on the basis of being subject to the respective Boards’ approval.  
MidCentral’s Committee members will receive a draft RSP for their first meeting in the New 
Year, scheduled in March. 
 
 
7 Next Steps 
 
Following the national workshop, assessment of the consultation draft planning guidance 
material for the Regional Service Plan and consideration of the potential impacts of the 
updated New Zealand Health Strategy and Roadmap of Actions it is expected that Central 
TAS will formally launch the RSP planning process for the 2016/17 year through the 
respective project managers and regional network or steering group leads for each of the 
clinical service programmes.  A high level summary of planned initiatives is usually 
available for consideration by the Boards or their Committees early in the New Year, 
although this has yet to be confirmed. 
 
MidCentral’s contribution to the Regional Service Plan from a DHB annual planning or sub-
regional perspective will otherwise be coordinated through the Strategy, Planning and 
Performance group in collaboration with the centralAlliance where appropriate. 
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Copy to:  Funding and Planning 
Board Office, Heretaunga Street 

PO Box 2056 
Palmerston North 

Phone:  (06) 350 8626 

TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Acting General Manager 

Funding and Planning  
 

   
DATE 11 November 2015  Memorandum   

SUBJECT UPDATE TO THE NEW ZEALAND HEALTH STRATEGY 
- CONSULTATION DRAFT 

 
 
1 PURPOSE 
 
To invite members of the Committee to provide feedback on the draft update to the New 
Zealand Health Strategy that has been released for consultation by the Ministry of Health. 
  
 
2 SUMMARY 
 
The Ministry of Health has released the anticipated update to the New Zealand Health 
Strategy (the Strategy).  The seven guiding principles underpinning the original strategy 
developed in the year 2000 have been retained and added one more to reflect the importance 
of working beyond the boundaries of health services and collaborating with others to achieve 
wellbeing for all New Zealanders. 
 
The eight principles are: 
 The best health and wellbeing possible for all New Zealanders throughout their lives 
 An improvement in health status of those currently disadvantaged 
 Collaborative health promotion and disease and injury prevention by all sectors 
 Acknowledging the special relationship between Maori and the Crown under the Treaty of 

Waitangi 
 Timely and equitable access for all New Zealanders to a comprehensive range of health 

and disability services, regardless of ability to pay 
 A high performing system in which people have confidence 
 Active partnership with people and communities at all levels 
 Thinking beyond narrow definitions of health and collaborating with others to achieve 

wellbeing 
 
Building on these principles, five strategic themes to guide the future direction have been 
proposed:   
 people-powered  
 closer to home  
 value and high performance  
 one team, and  
 smart system 
 
A description of each of the themes, why it is seen as important and the vision for each, with a 
10-year horizon, is provided as the Future Direction.   
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Turning strategy into action is then followed by a Roadmap of Action identifying 20 work 
areas that have a five-year time horizon, which forms part two the Strategy.   
Suggested first steps are proposed for the first year commencing in 2016/17, which will have 
implications for the annual planning round that is about to commence. 
 
The DHB is in the process of seeking feedback on the draft updated Strategy including the 
Roadmap of Actions.  The public consultation process closes with submissions to the 
Ministry of Health on 4th December 2015. 
 
High level feedback received so far has an over-riding theme of support for the Future 
Direction overall, but some concerns about the apparent disconnect between the Future 
Direction and the Roadmap of Actions.  Certain aspects presented as pretexts for change up 
front are not followed through in the proposed actions.  For example, the importance of 
prevention, early intervention and cross-government or intersectoral collaboration to address 
health and social needs, although prevalent at the start of the Strategy, are lost in the action 
areas.  Cost implications (capital and operational) do not appear to have been considered 
either. 
 
The refreshed Strategy offers an opportunity to have input into shaping the future direction 
of our health system.  This is not only useful for that purpose, but could also potentially shape 
the DHB’s current strategic planning process that has also commenced.  Clearly there will 
need to be synergies between the two.  Assessment of the potential impact on proposed 
actions that may flow through to the annual planning process for 2016/17 is underway.  
Ministry expectations of DHBs for 2016/17 however they will not be confirmed until 
consideration has been given to the feedback following the consultation process.  We expect 
further advice and updates to be received in February. 
 
The draft updated New Zealand Health Strategy can be found on-line at  
https://futuredirection.health.govt.nz/consultation-documents.  A hard copy of the 
document(s) can be made available to members if preferred. 
 
The consultation material includes a guide to feedback that we will be using to shape the 
DHB’s submission.  Consideration of this guide to any feedback members may wish to 
provide would be appreciated.  Any feedback on the Strategy is requested by 24 November 
2015. 
 
It is suggested that the Committee’s discussion be focused around the seven consultation 
questions that follow. 
 

Challenges and opportunities 

The Strategy reflects a range of challenges and opportunities that are relevant to New Zealand’s 
health system. Some of these are outlined in I. Future Direction on pages 5–7. 
 
1. Are there any additional or different challenges or opportunities that should be part of the 

background for the Strategy? 

The future we want 

The statement on page 8 of I. Future Direction seeks to capture the future we want for our health 
system: 

So that all New Zealanders live well, stay well, get well, we will be people-powered, 
providing services closer to home, designed for value and high performance, and 
working as one team in a smart system. 
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2. Does the statement capture what you want from New Zealand’s health system? What would 
you change or suggest instead? 

A set of eight principles is proposed to guide the New Zealand health system. These principles are 
listed on page 9 of I. Future Direction and page 31 of II. Roadmap of Actions. 
 
3 Do you think that these are the right principles for the New Zealand health system? Will 

these be helpful to guide us to implement the Strategy? 

Five strategic themes 

The Strategy proposes five strategic themes to focus action – people-powered, closer to home, 
value and high performance, one team and smart system (I. Future Direction, from page 10). 
 
4 Do these five themes provide the right focus for action? Do the sections ‘What great might 

look like in 10 years’ provide enough clarity and stretch to guide us? 

Roadmap of Actions 

II. Roadmap of Actions has 20 areas for action over the next five years. 
 
5 Are these the most important action areas to guide change in each strategic theme? Are 

there other actions that would be better at helping us reach our desired future? 

Turning strategy into action 

6 What sort of approaches do you think will best support the ongoing development of the 
Roadmap of Actions? Do you have ideas for tracking and reporting of progress? 

Any other matters 

7 Are there any other comments you want to make as part of your submission? 

 
 
 
3 RECOMMENDATION 
 
It is recommended: 
 

 that Committee members provide feedback to management on the update to 
the New Zealand Health Strategy if they wish by Tuesday 24 November to be 
included in the DHB’s feedback submission to the Ministry of Health 

 
 
 
 
 
 
 
Craig Johnston 
Acting General Manager 
Funding and Planning 
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TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Chiquita Hansen 

Director of Nursing PHC 
CEO Central PHO 
 
David Ayling 
Chairman 
Central PHO Clinical Board 

 

   
DATE 5 November 2015  Memorandum   

SUBJECT CENTRAL PHO CLINICAL BOARD 
2014/15 ANNUAL REPORT 

  

 
 
1. SUMMARY 
 
1.1  Purpose 
 
This purpose of this paper is to provide an update on the focus and highlights of the Central 
Primary Health Organisation (Central PHO) Clinical Board during 2014/15. 
 
This paper is for information only. No decision is required. 
 
1.2  Executive Summary 
 
The Clinical Board is accountable for all Central PHO clinical affairs both within the PHO 
itself and through contractual relationships.   
 
The Clinical Board has authority under the delegation of the Central PHO/ALT Board to 
carry out its roles and responsibilities. 
 
Significant work during the 2014/15 year has taken place on the following areas: 
 

 The engagement of Practices to enhance their capabilities to reach their IPIF targets. 
 All but three practices are fully engaging in meeting the Cornerstone accreditation 

target by 1 July 2016. 
 Completion of the Comprehensive Health Assessment project with significant 

reduction in ASH rates. 
 Successful POAC roll out as a methodology, with initial positive data being received. 
 Implementation of Shared Care Health Record resulting in a significant improvement 

in population coverage and commencement of work on patient portal access. 
 
This report provides an update of annual activities for the period 2014/15. 
 
1.3  Recommendation 
 
It is recommended: 
 
  that this report be received 
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2. Background 

 
The Clinical Board is accountable for all Central PHO clinical affairs both within the PHO itself 
and through contractual relationships. The Clinical Board: 
 

‐ Promotes the environment for excellence in service delivery and improved clinical 
outcomes 

‐ Develops and facilitates the processes and tools required to enable health care teams to 
continuously monitor and improve the quality of their care provided 

‐ Monitors and oversees the clinical performance of the Central PHO and the Central PHO 
contracted providers  

 
The Clinical Board has authority under the delegation of the Central PHO/ALT Board to carry 
out its roles and responsibilities.   

 
The Clinical Board met six weekly during 2014/2015, and has five sub-committees: 

- Integrated Medicines Management Leadership Alliance 
- Palliative Care Partnership Management Group  
- Radiology Oversight Committee 
‐ CPHO Improvement Action Group 
‐ Mental Health Advisory Group 

 
3. Transforming Health Care: MidCentral region 

 
Central PHO Clinical Board has continued to provide clinical leadership and governance over the 
Transforming Health Care: MidCentral Region programme of work. A depiction of the 
Programme follows.  
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4. Clinical Board Work Programme and Highlights 2014/15 
 

The 2014/15 Clinical Board Work Programme (Appendix One) consisted of four areas of focus; 

‐ Governance 

‐ General Practice/Integrated Family Health Centres (IFHCs) 

‐ Central PHO clinical services  

‐ System enablers.   

 

Clinical Board has provided governance and direction over two new areas of Central PHO policy 
outside of work programme: High User Health Card and the Ministry’s Under 13’s policy. 

 
4.1  Governance Highlights 
 
Central PHO Clinical Board Members – November 2015 

 
Member    Position  Changes 

Dr David Ayling ‐ Chair  General practitioner, Youth One Stop Shop 

 

Co‐chaired with Delamy 
Keall (resigned) 

Michelle MacKenzie  Practice Nurse, Albert Street Medical Centre  No change 

Materoa Mar  Te Tihi o Ruahine Alliance Representative  No change 
 

Kate Morton  Nurse Practitioner, Director Central City Medical  No change 

Donna Mason  Practice Nurse, City Doctors  No change 
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Jan Dewar  Nurse Director, Medicines and Emergency Services, 
MCH 

No change 

James Carroll  Community Pharmacist (McCraes Pharmacy, Feilding)  No change 

Esther Willis  General Practitioner, Kauri Health  No change 

Tania Chamberlain  Practice Manager, City Doctors   No change 

Dr Nader Fattah  General Practitioner, Central City Medical Ltd  New Member – 
replaced Delamy Keall 
(Chair) 

John Hannifin  Chair MidCentral Health Consumer Panel 
 

New Member – 
replaced Jean Budd 

Linda Dubbeldam  Clinical Director, Central PHO  Replaced Jane Cullen 
who resigned from 
Central PHO 

 
4.2 General Practice Highlights  

4.2.1  Integrated Performance and Incentives Framework (IPIF) 
 
The PHO Performance Programme was replaced by the IPIF in July 2014. The IPIF aims are to: 
 

 encourage DHBs and PHOs to drive system integration and align primary care activity 
with the wider health system objectives 

 support the health system to address equity, safety, quality, access and cost of services.  
 drive for better quality patient care and clinical excellence reflects its quality 

improvement approach.  
 improve patient experience through greater collaboration between primary and 

secondary services.  
 

IPIF targets for 14/15 
Target  Measure Goal Performance 

Q4 14/15 
More Heart and Diabetes Checks Cardiovascular Risk Assessment  90% 86.85% 
Better Help for Smokers to Quit SBA/Referral for cessation 

support 
90% 82.24% 

Cervical screening coverage  Cervical smear  80% 80.46% 
Increased Immunisation eight 
months 

Immunisation  95% 95.49% 

Increased Immunisation two years Immunisation  95% 96.12% 
 

In 2014 Central PHO established an ‘Improving Health Outcomes Working Group’. Central PHO 
staff and partners (National Heart Foundation, Public Health and TOAM) met regularly with a 
shared purpose of improving the health outcomes of our communities with direct reference to 
the both the National  Health Targets and the IPIF measures. The group has been particularly 
successful which as has been demonstrated in the continual improvement across all health 
targets.  

Pleasing to note the preliminary results for the period 01 July 2015 – 30 September 2015 
indicate that Central PHO has met the following IPIF Targets.  
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Measure Performance Q1 2015/16 
Cardiovascular Risk Assessment 89.7% 
SBA/Referral for cessation support (new definition) 82.24% 
Immunisation – 8 months  96.95% 
Immunisation – 2 years  96.85% 
Cervical Screening  80.79% 
 

The data definition applied to the Better Help for Smokers to Quit target was changed from 01 
July 2015. Had the previous SBA definition still been in place Central PHO performance would 
have been 97.% Total Population  and 99% High Needs respectively for the period ending 30 
September 2015.    
 
A General Practice Performance Dashboard has been developed which provides Clinical 
Board members with “performance at a glance” of all contracted general practices.  
The following clinical indicators are reported by total and high needs and traffic light 
system is used: 
 

 CVD detection  
 CVD rick assessment 
 Diabetes detection 
 Diabetes annual reviews 
 HBA1c 
 Retinal Screening 
 Smoking status 
 Smoking brief advice 
 Cervical screening  
 Immunisation 8 months 
 Immunisation 2yrs 
 Flu Vaccinations  

 
In addition the system indicators are reported: 
 

 Cornerstone accredited 
 Shared care record 
 Maori visit ratio 
 Pacific visit ratio 
 ASH rate (per 1000 population) 
 ED rate (per 1000 population)   

 
4.2.2     Enrolment and utilisation  

Maori enrolment has been increasing steadily since CPHO formed in July 2010, with an increase 
in Maori enrolment recorded in every quarter since that date.  

 
   It is predicted that there are approximately 900 Maori living in MidCentral who are not enrolled 

with a CPHO Practice Given that there are known to be over 4,000 MidCentral residents 
enrolled with Practices which are outside the Central PHO coverage area, it is likely that the 
non- enrolled Maori number is less than 900. A project to increase Maori enrolment will be 
undertaken during 15/6.  
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For the 2014/15 year General Practice consultations followed the well-established seasonal 
pattern with winter spikes occurring in the August month.  
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Ambulatory Sensitive Admissions and Emergency Department attendances 
 

 
 

 
 
4.2.3    Cervical Screening  
 
Central PHO and Public Health have continued to cement their partnership with a focus on the 
ongoing improvement of cervical screening rates across MDHB.  The MidCentral Cervical 
Screening Action Plan 2015/2016 has been approved by the MoH. The Cervical Screening 
Leadership Group (with membership drawn from Central PHO, Public Health, Planning and 
Support, and Māori health representatives), will lead and coordinate the actions outlined in the 
Action Plan.  A review of current cervical screening services and evidence to support improved 
coverage rates and equity is underway.       
 
4.2.4    Foundation Standards/Cornerstone 
 
Clinical Board has pursued a policy for mandatory Cornerstone accreditation for some time. This 
policy has been particularly successful with just two Central PHO practices indicating their 
intention to pursue Foundation Standard Certification.   
 
Nationally 43% (460) of the 1060 general practices have elected to undertake Foundation 
Standards. Thus with 14 practices already accredited and the rest engaged with the Cornerstone 
Accreditation process  Central PHO sits well above the national experience (just 6% favouring 
Foundation Standard Certification over Cornerstone Accreditation).   
 
 

Ambulatory Sensitive Hospitalisations (ASH) 
for the PHO population have stabilised over 
the past two years. There are about 4,000 
hospital admissions each year currently that 
could potentially be avoided by early or 
timely primary health care interventions. 
 
Plans are being developed by Primary Health 
Care teams that will further favourably 
impact avoidable admissions. 
 

The Hospital Emergency Department 
utilisation by PHO enrolled people has 
stabilised at around 8,000 people per 
quarter for the year to 30/6/15. Potentially 
this number could be further reduced by 
sound long term conditions management, 
improved access and effective Primary level 
options for acute care, all of which are being 
worked by PHO, Practice and DHB teams in 
the MidCentral. 

260



 
 

 

4.2.5    Productive General Practice (PGP) 

The Productive General practice Programme is designed to help general practice to continue to 
deliver high quality care whilst meeting increasing levels of demand and diverse expectations. It 
assists practices to put the patient, clinician and practice team at the centre of improvement to 
create a timely, appropriate and dependable response to patient’s needs. 

Implementing the programme engages all staff in the practice in improving the work processes, 
making it possible to release time to invest in improving patient outcomes and staff wellbeing. 

The PGP programme is now entering its fourth year in MidCentral. Central PHO has worked with 
the Practices to implement PGP in six IFHC settings. All sites attribute significant gains to the 
programme, particularly improved efficiency, improved staff engagement and moral, and lower 
consumer complaints. Work continues to develop tools to easily extract data from practice 
manage systems to drive service improvement  

 
4.3 Central PHO Highlights  
 
4.3.1     Mental Health  
 
During the 14/15 year Central PHO collaborated with Rangitane o Tamaki nui a Rua for the 
delivery of Primary Solutions one of the Central PHO Primary Mental Health services. The Mental 
Health Coordinator is an integral member of the team at Te Kete Hauora and embedded in the 
overall Central PHO Mental Health team. This follows the similar and successful collaboration 
with Whakapai Hauora.    
 
4.3.2    Pasifika Health  
 
Although small in number, the Pacific Health Team is having a significant impact across 
MidCentral Pasifika Communities and is complimentary to the care provided by general practice 
teams.   
 
Pacific nurses and a Community Support with a particular focus on maternal and child health, 
and long term conditions work closely with health and social care colleagues form Central PHO, 
MNCH and other community based agencies to deliver care and support to Pasifika people. This 
includes regular community health clinics in Palmerston North and Levin led by the Pacific Team 
and supported by the broader Central PHO multi-disciplinary team.  The Pacific Team are 
integral to the work of Central PHO are embedded in across the long term condition and child 
health teams located at Health on Main.   
 
4.3.3    Palliative Care Partnership  
 
The Palliative Care Management Group has completed the first clinical audit of the Palliative Care 
Programme. Audit tools were developed and audits undertaken in general practice, at Arohanui 
Hospice and Central PHO. A patient experience survey was also sent out.   
The Management Group has met to consider the analysis of the audit with an initial workshop 
focussing on the quality improvements associated with the general practice audit findings. 
Improvement will focus on the development of a shared client care plan and the refinement of 
process steps.  
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4.3.4     Long Term Conditions  
 
EnhancedCare+ (EC+) is a programme designed to support a targeted group of clients with long 
term conditions to achieve better health and wellbeing, through effective clinical management 
and self-management support.  A Comprehensive Health Assessment (CHA) and Client Care Plan 
(CCP) is undertaken on all clients enrolled in EC+ or who are receiving a LTC package of care 
from the PHO Community Clinical Nurse: Long term conditions (CCN: LTC), in those practices 
not implementing EC+.  
 
Risk stratification data is produced quarterly and this data is used to identify clients that may 
benefit most from participating in the programme and who are predominantly at level 4 or 5 on 
the levels of care complexity framework.   
 
This year work on the new CHA and CCP on the MedTech Manage My Health Platform was 
completed. A total of 1977 electronic CHAs were completed over the year, which is a 7% increase 
from the previous year. A small number of practices remain using paper based CHA’s and Care 
plans and utilise manual reporting systems. 
 
73.5% of people who had a CHA this year were over the age of 65, or over the age of 45 if Maori or 
Pacific. Enrolment of Maori under 45 continues to be a growth area with 14.8% achieved in 
2014/15 compared to 12.6% (2013/14), and 9.31% (2012/13).   
 
Ambulatory Sensitive Admissions (ASH) admission figures for clients who have had a CHA and 
care package this year Q1-3 have decreased in comparison to the previous year with 94.08% 
(increase of 1.51%) of clients having No ASH admissions (LTC related).  In addition to this, the 
percentage of people who have had one ASH admission (LTC- related) has decreased to 4.55% 
(previous year 8.64%) and percentage of people who have had two or more ASH admissions 
(LTC- related) has also decreased with 1.37% recorded in contrast to 1.79% in the previous year.  
Q4 data is not available at the time this report is written. 
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4.4 System Focus Highlights  

 

4.4.1     Riskman  
 
RiskMan is the shared electronic risk and incident management system used across MDHB and 
Central PHO. RiskMan provides a useful platform for supporting a systems approach to the 
registration of risk and associated quality processes, and the management of incidents and 
feedback (complaints and compliments). RiskMan is in use across all Central PHO sites. In the 
15/16 year scoping will commence for the use and implementation of RiskMan across general 
practice.   
 
4.4.2     Transformational Leadership Programme  
 
PHO Clinical Board continues to oversee the MidCentral Transformational Leadership 
Programme.  The Programme has been delivered to over 260 participants since its inception, with 
20 past participants actively involved in coaching roles. Evaluations remain consistently positive 
and word-of-mouth feedback continues to result in an ongoing waiting list for entry into the 
Programme.  74% of participants rate the programme as ‘excellent’ and 26% as ‘very good’.  84% 
of participants rate the value of working in a group composed of people from other organisations 
across the district/region as ‘excellent’ and 15% as ‘very good’.  Key “stand out” learning’s 
participants identified include:  
 

 Working with people and getting the best from the team can be significantly improved by 
understanding both personal and team dynamics  

 The importance of active listening and communication skills, and sharing organisation  
goals and vision  

 Feedback from employers, peers and colleagues indicates a difference in staff after 
attending the programme. Comments include: 

 “increased confidence in role” 
 “improved communication” 
 “use of tools and frameworks” and  
 “a more inclusive, ‘bottom-up approach’ in the work setting”.   

 
The Programme received the inaugural Excellence in Workforce Education and Development 
award at the MidCentral DHB Health Awards in October 2014. 
 
4.4.3     Collaborative Clinical Pathways (CCP) 
 
Collaborative Clinical Pathways continue to be developed and implemented both within the 
MidCentral district and across the sub-region in collaboration with Whanganui and Hawke’s Bay 
districts.  
 
The CCP Executive Team agreed in June 2015 that the Central PHO Clinical Board will provide 
clinical governance for the CCP programme moving forward. The objectives of the CCP 
programme align strongly to that of the Central PHO Clinical Board; namely striving for 
excellence in service delivery and improved clinical outcomes as well as ensuring health care 
teams are able to continuously monitor and improve the quality of the care they provide. 
Representation from the CCP programme will be the CCP Clinical Lead, Dr David Ayling. The 
Central PHO Clinical Board receives six weekly reports from the CCP Project Director. A small 

263



 
 

 

project team continues to be responsible for the day-to-day management of the Collaborative 
Clinical Pathways programme, providing project management and technical expertise.  
 
The focus of the CCP Team over 14/15 has included:  
 

 the development and implementation of 15 pathways (now 57 in total) 
 implementation of subsidised ECG machines within general practice  
 executing the review and update of existing pathways  
 supporting the Primary Options for Acute Care (POAC) pilot  
 development of an evaluation framework  
 actively participating in the requirements gathering process for the new Map of Medicine 

software  
 extending the CCP programme across the sub-region (Whanganui and Hawkes Bay) 

project charter and governance structure agreed and work plan for 2015/16 
 integration with MedTech (patient management system) to support electronic referral 

from primary care to secondary care  
 
4.4.4   Clinical Networks  
 
The Clinical Network is a structure developed to foster interaction and innovation across sectors 
and professional boundaries, focusing effort on improving health services.  The Network 
programme has been progressively rolled out since 2011 and comprises about 200 members. The 
Clinical Board contributes to the work programme approval processes and receives regular 
reports from the Network’s district groups.  
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Some successes for the Clinical Network programme during 14/15 include: 
 

 Winner of the Excellence in Intersectoral Collaboration to Improve Health and Social 
Outcomes  Award at the 2014 MDHB Health Awards 

 Palliative care Trading Places pilot programme 
 Focus on health literacy in Highbury through use of local Health Champions 
 Improvement in the utilisation of social support networks by people with long term 

conditions 
 Launch a Primary Options in Acute Care (POAC) service  
 Panel presentation about symptoms of youth cancer provided to Practice Nurses across the 

district 
 Investigation into the development of a community adult crisis respite service (funding 

subsequently secured)  
 Development of two written dementia resources for patients, family and whānau  
 The Child Health/Tamariki Ora District Group receiving the Supreme Award for Excellence 

in Integrated Health Care Award at the 2014 MDHB Health Awards 
 Launch of ‘Kia purea ai koe: Maori Wellbeing in MidCentral DHB’ booklet to increase 

knowledge amongst Network members and others about the Maori worldview and customs 
 
4.4.5     Acute Care  
 

The POAC service was designed in partnership with eight general practice teams in our district.  A 
pilot ran for a period of seven months, commencing in December 2014 and ceasing in June 2015.  
Other key stakeholders included St John Ambulance, Supportlinks, MidCentral Pharmacy, the 
Emergency Department and the District Nursing Service.  A number of workshops and weekly 
general practice site meetings to monitor the appropriateness of the pilot service were 
undertaken.  
 
Over 250 patients received care in their general practice settings during the POAC pilot.  Patients 
had a range of conditions that included cellulitis, suspected deep vein thrombosis, acute on 
chronic obstructive pulmonary disease, myocardial infarction, acute hypotension, dehydration, 
oedema, pain and infections. 
 

 The majority of the patients in this pilot group were managed in community – only 10% 
needed to go on to ED for further assessment 

 A total of 109 patients presented with cellulitis between 1st December 2014 and 31st May 
2015.  Of these patients: 

 46 (42.2%) were referred to the District Nursing Service for Intravenous therapy  

 63 (57.8%) were managed by their General Practice Team or referred to another POAC 
provider for IV administration 

 60% of the patients with cellulitis referred to the District Nursing Service from 
participating POAC General Practice teams were prescribed Intravenous (IV) therapy for 
two days or less.  In contrast, only 20% of the patients referred to the District Nursing 
Service from non-POAC General Practice teams were prescribed IV therapy for two days 
or less.  This suggests that the POAC community IV model is promoting shorter duration 
of IV therapy, thereby promoting effective care for lower costs and more comfort for the 
patient  
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Throughout the pilot there was a high level of feedback which has informed the further 
development of the service.  Feedback was actively sought and responses were extremely positive, 
indicating an improved patient experience overall, notably continuity of care, better management 
of their condition and reduced waiting time for treatment and time spent travelling.  
 
4.4.6    Shared Electronic Health Record (SEHR) 
 
Implementation has been impacted by the establishment of IFHCs and subsequent amalgamation 
of individual practices. To June 2015, 81% of the enrolled district population have a SEHR.  
 
5. Central PHO Clinical Board Work Programme 15/16  
  
Clinical Board work programme for 2015/16 will be instrumental in assisting CPHO/ALT Board 
meeting its recently approved Annual Plan 2015/2016. The Annual Plan sets out four key 
strategies which focus on excellence in clinical and business-as-usual activity (getting it right); 
client centeredness and co-design (consumer and community focus); learning and innovation 
(willing and able to learn); and providing an empowering, high performing work environment 
(being up to the job).  
 

 

 

 
Dr David Ayling 
Chair Clinical Board 
Central Primary Health Organisation 
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TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Craig Johnston 

Acting General Manager 
Funding & Planning 

 

   
DATE 10 November 2015  Memorandum   

SUBJECT DHB POSITION STATEMENT ON 
WATER FLUORIDATION 

  

 
 
1. SUMMARY 
 
1.1  Purpose 
 
This paper proposes that MidCentral District Health Board adopt a position statement in 
favour of water fluoridation. 
 
This paper requires a decision. 
 
1.2  Executive Summary 
 
Water fluoridation has been shown to have positive beneficial outcomes on dental health.  
There are areas in the MidCentral region that are both fluoridated and non-fluoridated.  
While Palmerston North, Feilding, Ashhurst and Linton are fluoridated, the Horowhenua 
region is not, and neither is the Tararua district.   
 
MidCentral DHB is the principal advisor to territorial authorities within its boundaries on 
issues of public health and a MidCentral DHB position statement in favour of water 
fluoridation would bring us in line with Ministry of Health recommendations.   
 
1.3  Recommendation 
 
It is recommended: 
 
  that the attached statement be adopted in that MidCentral District Health 
  Board supports water fluoridation as a safe, effective and affordable way to 
  prevent tooth decay across the whole population. 
 
 
 
 
 
 
 
Craig Johnston 
Acting General Manager, Funding & Planning 
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2. BACKGROUND 
 
Water fluoridation has been shown to have positive beneficial outcomes on dental health.  A 
recent review by Sir Peter Gluckman and the Royal Society of New Zealand in 2014 identified 
water fluoridation as the safest and most appropriate approach for promoting dental public 
health, and found no adverse effects of any significance associated with its use at the levels 
used within New Zealand (1).  Dental fluorosis, a tooth enamel defect characterised by areas 
of discolouration of the tooth enamel, has only even been found to be mild in New Zealand, 
with no difference in prevalence between fluoridated and non-fluoridated areas (2).  While a 
number of other adverse effects of fluoride on health outcomes have been postulated, there is 
no good evidence for these4 in the levels of fluoride used for water fluoridation within New 
Zealand (1). 
 
2.1 Water Fluoridation in the MidCentral Region 
 
In the MidCentral region, we have areas that are both fluoridated and non-fluoridated.  
While Palmerston North, Feilding, Ashhurst and Linton are fluoridated, the Horowhenua 
region is not, and neither is the Tararua district.  In keeping with international and national 
findings, data from the MidCentral region show improved oral health in children form 
fluoridated areas compared with non-fluoridated areas (3).  Water fluoridation has been 
shown to be cost effective for populations above 1000 (1), suggesting there are still a number 
of townships in our area that would benefit from its use. 
 
2.2 Advantages of a DHB Position Statement regarding Fluoridation 
 
A MidCentral DHB position statement in favour of water fluoridation would bring us in line 
with Ministry of Health recommendations, as well as our neighbouring DHBs.  MidCentral 
DHB is the principal adviser to territorial authorities within its boundaries on issues of 
public health and we have a statutory responsibility to do so.  It would be useful for DHB 
staff advocating in favour of water fluoridation with local councils to have a DHB position 
statement.  As a recent example, the referendum by the Hamilton City Council in 2013 on 
water fluoridation was strongly supported in favour of water fluoridation by the Waikato 
DHB, and the strong support from the DHB was vital to the water supply being re-
fluoridated. 
 
2.3 Cochrane Review of Water Fluoridation 
 
More recently, a Cochrane review of water fluoridation was published in 2015 (4).  It had 
strict inclusion and exclusion criteria, so that overall the recent Gluckman review (1) remains 
the most comprehensive overview of water fluoridation relevant to the New Zealand setting.  
The Cochrane review’s overall finding was that water fluoridation is effective at reducing 
caries levels in both deciduous and permanent dentition in children (4).  With regard to 
dental fluorosis, the Cochrane review estimated that the percentage of participants with 
fluorosis of aesthetic concern was approximately 12%, though it reported that 97% of the 
studies were at high risk of bias and there was substantial between-study variation.  It also 
included studies with water fluoride levels much higher than those used in New Zealand.  In 
this context, the finding form the 2009 New Zealand Oral Health Survey that there was no 
difference in prevalence of fluorosis between fluoridated and non-fluoridated areas (2) is 
reassuring. 
 
2.4 Funding Considerations 
 
A position statement in favour of water fluoridation does not require any additional funding 
from the DHB. 
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2.5 Equity Issues 
 
Tooth decay is most severe amongst most deprived socioeconomic groups, and water 
fluoridation has the greatest benefit for people from more deprived groups (1).  The 2009 
New Zealand Oral Health Survey identified significant disparities in oral health, with Maori 
and Pacific Island peoples more likely to suffer from dental caries (2).  New Zealand and 
international studies have shown that water fluoridation has a moderating effect on the 
relationship between dental caries and both ethnicity and socioeconomic status (2). 
 
2.6 Linkage to DHB Strategies 
 
The MidCentral DHB Oral Health Service Plan suggests as one of its initiatives that the DHB 
“work with communities which express an interest in fluoridation, but otherwise promote 
and encourage fluoride update through other means” (5).  It recognises that water 
fluoridation is the most effective and efficient way to prevent dental caries.  Given the 
scientific evidence supporting water fluoridation, as a DHB we should be more pro-active in 
our support of fluoridation. 
 
 
3. CONCLUSION 
 
In summary, there is a strong body of scientific evidence supportive of water fluoridation, 
and a DHB position statement in its favour would bring MidCentral DHB in line with both 
Ministry of Health recommendations, as well as our neighbouring DHBs.  We recommend 
that the Community and Public Health Advisory Committee support the adoption of a 
MidCentral DHB position statement in favour of water fluoridation. 
 
 
 
 
 
 
 
 
Dr Megan Pybus Dr Rob Weir Dr Phil Marshall 
Paediatrician  Clinical Director, Public Health Clinical Director, Oral Health Service 
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ATTACHMENT: 
POSTION STATEMENT ON WATER FLUORIDATION, MIDCENTRAL DHB 
 
The Ministry of Health and the MidCentral District Health Board strongly support water 
fluoridation as a safe, effective and affordable way to prevent and reduce tooth decay across the 
whole population.  Most tooth decay is preventable, and water fluoridation is a simple way to 
help prevent it. 
 
Water fluoridation has been shown to have positive beneficial outcomes on dental health.  A 
2014 review by Sir Peter Gluckman and the Royal Society of New Zealand identified water 
fluoridation as the safest and most appropriate approach for promoting dental public health, 
and found no adverse effects of any significance associated with its use at the levels used within 
New Zealand. 
 
The benefits of community water fluoridation are most pronounced for those at risk of poor oral 
health.  In New Zealand, Maori and Pacific people, and people living in more deprived areas, 
experience poorer oral health outcomes compared to other New Zealanders. 
 
 
COMMON QUESTIONS ABOUT WATER FLUORIDATION 
 
What is fluoride? 
 
Fluoride is a naturally occurring mineral – it is found in air, soil, plants, water and lots of foods. 
 
How does fluoride help our teeth? 
 
It helps protect our teeth by making them stronger and reducing tooth decay. 
 
Why do we need to add it to our drinking water? 
 
Because New Zealand water supplies have very low levels of natural fluoride.  In many local 
water supplies there is not enough fluoride to do the job of protecting teeth.  Water fluoridation 
(adding fluoride to water supplies) tops up the fluoride to the best levels that provide protection 
against tooth decay. 
 
Is it safe? 
 
Yes.  Scientific studies over 60 years have found water fluoridation to be very safe.  It is 
supported by many international and local organisations including the World Health 
Organisation, World Dental Federation, New Zealand Ministry of Health, Royal Society of New 
Zealand, NZ Dental Association, NZ Maori Dental Association (Te Ao Marama), NZ Cancer 
Society, Plunket and many more. 
 
Why do we need it, when toothpaste already has fluoride and we clean our teeth 
twice a day? 
 
The 2009 New Zealand Oral Health Survey found that only 65 per cent of New Zealand adults 
and 15 per cent of preschoolers brush their teeth twice a day with regular strength fluoride 
toothpaste.  So putting fluoride in the water supply makes sure everyone is covered and given 
some of the protection that is needed. 
 
Fluoride in water does not replace using toothpaste and good teeth cleaning habits.  They work 
together to provide the best protection for teeth.  The levels of fluoride if you use toothpaste and 
fluoride in water are still well within the recommended fluoride limits. 
 
 

271



Does it work? 
 
Yes. A 2009 survey of oral health by the Ministry of Health showed that New Zealand adults and 
children who lived in fluoridated areas continue to have less dental decay than adults and 
children who lived in areas without fluoridated water. 
 
Does water fluoridation cause illnesses or disease like bone fractures and cancer? 
 
No.  More than 60 years of scientific evidence shows water fluoridation is safe.  Dental fluorosis, 
a tooth enamel defect characterised by areas of discolouration of the tooth enamel, has only ever 
been found to be mild in New Zealand, with no difference in prevalence between fluoridated and 
non-fluoridated areas. 
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 Funding & Planning 
MidCentral District Health Board 
PO Box 2056 
Palmerston North 

 Phone 
Fax 

+64 (6) 350 8626 
+64 (6) 350 8926 

 

TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Dr Cheryl Benn 

Midwifery Advisor 
Funding & Planning  

 

   
DATE 9 November 2015  Memorandum   

SUBJECT PROPOSED PRIMARY BIRTH UNIT    
 
 
1. SUMMARY 
 
1.1 Purpose 
 
The purpose of this report is to provide CPHAC with updated information about the proposed 
primary birthing unit for Palmerston North. 
 
1.2 Executive Summary 
 
The company that established the Bethlehem Birthing Unit in Tauranga has announced through 
a press release its intention to set up a primary birthing unit in Palmerston North.  
 
This is a private development, but the developers recognise the importance of relationships to 
their success and so have had a number of conversations with DHB staff and other stakeholders 
(eg, Iwi). 
 
The developers were encouraged to communicate with Lead Maternity Carers in advance of the 
press release, and did so by circulating a statement. 
 
As previously advised to the Committee, at this stage the DHB has made no commitment to fund 
the new service. However, in general the DHB is supportive of the concept of a primary birthing 
service, and it would like to be able to fund the service in future.  The DHB will consider a 
proposal from the provider at a future stage. 
 
The new centre is understood to be planning a 2017 start. 

 
1.3  Recommendation 
 
It is recommended: 
 
  that this report be received 
 
 
 
 
 
 
Cheryl Benn 
Midwifery Advisor 
Funding & Planning 
 

 

273



 
2. BACKGROUND 
 
A feasibility study on the establishment of a primary birthing service in Palmerston North was 
commissioned by MidCentral DHB in 2014.  This report found support and benefit for such a 
service and considered a number of options for how the service might be configured. A further 
business case was to be developed by December 2014 considering affordability and procurement 
issues. This report has been postponed by 12 months.   
 
In the interim, the company that set up the Bethlehem Birthing Unit in Tauranga has 
announced its intention to set up a similar unit in Palmerston North. Members of the Bethlehem 
team have visited the district on a number of occasions and have met with the Funding and 
Planning Team, the Midwifery Advisor, the Clinical Director of Maternity Services and various 
other local stakeholders.  
 
In mid-October the CEO came to Palmerston North to meet with local Iwi. At this stage the 
Midwifery Advisor urged them to engage with Lead Maternity Carers (LMCs) in the district 
before the press release to ensure their announcement did not come as a surprise to a group of 
maternity service providers who would be key in encouraging low risk women to birth in the 
unit. An announcement was provided and circulated to the LMC midwives in the MidCentral 
district (see attachment 1). 
 
2. DHB SUPPORT 
 
It must be stressed that the proposed birthing centre is a private development and does not 
require DHB approval to proceed. The organisation behind the Birthing Unit has clearly stated 
that the development is not contingent on DHB approval or financial support, but recognises the 
importance of good relationships for success. If established on a private basis and without a 
DHB contract, the service would receive some funding from the Ministry of Health and Section 
88 fees but would otherwise be supported by the owners.   
 
If the provider had a DHB contract, it would provide funding through ‘labour and birth’ facility 
fees and possibly ‘postnatal stays’, both of which are nationally defined purchase units.  Funding 
levels could potentially be significant depending on activity levels. 
 
The provider has not formally applied for DHB support in any way. 
 
On the back of the 2014 feasibility study, the DHB is supportive of the concept of a primary 
birthing service and would like to be able to fund such a service in future.  With this in mind, the 
key messages to the new provider from Funding and Planning have been as follows: 
 

 Clinical linkages are critical – this means the active support of the Women’s Health team 
and of LMCs in particular are crucial. 

 Maori engagement is also important – there are no benefits to be gained from a primary 
maternity service looking after primarily non-Maori women who are already well served. 

 
The DHB has been explicit that at this time it makes NO commitment to funding the new 
service, either for capital or operating costs, but it has expressed a willingness to consider a 
proposal from the provider.  The anticipated start date is understood to be 2017.  It is our 
expectation that over the next 12 months we will have discussions with the provider with a view 
to having a fundable service.  This provider has experience developing a primary birthing unit in 
Tauranga and followed a similar pathway with Bay of Plenty DHB.  We have been in contact 
with Bay of Plenty DHB already and will further liaise with them as things progress.   
 
This provider is understood to also be in discussion with at least one other DHB about a similar 
development.  
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ATTACHMENT 1. 
 
Announcement to the Central College of Midwives  
  
It is with much delight that Birthing Centre Ltd is able to announce to the Central College of Midwives the 
start of construction of our newest Primary Birthing Centre on Ruahine Street PN, giving expectant 
mothers in November 2016 the long awaited option of a birthing centre. 

  
Public announcement will be made by Birthing Centre Ltd on 22/23  October 2015 via media 
release of the new purpose-built 12-suite birthing centre “Te Papaioea  Birthing Centre”. 
  
Birthing Centre Ltd will meet local LMC groups and stakeholders in the coming months, and will plan with 
interested parties representation on a Local Advisory Group to meet regularly prior to opening. 

  
The privately owned and operated primary birthing facility is for women having natural, low risk births and 
will be free to all those eligible for free care in NZ hospitals. 
The centre will support women from labour until they take their baby home, with a complete post-natal 
experience including support with breastfeeding, and baby cares. 
The centre will occupy the upper level of a new building opposite the hospital. The remaining space in the 
building may be leased to midwives, other stakeholders, and other health providers to create a hub of 
services that support mums, babies, and their families.  Expressions of interest will be taken after the 
media release on Thursday. 
  
Every mother at Te Papaioea Birthing Centre will have her own room, in which she will give birth and also 
receive post-natal care, staying up to three nights after the birth. Each room will include a queen bed, an 
ensuite including bath that can be used as a birthing pool, and smart TV capable of Skype. 
Fathers can also be comfortably accommodated on the first night after birth. 
  
We are committed to giving our best care to all mothers and babies and follow clinical guidelines and best 
practises. The new centre will be run according to our values of commitment, respect, enthusiasm, 
diversity, integrity and trust. Every mother will be treated with respect and the birthing centre will be a 
place of integrity and trust to promote honest open communication and actions. 
  
We welcome anyone interested in coming to look around our services in Tauranga and look forward to 
meeting with the Central College of Midwives Group. 

  
Kindest Regards 
  
Chloe and Nicky 
  
Founder / Chief Executive 
Bethlehem Birthing Centre 
M: 0274080191 
E:  nicky@birthingcentre.co.nz 
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MidCentral District Health Board 
PO Box 2056 
Palmerston North 

File Ref: Phone 
Fax 

+64 (6) 350 8626 
+64 (6) 350 8926 

 

TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Interim Portfolio Manager, 

Primary Health Care 
 

   
DATE 3 November 2015  Memorandum   

SUBJECT GENERAL CRITERIA USED BY THE 
REGIONAL FEES REVIEW 
COMMITTEE FOR GP FEE INCREASES 

  

 
1. SUMMARY 
 
1.1 Purpose 
 
This paper provides the Committee with information on the criteria used when the central 
region’s Regional Fees Review Committee considers whether or not a proposed general 
practice fee increase is reasonable. 
 
This paper is in response to a Committee request for more information arising from 
discussions in the October Committee meeting and is for information only. 
 
1.2 Executive summary 
 
The process around general practice fees reviews is robust and has been agreed as part of 
national PHO Service Agreement Amendment Protocol (PSAAP) deliberations. 
 
The process takes into consideration a wide variety of factors in determining whether or not 
to recommend to PHOs and DHBs that a proposed fee increase is either warranted or not, 
including sustainability or viability of the practice, a change in mix of services and fees, 
practice fees in a range of comparable practices in the locality, measures of general inflation, 
and the expected impact of these factors on the level of standard General Practitioner 
consultation fees. 
 
1.3 Recommendation 
 
It is recommended: 
 
  that this report be received 
 
 
 
 
 
 
 
Andrew Orange 
Interim Portfolio Manager, Primary Health Care 
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2. BACKGROUND 
 
At its October meeting, the Committee was advised of the outcome of a general practice fees 
review undertaken by the central region’s Regional Fees Review Committee.  Ensuing 
discussion and explanation of the process involved, culminated in a request from a 
Committee Member for information relating to the general criteria used by the Regional Fees 
Review Committee in assessing each proposed fee increase. 
 
It was agreed that this information would be provided to the Committee at its next meeting. 
 
 
3. REGIONAL FEES REVIEW COMMITTEES 
 
The establishment of Regional Fees Review Committees is a requirement of the PHO 
Services Agreement, which is the contractual agreement for services between DHBs and 
PHOs.  The PHO Services Agreement and the fees review process are developed by the PHO 
Services Agreement Amendment Protocol (PSAAP) Group, being a group comprising 
representatives of PHOs, DHBs, general practice, and the Ministry of Health. 
 
Each of the four DHB regions has a Fees Review Committee; Central TAS manages the fees 
review process on behalf of Central Region DHBs. 
 
3.1 Role 
 
The role of each Regional Fees Review Committee is to make a recommendation as to 
whether increases to standard General Practitioner consultation fees that are formally 
referred to it under the PHO Agreement are fair and reasonable to patients and providers. 
 
In formulating its recommendation, the Regional Fees Review Committee takes into account 
the fees charged by contracted providers and other PHOs, the need to ensure the viability 
and sustainability of the health provider that is the subject of the fee review, and any other 
evidence provided by either the DHB or PHO to support the fee levels. 
 
3.2 Objectives and Principles 
 
The objectives of the fees review process are to: 
 

 Ensure the sustainability and viability of first level General Practice and other 
primary health care services with providers retaining the right to set their own fees; 
and 

 Allow DHBs certainty that the increased funding continues to be reflected in low or 
reduced costs that are fair and reasonable to patients and providers. 

 
The fees review process operates in accordance with the following principles: 
 

 Objective, so that all parties can see that recommendations are based on clear, 
explicit and straightforward procedural rules and terms of reference; 

 Consistent, with the procedural rules and terms of reference applied in the same way 
in all parts of the country and over time; and 

 Timely, so that PHOs and their Contracted Providers are able to manage changing 
costs to ensure sustainability of services. 

 
3.3 Committee Membership 
 
The membership of each Regional Fees Review Committee consists of a pool of at least six 
persons (three of whom will sit on a convened Committee) independent of DHBs, PHOs and 
providers, selected for their expertise in the business of general practice and accounting/ 
business management.  
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3.4 Process 
 
Where a fees increase is referred to a Regional Fees Review Committee, the relevant PHO 
must prepare and present written evidence, including relevant financial material, within two 
weeks of the fee increase being notified to a Regional Fees Review Committee for its 
consideration.  The Regional Fees Review Committee will consider whether the evidence 
supports the level of fee increase. 
 
Regional Fees Review Committees consider any of the following matters (as relevant) when 
considering whether a proposed fees increase is reasonable: 
 

(a) Evidence that the sustainability or viability of the practice is at risk;  
(b) Evidence of unusual cost increases;  
(c) Evidence of changes in utilisation rates;  
(d) Evidence of change in mix of services and fees;  
(e) Evidence of plans to invest in the business in a way that will advance the ends of the 

Primary Health Care Strategy;  
(f) Evidence about how the provider’s health workers’ income relates to income of 

other health workers in the region;  
(g) Practice fees in a range of comparable practices in the locality;  
(h) Measures of general inflation;  
(i) Measures of the cost of health-related labour as identified in the labour cost index;  
(j) The level of the adjustment of Government funding to maintain its value;  
(k) Any other national factors that, given efficient practice behaviour, could lead to 

increases or reductions in costs over the next year (including for example legislative 
or tax changes, increased or reduced compliance costs, etc);  

(l) The expected impact of these factors on the level of standard General Practitioner 
consultation fees;  

(m) The statements of levels of reasonable standard General Practitioner consultation 
fees increases determined by the independent body under clause 3.9 of Part A of 
Schedule F4 and notified under clause 3.8 of Part A of Schedule F4 (which will have 
taken into account the matters specified in paragraphs (h) to (l) above); and  

(n) Other relevant matters. 
 
 
4. CONCLUSION 
 
There is a well documented process guiding general practice fees reviews.  The process takes 
into consideration a wide variety of factors in determining whether or not to recommend to 
PHOs and DHBs that a proposed fee increase is either warranted or not. 
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TO Community and Public Health Advisory 
Committee 

 

 

   
FROM Acting General Manager 

Funding and Planning  
 

   
DATE 6 November 2015   Memorandum   

SUBJECT FUNDING & PLANNING OPERATING 
REPORT (RESULTS FOR SEPTEMBER 
& OCTOBER) 

  

 
 
1.  SUMMARY 
 
1.1  Purpose 
 
This report is for the CPHAC’s information and discussion. Its main purpose is to provide an 
update on the activities of Planning & Funding for September and October 2015.  No 
decision is required.  
 
1.2 Executive Summary 
 
The Health of Older Persons’ portfolio reports activities relating to national strategy 
development and stakeholder group meetings, while also reporting on local collaborative 
work in the Horowhenua and continued good performance against audit from aged 
residential care facilities. 
 
Māori Health activity includes building and maintaining relationships with Māori Health 
providers, while the Mental Health portfolio reports on national activity around suicide 
prevention, and provides further detail on Alcohol and Other Drug providers and 
relationships, as requested by the Committee at its last meeting. 
 
The Primary Care portfolio provides brief updates on progress with the implementation of 
the Quality Standards for Diabetes Care, diagnostic imaging services at Feilding IFHC, 
operationalisation of the Tobacco Control Plan, and plans to use MidCentral’s share of the 
national pharmacy patient-centric funding allocation. 
 
Finally, the Child and Youth Health portfolio overviews the Childhood Obesity Plan released 
in October this year. 
 
1.3 Recommendation 
 
It is recommended: 
 
  that this report be received 
 
 
 
 
 
 
Craig Johnston 
Acting General Manager, Funding and Planning 
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2. RESPONSES TO COMMITTEE AND BOARD REQUESTS 

Reference Matter Achieved Comment 

88 
Clarification re AOD 
providers and 
relationships 

Y 
This information is provided in Section 
3.3.2 of this report. 

89 
Copy of review of 
regional AOD services 

Y 

The AOD Residential Review Project – 
Service Model Report is attached at the 
conclusion of this report. 

The Proposal for Local AOD Service 
Development (in alignment with the 
Regional Alcohol & Other Drug 
Residential Service Review) is attached at 
the conclusion of this report. 

 
 
3.  LOCAL MATTERS 
 
3.1  Health of Older Person 
 
3.1.1 In-between Travel Bill Passes First Reading 
   
The Home and Community Support (Payment for Travel Between Clients) Settlement Bill 
has passed its first reading and has been referred to the Health Committee for consideration. 
The Bill sets in place an enduring, affordable, and sustainable framework to remedy the in-
between travel issue between Crown funded employers and their employees.  It represents an 
important milestone in recognising the work of people who provide care and support to 
assist older adults and disabled New Zealanders to stay living in their own homes. 
  
This resolves a long standing industry issue, and sets out a roadmap for ensuring there 
continues to be a skilled workforce available to support people to live in their homes longer. 
The Bill resolves a claim filed in the Employment Relations Authority; it will implement a 
settlement agreement between support workers, service providers, unions, DHBs and the 
Crown. The settlement agreement also sets out an agreed process for investigating 
transitioning this workforce towards a more regularised employment model.  
 
3.1.2 National Health Strategy Refresh  
 
Senior and clinical DHB staff across the region came together in October to contribute to the 
Ministry’s national work on the health strategy refresh, specifically the older persons section.  
The overarching outcomes relate to improved health and equity for all populations, better 
experience of care and more sustainable use of resources.  Falling out of this are several key 
areas which include healthy aging and independence, people living well with simple or stable 
long term conditions, people with complex care needs are supported to live well, a focus on 
rehabilitation and recovery from acute episodes and respectful end of life.   
 
The Health of Older Person (HOP) Strategy will be the first strategy to sit under the new New 
Zealand Health Strategy (NZHS).  As a subordinate strategy, it will align with the NZHS.  We 
expect to have a first draft at the end of the first quarter in 2016.  
 
3.1.3 District Council Positive Ageing Action Plans 
 
Work continues with Horowhenua District Council on the development of a positive ageing 
action plan.  The Council is dedicated to ensuring that their ‘senior’s population’ have the 
resources they need to live a satisfying and healthy lifestyle.  
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Living actively in communities contributes wider to the health of older people.  Transport, 
housing and social isolation are all examples of work being completed collaboratively to 
improve on existing services.  
 
3.1.4 Dementia Stakeholder Groups 
 
The national dementia stakeholder workshop to inform national best practice was held in 
October. Literature supports home-like and family type clusters of cohabitation as the best 
for people with dementia. Understanding the New Zealand flavour is key to balancing 
international best evidence with consumer expectation and commercial 
affordability/viability within New Zealand.  The project is due for completion in April 2016 
and will provide DHBs and Providers with a common and agreed set of principles to drive 
dementia design.  
 
3.1.5 Aged Residential Care Overview 
 
A further affirming shift is evident in the work being completed by aged residential care 
(ARC) providers in the delivery of good care to DHB consumers.  Previously the DHB has 
reported on internal awards that Providers in this district have achieved comparative to their 
sister organisations in other parts of New Zealand.  This continues to occur.  
 
Corrective actions (CARs) have continued to be low in number with an increase of 
Continuous Improvement (CI) allocations via the audit processes.  This CI coding 
demonstrates good practice over and above the sectors minimum expectations. Specifically, 
ARC have achieved continuous improvements in quality systems, infection control, dementia 
services and more recently in a falls aware programme influenced by the DHB Falls Group.  
The auditors found the facility had reduced falls by 67 percent year to date. Of 142 corrective 
actions for the district last year, only one was related to infection control.  This work is 
outstanding.  
  
3.2  Maori Health 
 
3.2.1 Te Mana Kuratahi 2015 o Rangitāne  
 
Te Mana Kuratahi in conjunction with Te Kura Kaupapa Māori o Manawatū hosted this 
year’s National Primary Schools Kapa Haka competition in November 2015. There were 47 
teams representing the best kapa haka of Primary and Intermediate schools throughout the 
country. MidCentralDHB was one of the Gold sponsors for this event, and aided the event by 
providing a stall on Te Ohu Auahi Mutunga / Smoking Cessation with He Puna Hauora and 
Best Care Whakapai Hauora providing staff to inform and advise whanau who attended the 
conference. 
 
3.2.2 CEO visits to Iwi/Maori Providers 
 
MidCentral DHB CEO, Director of Maori Health & Disabilities and the Maori Health Adviser 
have made visits to Best Care Whakapai Hauora and Te Runanga o Raukawa to gain a sense 
of how each are delivering health services to whānau.  Further visits to Muaupoko Tribal Inc 
and Ngati Kahungunu are being planned for the New Year 2016. 
 
3.2.3 Raukawa Whanau Ora Services 
 
Over the last three years, Te Rūnanga O Raukawa has been engaged in planning and 
implementing a Whānau Ora service for the region and will begin the implementation phase. 
On the 30 October 2015, Te Runanga O Raukawa officially launched their new service and is 
now known as Raukawa Whānau Ora Services.  The launch and celebration took place at 
Tūkōrehe Marae in Levin with MDHB, CPHO and many dignitaries from different sectors in 
attendance at the event. 
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3.3 Mental Health and Addictions  
 
3.3.1 Suicide Prevention Workshop  
 
Last month the Ministry of Health held a two day workshop 12-13 October regarding each 
DHB’s response initiatives to suicide prevention. Minister Coleman provided high level 
expectations and reiterated that the health sector could not undertake these tasks alone. As 
reported earlier this year, the DHB undertook a process in developing a community Suicide 
Prevention Action Plan which was approved by the Ministry of Health in September this 
year. Embedded in the Plan are the demonstrable suicide prevention approaches, training 
and postvention initiatives in our community, with other sectors such as education, schools, 
workplaces, sports clubs, CYFS and Ministry of Social Development.  
 
To further support these approaches a governance group will be established to oversee the 
implementation of the Plan. Most other DHBs have established governance groups at CEO 
level from various sectors.  
 
3.3.2 Query September CPHAC: Clarification re AOD providers and 
 relationships  
 
MidCentral DHB has identified a potential service model that builds on existing 
relationships and partnerships between providers across the whole continuum of care.  This 
model of approach proposal was provided to CPHAC last month. The NGO forum held in 
August this year recommended key principles of care that  endorse a locally designed model 
alongside the regional residential service based at Capital & Coast DHB, Hawkes Bay DHB 
and Auckland DHB. Whatever the model of service design, stakeholders agreed the local 
model should be simple and fit well alongside the regional residential services. The 
MidCentral proposal provides a framework for implementation of service model of care, 
identifiable layers of care and the opportunity to develop more improved client pathways.  
The Alcohol and Drug providers have agreed a partnership approach is required across the 
continuum and broader than health services.  
 
Table 1: MidCentral DHB current AOD related Services 
 

Brief service description Service Provider FTE 
Community Child, Adolescent & Youth Services for                      
co-existing problems (Non Clinical) 

Best Care (Whakapai 
Hauora) Charitable Trust 1 

Kaupapa Māori Community Clinical Support (Non Clinical) 
Best Care (Whakapai 
Hauora) Charitable Trust 4  

AoD Services for Community Based Offenders  Mana O Te Tangata Trust 0.5 

Day Activity & Living Skills - Peer Support Mana O Te Tangata Trust 2.75 

Peer Support Child and Youth Mana O Te Tangata Trust 1 

Peer Support Service for Adults 

Activity Based Recovery Support Service - Cultural Peer 
support 

Mana O Te Tangata Trust 2.5 

AoD Services for Community Based Offenders (Clinical)  MASH Trust  1.5 

Alcohol & Other Drug Community Support Service                      
(Non Clinical) MASH Trust  1 

Alcohol & Other Drug Community Support Service                 
(Nursing & Allied Health) MASH Trust  2.5 

Alcohol & Other Drug Day Treatment Programme -                
Nursing & Allied Health staff MASH Trust  2 

Co-existing disorders with accommodation MASH Trust  6 Beds 

Alcohol & Other Drug Community Support Service                     
(Non Clinical) 

Rangitane O Tamaki Nui-
a-Rua 1.04 
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AoD Services for Community Based Offenders  
Rangitane O Tamaki Nui-
a-Rua 0.5 

Kaupapa Māori Community Clinical Support (Non Clinical) 
Rangitane O Tamaki Nui-
a-Rua 2 

AoD Services for Community Based Offenders  Te Runanga O Raukawa 1 

Early Intervention & Other Drug Services Child Adolescent 
Youth (Clinical) Whaioro Trust  1 

Child Adolescent and Youth AOD Community Services (part 
of Social Service Sector Trial) Whaioro Trust  1 

Early Intervention & Other Drug Services Adults                         
(Non Clinical) 

Youth One Stop Shop 
(includes GP services) 1 

 Total FTE  26.3  

 
3.4 Primary Health 
 
3.4.1 Quality Standards for Diabetes Care implementation 
 
The Ministry of Health published the Quality Standards for Diabetes Care in late 2014.  
Twenty standards are identified that enable provision of quality care for people with 
diabetes, grouped into five areas: 
 

 Basic care, self-management and education 
 Management of diabetes and cardiovascular risk 
 Management of diabetes complications 
 While in hospital... 
 Special groups 

 
MidCentral DHB’s Diabetes Leadership Group (DLG) is in the process of comparing current 
service provision with that as outlined in the Quality Standards for Diabetes Care.  Initial 
DLG thoughts are being complemented by a number of workshops of a wide variety of health 
providers, and the gathering of consumer input.  This work will inform future activity with 
regard to the delivery of services for people with diabetes. 
 
3.4.2 Feilding IFHC 
 
In line with Annual Plan initiatives, MidCentral DHB is working with Central PHO and 
Feilding IFHC to enable the provision of plain film and ultrasound diagnostic imaging 
services from the new site in Feilding, as part of services provided by the IFHC.  It is likely 
that the current community radiology contract with Central PHO will be extended to 
incorporate this new service. 
 
The major benefit of such a service is enhanced access for people of the Manawatu, though it 
is recognised that access to such services needs to be targeted to priority populations.  
Alignment with community referred radiology services access criteria used in Capital and 
Coast DHB is ideal, while the use of a contracting approach that encourages efficient use of 
resources is being explored. 
 
Construction work in Feilding continues at pace and the transformation of the buildings for 
their new life has reached the point where the new shape is recognisable.  MidCentral DHB 
continues to be involved in the project at a variety of levels, most recently by supporting 
negotiations between Medlab Central and the Feilding Health Group.    
 
3.4.3 Tobacco Control Plan 
 
Objective 12.1 in the district’s Tobacco Control Plan 2015-18 (TCP) reads, “Identify a tobacco 
control clinical leader for the MidCentral district.” 
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Dr Claire Hardie (Radiation Oncologist and Chair of the Cancer District Group) has agreed to 
be the initial clinical leader and has the support of senior medical personnel. 
 
At this stage, the role of tobacco control clinical leader is undefined.  However, initial 
thinking is that it would potentially include: 
 

 Chairing the MidCentral Tobacco Control Taskforce to monitor progress against the 
TCP.  The establishment of this taskforce is listed as Objective 12.2 in the TCP, but 
has not yet progressed.  Once established it is anticipated that this taskforce will meet 
quarterly to monitor progress against the TCP. 

 Providing clinical support and guidance for Central PHO, MidCentral Health, and 
MidCentral DHB governance, management, and clinical staff around tobacco control 

 Being a figurehead for tobacco control activities as outlined in the TCP, including 
providing information and quotes for media statements, articles, and the like. 

 
The role is not envisaged to be large, but it will need to be controlled to prevent it from 
becoming so and impacting on Dr Hardie’s clinical time.  The work plan for the role will be 
developed with and acceptable to Dr Hardie, and admin support for the role will be provided 
by Planning & Funding staff.  It is acknowledged that Dr Hardie’s clinical work needs to take 
precedence over this role. 
 
3.4.4 Community Pharmacy Patient-Centric Funding 
 
The extension to the Community Pharmacy Services Agreement that came into effect on July 
1st, 2015 included a one-off allocation of $750k nationally to support the implementation of 
patient-centric initiatives in community pharmacy.  MidCentral’s share of this fund is 
approximately $30k. 
 
MidCentral DHB and the MidCentral Community Pharmacy Group (MCPG) have agreed that 
MidCentral’s share of this fund should be used to enable community pharmacists to 
contribute towards the “Better Help for Smokers to Quit” health target, by providing: 
 

 Brief advice to smokers, and 
 For those smokers wanting to quit: 

o NRT initiation in the pharmacy, and 
o Referral to Te Ohu Auahi Mutunga (TOAM) smoking cessation service 

 
The project is conceptually acceptable to the Ministry of Health’s Health Targets team. 
 
Consequently, MCPG has been working with Central PHO to work through the requirements 
to enable the project to proceed.  Critical aspects include: 
 

 The development of a Memorandum of Understanding between Central PHO and 
MCPG to facilitate aligned and closer working relationships 

 The collection, collation, and provision to Central PHO, of data by MCPG in a form 
that will add value to Central PHO’s health target reporting 

 
This project signals a new role for community pharmacy locally and an expansion of Central 
PHO’s usual provider network.  It will provide an important template for how community 
pharmacists can, by acting as extensions of the general practice team, assist general practices 
and Central PHO to achieve desired outcomes for the enrolled population.  It widens access 
to support for smokers, requires connected-up care and as such, facilitates service 
integration. 
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3.5 Child & Youth Health  
 
3.5.1 Childhood Obesity Plan 
 
Minister Coleman released the Childhood Obesity Plan on 19 October 2015. The initiative 
aims to prevent and manage obesity in children and young people up to 18 years of age. The 
package is based on national and international evidence, including the World Health 
Organisation’s report on Ending Childhood Obesity.  
 
The Ministry also held a forum with members of the processed food and beverage industries 
and is working with government agencies including Sport NZ, the Ministry of Education, the 
Education Review Office, Health Promotion Agency and the Ministry for Primary Industries. 
The package has three focus areas, made up of 22 initiatives, which are either new or an 
expansion of existing initiatives. The focus areas and summary of initiatives are outlined 
below: 
 

1. Targeted interventions for those who are obese. 
 Childhood obesity health target – Before School Check (B4SC) referrals.  

A new health target will be implemented from 1 July 2016: “By December 2017, 
95 per cent of obese children identified in the B4SC programme will be referred to 
a health professional for clinical assessment and family based nutrition, activity 
and lifestyle interventions.”  

 Access to nutrition and physical activity programmes for families. 
Families referred through the B4SC programme will have improved access to 
nutrition and physical activity programmes, such as Active Families. 

 
2. Increased support for those at risk of becoming obese. 

 KiwiSport will have a greater focus on low participation groups 
 Clinical guidance for weight management in New Zealand children and young 

people 
 Guidance for healthy weight gain in pregnancy 
 Gestational diabetes guidelines rolled out 
 Referrals to Green Prescriptions for pregnant women (at risk of gestational 

diabetes) 
 

3. Broad approaches to make healthier choices easier for all New Zealanders. 
 There have been 15 broad population based approaches identified these include: 

Health Star Rating promotion, reviewing marketing and advertising to children, 
partnering with industry, providing information and resources for general public, 
developing a national media campaign, implementing Play.Sport, introducing 
physical activity guidelines for under 5s, expanding Sport in Education, Prime 
Minister’s Education Excellence Award, Teachers’ Professional Learning and 
Development, expanding Health Promoting Schools, Healthy Families NZ, DHB 
healthy food policies and eating and activity guidelines for adults.  

 
Whilst the above information has been released nationally, it is unclear at this time what the 
major implications of this work will be or if or any additional funding allocation is available 
to support it.  To date MidCentral has not been selected for any of the pilot activities.  The 
DHB has signalled in the 2015/16 annual plan our commitment to scope a reducing obesity 
initiative for children and this work will enable us to follow the Ministry of Health’s direction 
on this. 
 
B4SC data indicates MidCentral rates alongside five other DHB’s for extreme obesity rates 
for 4 year olds who have a B4SC.  Resources currently available for use by the B4SC team are 
the PHO Dietetics service, Sport Manawatu Actives Families contract (well utilised), General 
Practice Teams and the Paediatric department as required.   
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This new programme of work will give the DHB the opportunity to develop a Collaborative 
Clinical Pathway involving all key parties, which will support an integrated approach and 
direction forward.  This will align with the ongoing work that will be required to bring this 
programme to fruition. 
 
 
4.  ANNUAL PLAN: PROFILE OF INITIATIVE/S 
 
Given the many matters on the Committee’s agenda this meeting, the profile of an annual 
plan initiative has been held over to the February meeting. 
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Introduction 

Existing resource dedicated to AOD residential treatment beds within the Central Region has 

historically and continually been under-utilised, with utilisation averaging between 50-60% over 

previous years.  

A working group was established in June 2013 by Central TAS (shared service agency for Central 

Region) to review the service model in place.  This included a specialist group with a constituency 

that included Planning and Funding representatives, accredited clinicians, consumer advisory 

(including Māori and Pacific consumer advisory), and some NGO members.  Recognition was given 

that conflict of interest issues existed, including those of clinicians (not working in the NGO sector).  

All conflicts were addressed where possible.  

The major findings from working group discussions and questionnaires to clinicians and providers of 

services and focus groups with consumers are as follows: 

 Consumers, families and clinicians have consistently asked for more local options such as respite 

beds and for services to be less geographically isolated. 

 There is consensus agreement that both co-existing and peer support with AOD experience is 

important for the service user’s recovery and is not currently funded or available. 

 Failure of treatment in residential care is often due to co-existing mental health conditions 

which are not adequately treated, or insufficient community-based treatment prior to entry into 

the service.  

 High rates of relapse following discharge from residential care have commonly been linked to a 

lack of a seamless quality of treatment and support post discharge, particularly in cases where 

residential treatment is out of the domicile region. 

 Whānau Ora care has been difficult to achieve within a residential care pathway and remains 

challenging due to geographical restrictions.  Services need to be responsive to Māori and 

Pasifika.   

A new service model of care was produced by the working group and presented to the Mental 

Health and Addictions Network (MHAN) in May 2014 for consideration.  The model proposes to 

stage levels of care to reduce waste of resource and enhance care pathways.  

It was then recommended that further feedback on the model be sought from Central Region DHBs.  

This was summarised and tabled at the August 2015 MHAN meeting.  

This report is shaped on the ‘conversation’ held with the Central Region, through the process of the 

review (Section 1), and through the discussions held on the resulting proposed model of care 

presented to all relevant stakeholders for the Central Region. 
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Section 1 – Background to development of the model 

Purpose 

The objective for the review was to develop a comprehensive service model for addiction services 

across the Central Region (including residential, respite and withdrawal services).  This included a 

review of residential services in accordance with overall treatment service provision for AOD and to 

develop a service model.  The service model needed to fit with existing respite, withdrawal and 

wider community services to enhance seamless pathways of care for consumers with meaningful 

stages of support. 

Strategic context 

Strategic direction of the model is guided by the current review of the NZ Health Strategy, the 

Alcoholism and Drug Addiction Act 1966 (proposed Bill due October 2015, MoH), Blueprint II, and 

the mental health Service Development Plan – Rising to the Challenge (RTTC).  Concurrently, the 

Ministry has highlighted the intention to devolve Withdrawal Management (methamphetamine) 

funding to DHBs to manage withdrawal management locally in the wider AOD setting, and with a 

proposed regional model to be agreed with the Ministry in September 2015. 

The Alcoholism and Drug Addiction (ADA) Act Review 

The new ADA Act will change considerably from the current 1969 Act, and will effect change for 

capacity and potential length of treatment.  This new proposed model of care has to be able to 

accommodate the provisions of the revised/new ADA Act currently going through legislative 

processes in Parliament.  It is understood that this new Act will be similar in many respects to the 

Mental Health equivalent (particularly regarding human and consumer rights), and will focus more 

on clients’ capacity to change and make decisions on achieving/maintaining abstinence and sobriety.  

It is anticipated that the proposal for legislation will be going to Cabinet in August.  The Bill will then 

be introduced in the House and referred to Select Committee. The Ministry is planning for 

commencement from either of two possible dates – 1 July 2016 or 1 December 2016 (Meeting with 

MOH 28 July 2015 – P Kennerly).    

Blueprint II (2012) 

This document presented a ten year strategy for Government.  Blueprint II recognised that the 

Government is focused on developing a better-performing public sector.  There is an expectation 

that the health sector would become more innovative, efficient and focused on delivering what New 

Zealanders really want and expect.  At the same time, public services would need to have a sharper 

focus on costs and ensure value for money. 

Rising to the Challenge (RTTC) 

RTTC is a service development plan for mental health and addiction treatment services and 

operationalises Blueprint II through set direction for 2012-2017.  Primarily, it is about using our 

resources more effectively and articulates Government expectations about the changes needed to 
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build on and enhance the gains made in the delivery of mental health and addiction services in 

recent years.    

It is also about system-wide change to make service provision more consistent across the country 

and to improve outcomes both for people who use primary and specialist services as well as their 

families and whānau.  The model responds to this strategy in particular by using a model of care 

approach and enhancing service integration across the community to intensive residential spectrum.   

Review of the New Zealand Health Strategy 

Consideration should also include the work currently underway to revise the New Zealand Health 

Strategy from a funding and capacity and capability perspective.  It is expected that the Ministry, 

DHBs and the sector will be informed on the implementation of  this review prior to December 2015. 

Additional factors 

Withdrawal management funding devolvement by region 

The Ministry would like to explore within the sector the devolution of this funding and the 

development of an integrated system for withdrawal management for the Central Region DHBs with 

effect from 1 July 2016 (negotiable for Central Region).   The new ADA Act will pose challenges for 

the withdrawal management system and it is important that this is considered in the wider context 

of addiction treatment services.  

Nationally, there is $846,800 (GST excluded) per annum available for devolution ($296,000 for 

Central Region).  Feedback received is that we are well advanced nationally with progress of our 

model of care for AOD treatment.  This progress stems from recent work on the AOD residential 

review and modelling with Tom Flewett and the working group, along with the regional road show 

supported by Portfolio Managers across the six DHBs in the Central Region. 

National Service Framework (NSF) 

It is important to note that expectations expressed at Tier 2 level of the specifications for Addictions 

include principals that are captured also in the proposed model of care.  These include: 

 Supporting recovery. 

 Acknowledge and address co-existing problems. 

 Inclusiveness of family and whānau.  

 A continuum from harm reduction to abstinence. 

 Integrated care, collaboration, engagement and access. 

 Treatment options for young people and their families.  

 Offering choice.  

 Treatment must adequately address people’s needs, not just their addiction. 

 Continuing care services.  

292



 

 

 

 Co-ordinated by: 
     Page 7 of 26 

 
       

 Ability to re-engage with services. 

The current Nationwide Services Framework contains a number of individual service specifications at 

Tier 3 that apply to the AOD treatment pathway and also the existing proposed model.  These are all 

identified as needing review at a national level (MOH meeting P Kennerly, July 2015). 

Current Addiction Treatment Services specifications include (among others): 

 Alcohol and Other Drug Community Support Services. 

 Alcohol and Other Drug Acute Package of Care. 

 Alcohol and Other Drug Day Treatment Programme. 

 Early Intervention Alcohol and Other Drug Service. 

 Intensive Alcohol and Other Drug Service with Accommodation. 

 Managed Withdrawal Home/Community. 

 Managed Withdrawal Inpatient Service. 

Methodology 

The review of the model of service delivery was initiated by the establishment of a Central Region 

working group.  The working group was a specialist group and all attempts were made to ensure fair 

representation where possible (by DHB, appropriate skill base, including cultural and consumer 

focused), and tasked specifically to consider an improvement on the service model.  Representation 

from all NGOs was difficult to facilitate within the NGO sector, so wider consultation was conducted 

by the Regional Portfolio Manager, Central TAS and the Chair of the working group.  This 

consultation included public forums and meetings with NGOs where identified.  

A stocktake of existing residential services (adult), which informed the review, included regionally 

funded services but not locally funded ones (see Table 1. below).  This includes beds with Nova, 

Odyssey, Springhill and The Bridge.  Youth AOD was excluded in recognition of the needs of youth 

being very different from the needs of adults.  The level of youth expertise required was beyond that 

of the adult review working group.  

Table 1 Level of service funded for Central Region 

 

Provider
Location of 

service facility
Service Description

Volume Vol type

Central Health - Te Waireka Hawkes Bay Child and Youth Community Alcohol and Drug Residential Services 13.0 beds

Spring Hill Hawkes Bay Residential Treatment – Alcohol and Drug Service Central Region (12 Beds) 12.0 beds

Nova Trust Board Christchurch Intensive and other drug services with accomodation 11.4 beds

Odyssey House Trust Auckland Residential Alcohol and other Drug beddays (Adult) 7.6 beds

Odyssey House Trust Auckland Residential Alcohol and other Drug beddays (Children) 0.4 beds

The Salvation Army (Wellington Bridge) Upper Hutt Alcohol and other drug day treatment programme - Upper Hutt 1 FTE

The Salvation Army (Wellington Bridge) Wellington Alcohol and other drug day treatment programme - Wellington 4.3 FTE

The Salvation Army (Wellington Bridge) Wellington Intensive AOD Service with Accomodation -Adult 20 beds

The Salvation Army (Wellington Bridge) Wellington Intensive AOD Service with Accomodation -Parent & Child 2 beds

The Salvation Army (Wellington Bridge) Wellington Mental Health support fund 1 Fund
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The intention to review the current care model required good evidence-based research in 

recognition of past and existing service culture, where the history of service provision may be 

challenging to summarise in the context of what is ‘good practice’.  This included the fact that much 

of what existed in terms of good service based practice was mostly anecdotal from individual and 

shared experience.  A literature review assisted in guiding this by highlighting that with a relatively 

equal level of resource input, equal outcomes are achievable, regardless of whether the treatment 

was ‘residential’ or ‘community’ based.  

The working group considered six specific but variable consumer scenarios, using people with 

differing needs to highlight current consumer challenges found amongst Central Region clients.  This 

gave rise to consistent themes on what effective levels of treatment would be, within current 

resource, and what an idealised type of treatment would be for the six scenarios via a green fields 

approach.  This process assisted significantly in developing a service model.  

Consumer feedback was gathered from separate sessions held with consumer groups within each 

DHB region.  These sessions included those consumers currently or recently in recovery and with 

experience of treatment services from community to residential.  Each group had an approximate 

participant range of between 8-10 participants and up to 35-40 participants.  Consumers that 

participated also included service users of the Central Region funded services. 

Family/whānau sessions were not held due to a restriction on resourcing and time.  Evidence was 

gathered and based on previous information available from DHBs or which had been undertaken by 

consumer representatives who held such information relating to these groups.  

In terms of Māori participation and input, the working group included an expert consumer advisor 

for Māori and AOD recovery.  Additionally, each of the six funder DHBs have individual iwi 

relationship constructs in place.  It is expected that each DHB will be basing their response to this 

model (and future proposed service changes) in conjunction with the respective arrangements with 

their Māori and Iwi stakeholder entities.  The intention to run the sessions within each DHB region 

was to seek feedback from all stakeholders inclusively. 

Working group summary of findings 

The core rationale of the review was to reduce waste of resource, based on low utilisation of 

residential beds, and to enhance treatment outcomes.  Consideration of why utilisation of 

residential beds was remaining low included possibility of location of services (beds) geographically 

distant, level of community service provision being adequate and possible need for residential 

treatment in relation to this provision being lessened.  Some examples also included the need to 

detox prior to transfer to residential treatment and some pressure on availability of detox 

beds/facilities.  

Other challenges included approaches required for treating co-existing problems, relapse issues and 

challenges with treatment outside of area of domicile. 

 Co-existing problems (CEP) is an important aspect in recognising that AOD clients more often 

than not require successful treatment for co-existing issues.  We are mindful of what the 

requirements might be for patients with co-existing problems attending residential treatment.  

294



 

 

 

 Co-ordinated by: 
     Page 9 of 26 

 
       

Moderate to severe addiction disorders, with mild to moderate mental illness issues, are 

considered in scope.  However where greater severity of mental health issues occur, then more 

formal service treatment/support would be required. 

 Peer support is an important aspect for clients with addiction problems and currently remains a 

challenge in seeking effective provision.  We need to incorporate this wherever possible. 

 Whānau ora services operate better, particularly from a whānau inclusive approach, when they 

are not geographically isolating.  However, some individuals also may show clear preference to 

receive treatment away from DHB of domicile.  Overall significant challenges remain in providing 

services that are culturally responsive.  A whānau inclusive approach will be a key aspect of 

service, and will need to be defined appropriately by service level and location.  

 Varying models of treatment exist, including a differential in types of treatment by existing 

providers.  This creates challenges in achieving consistent treatment modalities and outcomes 

across the region. 

 Literature review summary of findings show there is no good research that states that 

residential treatment is better than community treatment (that is, outcomes achieved are 

generically the same).  Strong anecdotal evidence states that residential treatment is good and 

sometimes lifesaving.  However there is some indication that given equal resourcing, 

community-based treatment can produce outcomes equally as well as inpatient/residential 

settings.  

Proposed model 

The working group’s model of treatment and pathways for adult consumers into and from 

residential addiction services includes: 

 a greater focus on respite care  

 capacity to treat co-existing mental disorders  

 development of addiction peer support services 

 capacity to manage the proposed provisions of the new Alcohol and Drug Act.   
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Diagram 1 – AOD Treatment Pathway 
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Section 2 – Feedback on model from the central region  

Peer support and whānau ora  

Peer support and whānau ora are the key supporting aspects of this model, particularly with peer 

support at community, respite and residential level.  Whānau ora care needs to be part of the 

culture of service delivery and inherently throughout the model.  The value of people’s lived 

experience was acknowledged and celebrated on aspects of whānau inclusion.  It was widely agreed 

that whānau ora needed to be defined for each stage of the service model and considered in context 

of whānau inclusion and holistic approaches to treating individuals by including their wider whānau, 

which should include the recovery whānau. Peer support should also be included throughout the 

stages of the model, particularly in the community/home settings and respite/residential. 

Co-existing problems  

Discussions held with residential providers estimate that anecdotally, approximately 70-80% of 

clients at a residential service level would have co-existing AOD and MH problems.  PTSD, anxiety 

and depression are the three major co-existing MH problems that most frequently occur with 

addiction.  

Community treatment/support interventions 

Community service delivery, whether it be DHB, NGO and/or primary care based, with clear lines of 

clinical responsibility across respite and residential services, is key to this model and approach. This 

ensures the level of quality and consistency of care with the respective community service remains 

intact and part of the overall care continuum.  

Several tangata whaiora praised the range and quality of community treatment/services available in 

Whanganui and surrounding region.  In addition, Lower Hutt, Napier and Palmerston North have 

community-based addiction (and MH) treatment/support models.  

Potential remains to review community based services to ensure continuity of care through 

improved clinical competencies, targeted service delivery and defined outcomes. 

Respite and social withdrawal 

Respite can (and does in Wairarapa, for example) include social detox/withdrawal.  It is expected 

that respite will be flexible by region and include potential packages of care/home based support.  It 

is suggested that for a respite bed arrangement, length of stay could vary from 1-3 days to periods 

up to 1-2 weeks, depending on specific need and type of respite options developed.  In this model, 

the community clinicians will be required to maintain clinical responsibility, including oversight of a 

client into, during and out of respite care.  

Respite should follow hospital withdrawal and precede intensive residential treatment.  This 

acknowledges the period needed for social/physical withdrawal prior to intensive treatment at a 

residential level. 

Examples of the referral to respite discussed at seminars may include a client has identified that 
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their husband has come to the end of his tether, or having a crisis; or a client has all triggers lined up 

in a row and needs to be in respite care over the weekend because there is an expectation of a 

relapse.  This is similar to mental health respite currently.  

Step up and step down  

Facilities for step down and step up need to be identified and established.  It is recognised that 

stabilisation does not occur in a community setting alone. 

It was proposed that after assessment there is a period of community treatment for stabilisation, 

further assessment and then further consideration of the level of treatment required.  

Intensive residential treatment 

Residential treatment may not be for as long as current average lengths of stay and will be specific 

periods for specific treatment needs.  Concern was expressed (by tangata whaiora) about rumoured 

curtailment of length of stay in residential under this new model.  It was explained that this model 

proposes shifting towards treatment modalities (including length of stay) that are appropriate to 

meet individual tangata whaiora needs rather than those of service providers’ models and systems. 

Length of stay in each phase of the model should remain as guided by clinicians within the six DHB 

regions.  

Length of stay in intensive residential treatment may be informed by the review of the Act where 4-8 

weeks of treatment is followed by a review, and possibly a further 4-8 weeks of treatment. This 

would be assessed on each individual’s circumstances, including options for respite and community 

level support. The individual’s needs, capacity and prospects are part of the client-centred, 

personalised care options, and need to be considered when assessing length of treatment. 

After any particular period of residential treatment was completed, the client would return to the 

care of a community service provider.  A period of engagement with the community provider would 

occur before and after residential treatment.  

Intensive residential treatment facilities may be expected to be certified under the new ADA Act, the 

details of which are yet to be advised.  Competency of clinicians at residential treatment settings will 

require specific skills, which will be challenging for our workforce capacity.  Psychiatric interventions 

will also be required under the Act. Psychiatric facilities may be able to be used for short periods of 

time, should our clients need this, and this is a discussion to occur amongst the DHBs.  Clients in 

residential treatment under the new Act may require intermittent input of psychologists or 

psychiatrists for capacity assessments. 

Planned withdrawal/hospital level withdrawal 

Data suggests that use of detox services nationally are primarily for alcohol withdrawal. 

This form of withdrawal is hospital based and medically supervised.  There is no standard model of 

care across the country for services managing alcohol and other drug withdrawal.  However, it is 

noted that demand remains steady for access to withdrawal beds across the central region.  It is 

envisaged that local access should be developed or ascertained where possible whilekeeping 

regional solutions to appropriate medical withdrawal support in scope to assist the demand for this 
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level of care. 

Supported accommodation (Long-term support) 

We know there is a group of patients that receives treatment for alcohol related brain injury and a 

small number of patients across the region that will require longer periods of supported treatment.  

This treatment would not be provided in routine residential treatment settings, utilising routine 

models of care (for example, relapse prevention).  This is more focused on daily activities like healthy 

living, occupational therapy, social support, reassessment of cognitive capacity and consideration. 

This may well be a shared responsibility across health and other sectors, and our role might be the 

addiction treatment/care component.  It is important to recognise that this may not be needed on a 

long-term or ongoing basis.  This would be a discussion with Health of Older Persons and associated 

services for this client range. 

Tiers of Care 

This is also part of the Addiction Planning for 3DHB and is particularly relevant to the commissioning 

of services and experience level of clinicians working with clients with CEP challenges.  

 

Figure 2 Tiers of Care 

 

 

The model refers to Tiers of Care, not in terms of stepped care where this means moving from one 

service to another based on clinical need.  It relates to services where you know the level of capacity 

of service, and to what level of expectation that clinicians can cope with varying clinical scenarios. 

For example, Tier 1 service – where practitioners can provide information and advice, have the skill 

to screen and/or provide lower level treatment and offer supported interventions for mild to 
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moderate mental health problems.  

The five tiers help guide referrals to the level of competency required.  So there would be different 

levels of funding required by level of competency required and associated service specification.  This 

would guide the commissioning of services appropriate to the type of service. 

Developing and assessing competencies of clinicians is being further guided by national work, 

included recent work by Matua Raki (Te Whare o Tiki).  There are no benchmarks that guide 

competencies currently, so there is much occurring in this area, including work yet to be completed 

on validity of assessment tools. 

Considerations for development and discussion 

 The current pathways of care in place differ for each respective DHB region.  However some 

DHBs do have similar approaches in place that have a strong correlation to this proposed model 

of care.  Therefore these DHBs could implement the model more readily than others.  

 Should respite facilities be certified?  Are the new Act provisions going to include provisions of 

care in the community as the MH Act does? These are all current unknowns.  We are reasonably 

clear that residential facilities will need to be certified.  

 Most residential facilities would be required to provide Tier 3 level care.  Tier 5 is hospital level 

care. 

 Do we need to be guided by the recommendation of four weeks Length of Stay duration for 

residential treatment?  We are expecting a period of support during residential treatment to 

ensure that mental health issues do not worsen.  

 Evaluation will mirror the proposed evaluation framework for the methamphetamine residential 

treatment programme proposed by Ministry of Health, and we are seeking to adopt the same 

evaluation model. 

 Success of the model is predicated on a high level of committed collaboration.  Are there any 

perceived barriers to implementation? 

 Do we have three facilities with a set level of beds for need – one South, one Central and one 

North? This is important to understand in terms of affordability and DHB Portfolio Managers are 

able to support this process in terms of developing a business case supporting recommended 

direction and for GM approval across the region.  

Summary 

Overall, participants across all the consultation sessions were positive about the new model 

proposed.  Comments were mostly about perceived issues to do with implementation rather than 

criticism of the principles, values and assumptions underpinning the model.  There will need to be 

further consultation and exploration as to how we put the model into practice.  This will need input 

from all components and parts of the sector, particularly regarding affordability and evolution of 

design and practice for positive change.  

The following service matrix highlights the existing service and potential service design for 

300



 

 

 

 Co-ordinated by: 
     Page 15 of 26 

 
       

consideration. 
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Appendix 1 – Additional comments/queries 

General comments expressed by stakeholders 

 A significant gap identified in current services mix.  In this model it is that of kaupapa Māori 

service provision.  We need to use existing models for this – for example Taha Māori – to 

enhance delivery.  Good practice in this area is already there – we just need to use it more, to 

reflect the numbers of Māori accessing or wanting/needing to access services. 

 It’s great that community elements are being strengthened and expanded, but don’t cut the 

residential element to pay for this – need to find more money. 

 Family/Whānau services missing from model – similar to former Hanmer service – offering 

intensive one-week programme for family members. 

 Older people who need assistance and support as well as addiction treatment – existing services 

do not cater well for this.  Packages of care might be a way to do this. 

 Community provision can (and where already available, does) assist in getting people physically, 

mentally and motivationally ready for more intensive residential treatment. 

 Whānau Ora needs strengthening and defining, as tangata whaiora families are part of the 

solution (but may also be part of the problem).  Also need to incorporate Mason Durie’s Pae Ora 

(see http://www.health.govt.nz/our-work/populations/maori-health/he-korowai-oranga/pae-

ora-healthy-futures) model, as an extension/development of Whānau Ora. 

 Specialist Whānau Ora and Peer Support reference/working groups might be useful to 

contribute expertise and advice into the model. 

 Connectivity (with common data and platforms) and linkages across all parts of the sector – for 

example community, primary, secondary, specialist – is vital.  Tangata whaiora should have easy 

access to (and ownership of) their health records – for example memory sticks (flash drives) that 

tell their story and chart their progress through their recovery journey. 

 Peer support competencies need further development – in tangata whaiora, whānau and 

cultural areas especially. 

 The model needs to use recovery and strengths-based language throughout. 

 Need to specify how clinical input/oversight/responsibility will be provided in Respite phases. 

 Salvation Army is undertaking (through Otago University) an evaluation of all its residential 

services, and MASH is also commissioning a similar exercise for their services.  Springhill has 

recently conducted evaluation of services. 

 Peer support is also important in recognising that, for some, peer support also exists as the 

recovery whānau, in cases where there is the absence of a biological whānau. 

 Respite options will need to be considered in terms of what is available as a resource, and what 

the optimal configuration might be across the Central Region. 
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 Whānau Ora and peer support will be separate and considerable areas of work for development, 

particularly in terms of competencies and training.  There is recognition that underlying 

competencies are the lived experience, and that some areas are using peer support services in 

primary/GP practice.  

 Community treatment, as a hub providing the first step in engagement, should be the focus for 

establishing a therapeutic alliance.  

 The Peer-led/Respite element of the model is already in place in Whanganui, MidCentral, 

Wairarapa and Hawke’s Bay. 

 The Accredited Clinician system as currently operated is seen as an obstacle to linkages between 

community and intensive residential service, and to the appropriate meeting of tangata whaiora 

needs for residential services. 

 We need to re-look at medical vs community detox/planned withdrawal models, as the 

community/home setting is often more effective.  

 A greater level of skill and care required at community and respite level is implied. Will this 

resourcing be supported in the model rollout? Greater respite care requires greater resource. 

 We would encourage you to look at the Auckland model and the peer support respite in CMDHB. 

 The role of community treatment key working function will need some detailed work, 

particularly in how it relates to how the local CADS work.  You indicated that community 

treatment would be broader than the just CADS and this is important as a traditional clinical 

approach may not work for all people and may be a barrier to treatment.  The model does not 

take into account what fundamental changes will be required within CADS (some of the issues 

appear to be well known) or outline how these changes will occur. 

 We both acknowledged that if this new model is what consumers of services want it must be 

progressed and it must align with the triple aim benefits, although I am skeptical re: a single 

point of entry providing better value for money and being service user centric and enabling 

choice. 

 Again whilst the focus is on residential services I consider that the planned approach may be 

blind to what is actually occurring on the ground in Wellington and the real difficulties some of 

the most vulnerable people in the community have in accessing CADS.  If you are truly going to 

effect change across the system then you must look at the system as a whole not just one part of 

it. 

 Our main provider is The Bridge.  We do not use the Odyssey beds because we have to wait so 

many months for clients to get in that they have dropped out, and literature says that the longer 

a client has to wait for treatment the higher the likelihood they will drop out, or they will get so 

sick that it becomes too late.  A lot of the referrals to Odyssey actually never happen, and 

average treatment is 12-15 months once in, so I know we are under-utilising service there. 

 My experience over 20 years or so of AOD treatment was that most treatment examples were 

not effective as I was mostly attending for someone else other than myself, and nothing worked 
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until I was ready to do it for me (myself).  Whanganui, in my opinion, is the best service 

providers I have worked with, from detox, to engaging a 9 week course, which has now been 2 

years in engagement.  I am pleased to be here this morning to share this. 

 I come from a rural community (Ohakune) and attended a 6 week programme here locally, so 

have had a mixture of types of treatment including a residential treatment at Te Oranganui, and 

I have been able to attend services because of the local set up here.  Some local community 

providers have residential treatment options available also. 

 Level of peer support and community service provision provided locally is critical, as relapse 

prevention is key at community level, particularly on discharge from residential treatment.   

 My experience since being engaged as a consumer in 2002 is that there is a lack of Māori 

support in a residential setting, particularly coming from a community model like Te Oranganui 

Te Taha Māori (Kaupapa Māori) programme. It raises questions like “Why did you send me there 

(residential programme)?” Models like Te Taha Māori programme is a good example of what is 

working, including the peer support programme funded and supported by Te Oranganui. Peer 

support has been established in the past and then left unsupported due to people not 

understanding the relevance.  Peer support needs to be recognised as a profession and not a 

voluntary based programme. Key relevance for consumer recovery pathway via a peer support 

approach. 

 My concern is over the reduction in investment into residential services, and an increase into the 

community level support requirements, which may potentially increase referrals to residential. 

Please look at increased resources rather than repurposing. 

 I refer to the Hanmer model where individuals are challenged on their own contribution to the 

problem, and the intensive week programme with family members was a considerable example, 

and this seems lost with other treatment centres.  We seem to have lost our capacity for 

intensive family/whānau involvement. 

 Older people with co-morbidities – needing additional personal assistance outside of the normal 

AOD treatment range, could be considered as a package of care arrangement. 
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Appendix 2 – Queries with responses recorded where answered 

 

 Does MHAN have a whānau rep?  And how do the tangata whaiora rep(s) feedback to other 

tangata whaiora across the region? 

 How and where will the model be piloted if it is a pilot –in one place/sub-region or in stages 

across the whole region? 

 Response: Implementation is yet to be advised. 

 Recognised competencies under the Tiers of Care will also encourage pay parity, and including 

between AOD and MH clinical rates?  

 Response: Possibly only when we can demonstrate the level of skill required in the Addictions 

field. Peer support competencies will also assist the level of recognition required for this 

workforce. 

 The proposal is silent around the interface with Justice and Corrections.  

Response: The interface is via the single point of entry. We must also acknowledge that interface 

is required at primary care level also, so work here to be done. 

 Whilst a large focus seems to be on those who might be subject to any future addictions 

compulsory treatment, we expect volumes will be small so the focus needs to be rebalanced to 

consider this 

 This raises more questions on how training, credentialing and competencies are conducted. 

Would this include gambling, where previously this was excluded? Smoking cessation and 

gambling are funded separately.  

Response: Current discussion is about the model, and further design of service specification 

would depend on design requirements leading into specification development. 

 Utilisation will increase and especially where addictions are occurring earlier in the age 

spectrum, and where our services have been operating at 80% on average over previous terms. 

Other services have also seen this increase.  We are a triage facility as well, so we do not turn 

clients away.  So sustainability and capability remain a challenge.  This current intention is 

utilising existing dollars, rather than encouraging new funding to be included. 

 Current community service workers are treating up to 25 people.  How will this level of capacity 

demand be managed with increased demand?  

Response: The model is a cost neutral model as directed by the initial rationale based on the 

utilisation figures and initial guidance.  

 Funding implications for respite – will the beds be capacity funded as we consider RSS benefits 

as well (in the residential bed arrangement), and we consider the overall income? There may be 

a funding deficit if this discontinues.  The DHB level funding only subsidises the actual cost of 

delivery.  WINZ subsidises also. So people who are on benefits, and are on a short term respite, 
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will become very difficult to manage within WINZ.  Respite could be funded on a bed night rate 

or FTE rate, preferably FTE rate, and then you don’t have any involvement with WINZ and you 

keep the accommodation.  Long term residential/supported accommodation we are funded to 

provide staff, and clients pay rent as they would any other accommodation arrangement.  So 

there may well be implications for short term respite (maximum 2 weeks).  This may require an 

FTE funded rate.  

 In the Wairarapa we are unique, and this model exists and what we already do.  I have concern, 

in my experience, where respite (represented as a neat little box here) very rarely stays respite. 

It evolves into other things and I guess I have concern about respite funded and modeled with 

peer support workers in the core and experience level, where respite evolves into something 

greater.  We have many clients, with planning support entering a respite phase, end up turning 

into  a withdrawal or a mental health psychosis or a range of other things, and I have concern 

where the funding is simply for peer support oversight on respite.  There does need to be 

greater oversight of respite, as exists in the Wairarapa (clinical oversight over respite), where 

there is a clinical nurse that oversees all respite as well as withdrawal management, so she is 

available for that, so if the funding differs between location, it would be very hard to maintain 

oversight.  

 Response: So if you place respite facilities into any specific region, clinical oversight remains a 

requirement.  For the Wairarapa, funding for the local facilities differs from Wellington and the 

Hutt, so how the model fits for each DHB will be unique.  Some locally funded facilities may be 

funded for clinical staff. How each aspect of the local service range is utilised will differ by DHB 

based on existing capacity.  In mental health, the majority of clinicians supporting clients in 

respite are DHB funded. In this model, the community clinicians will need to maintain oversight.  

 Whānau ora – how do you envisage the whānau ora process happening in this?  Previously for 

example, rangatahi who are under care under CYF, there is no provision for whānau ora, in 

assessment and referral; will we have competent people to do this?  It holds great potential 

combined with navigators. 

 Response: Culturally competent people to implement this model are key.  There is an 

expectation that all providers will have this inherent and be able to demonstrate effective 

implementation of the whānau ora concepts in their provision of care.  Evaluation of service 

should include this as well, at each stage of the model, hence why it remains as a clear 

background (feature) in the model diagram.  

 Will this model support pregnant mother needs?  We have issues with mothers and pre-natal 

meth exposure. 

 Response: We have not asked this question specifically so we cannot respond. 

 How much input will a consumer have into deciding length of stay in treatment? Particularly 

under the influence of budget constraint. 

 Response: This will be inclusive in the personalised care approach, and there will be 

consideration on resource availability, including respite and residential. I t makes sense that if 
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treatment is succeeding, then extension would occur where identified as beneficial or needed. 

 Currently Kenepuru is the location for detox, so what are the proposed changes here? Will there 

be an in-house bed available for withdrawal from opiates, alcohol, and meth? Community 

mental health has a respite facility, so will this be similar (for AOD treatment pathway)? There is 

need for a structured recovery programme at community level. 

 Response: Important to understand the requirement for general hospital care for withdrawal, 

and where there is a place for social detox where there is no need for medical input.  Consensus 

is that planned withdrawal should be based in the hospital setting.  Currently there are two beds 

for the sub-region of Wellington.  The ability to set up a planned withdrawal bed facility in each 

region needs to be negotiated due to cost restrictions. 

 Over 65s (example, with co-morbidities and emphysema) that may benefit from some residential 

treatment do not currently have clear options for treatment.  They don’t meet rest home 

criteria, and may have some support at home, so where can these people go?  Respite facilities 

would have been good previously in this instance, but what happens particularly if treatment is 

out of town (support care does not go with them)? 

 Response: Creative solutions to this may include the type of input into the support care phase of 

the service specifications and service contract for the new proposed model. This will need to be 

defined for each region. 

 How do you measure success rates outside of bed utilisation, as spare beds can be incredibly 

valuable, and transfer can occur immediately when there are beds available?  Delay to 

treatment may be a perceived risk. 

 Response:  In an environment where resourcing is limited, it remains difficult to carry empty 

beds.  It is possible to run 100% occupancy and manage demand for early stages of need relating 

to treatment.  Overall, there has been a shift for substance use related issues to a community 

level treatment and recovery support.  Wait list management can be balanced through 

prioritisation.  In terms of length of treatment, prolongation of treatment, if this is succeeding 

would be assumed as a remaining option.   
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Appendix 3 – Response from National Committee for 

Addiction Treatment  

 

18 May 2015 

Jeremy Tumoana 

SIDU 

Jeremy.Tumoana@sidu.org.nz 

 

Kia ora Jeremy 

On behalf of NCAT we would like to provide feedback on the proposal to reconfigure the central 

regional residential addictions treatment beds as outlined in various meetings over the past month.   

Issues with the process of this project were voiced by key stakeholders and conceded by the project 

team within these meetings so will not be raised here.   There is considerable agreement that 

change is required in order to address some apparent long standing issues with client pathways in 

treatment and care within the central region.   The presentation outlined one approach and we 

accept that we do not have access to all the information that supports this approach including the 

literature review which was not made available for distribution.  The following points are made 

based on the information we were provided at the presentations attended: 

We note the following: 

 The project was outlined as being initiated to identify the reasons for the underutilisation of 

addiction residential beds within the central region and included identifying the barriers to 

access and retention in these facilities.  It was unclear whether this objective had been 

addressed as there was no further reference to these issues.  What has been developed instead 

is a system to manage client flow in much the same way it is currently and an indication that the 

purchase of beds would be based on current utility.  This assumes that the current utility of 

residential beds is actually meeting client needs but no evidence was provided to support this.   

 The model presented seems to replicate much of the current Mental Health delivery model and 

focuses on areas of development including peer run respite services.  This model while it has 

some logic seems to require considerably more attention to detail to ensure that it is responsive 

and flexible enough to meet consumer needs and choices.  Currently, it appears to be ‘service 

centric’ and is very prescriptive about the throughput based on clinical assessment and oversight 

by one service.   

 There is considerable attention paid to meeting the needs of the high needs group of people 

who will be committed under the revised Compulsory Treatment Act yet to be introduced and it 

seems all services including respite services will need to be able to manage this client group.  

309

mailto:Jeremy.Tumoana@sidu.org.nz


 

 

 

 Co-ordinated by: 
     Page 24 of 26 

 
       

While we agree this group has been ignored to some degree, this approach seems out of balance 

with the numbers expected and the high needs they will present with (given the intended 

introduction of a capacity to consent test).  This means it will be inappropriate for all services to 

be staffed to the appropriate levels required to meet the needs of this group. 

 The stated intent to fund 11 residential beds in three locations throughout the region does not 

seem to be supported by any demographic, population or consumer base or economic rationale.  

This has raised concern about the viability of services of this size.  While we support the ‘closer 

to home’ strategy for service delivery, this has to be balanced by economic realities and note 

that ‘out of region’ services are unaffected. 

 While whānau ora and peer support appeared in the visual representation of the model, the 

implications for either of these aspects were not able to be articulated and had no detail as to 

how they fit in the design.  Considerable work and liaison with local iwi to ensure that this 

framework is reflected appropriately within the service delivery system is required and was 

noted as absent from this project.   

 The approach taken seems to be out of step with other current developments and we would 

strongly encourage consideration of the opportunity to make change across the “whole of 

delivery system”   including the community based addiction service to really make a difference.   

We reiterate that stakeholders that have communicated with us in regards to this project are in 

agreement that change is required and services are keen to be part of the solution to developing a 

21st century system which is client centred,  responsive, well integrated and flexible to meet a wide 

range of needs.   

We appreciate the invitation for feedback and the opportunity to provide a response.  We are happy 

to discuss the points raised with you further.   

Regards 

 
Vanessa Caldwell  
Co-chair 
NCAT 
 CC: Dr Alison Masters, Chair, MHAN 
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Appendix 4 – Region participants by organisation 

Please note that consumer participants are not identified in this list below.  Also, DHB clinicians, 

including CAMHS and AOD clinicians are included in the DHB identified in the list. 

1. PACT Group NZ 

2. Atareira  

3. Ora Toa Mauriora  

4. The Salvation Army NZ 

5. Pathways 

6. Teaomanino Trust 

7. Care NZ 

8. Te Awaikairangi Health Network 

9. Matua Raki 

10. National Committee Addictions Treatment (NCAT) 

11. Central Health Ltd 

12. Mash Trust 

13. Springhill  

14. Te Taiwhenua o Heretaunga 

15. Whatever It Takes Trust  

16. Te Runanga o Ngati Raukawa 

17. Whakapai Hauora 

18. St Dominics  

19. Mana o te Tangata Trust 

20. Supporting Families 

21. Compass PHO 

22. Central PHO 

23. Whanganui DHB  

24. MidCentral DHB 

25. Hawkes Bay DHB 

26. Capital and Coast DHB  

27. Hutt Valley DHB 

28. Wairarapa DHB 

29. Tairawhiti DHB 

30. Te Whai Oranga  

31. Te Oranganui Iwi Health Authority 

32. Balance Whanganui 

33. Ngati Rangi Community Health Centre 

34. Odyssey Auckland 

35. Nova Trust 
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Appendix 5 – Previous reorts and presentation 
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Proposal for local AOD service development in 
alignment with the Regional Alcohol & Other 

Drug Residential Services Review  
Residential Services  

A comprehensive local addiction service model that identifies layers 
of care across the MidCentral district, including the interface with the 
Regional AOD residential services 
         
        31 August 2015  
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1 
 

 

1. Purpose 
 

Central Region DHB’s were requested to provide feedback on the development of a service 
model that meets localised needs for people that require addiction support services and in 
light of the recent review of the Regional AOD Residential Services by the regional Mental 
Health and Addictions Clinical Network. This feedback was requested by the Ministry of 
Health and due on 31 August 2015.  
 

2. Policy Context 
 

The changes proposed under Rising to the Challenge (Ministry of Health, 2012) will be 
achieved by a fundamental transformation of the way that mental and addiction services 
are currently being delivered to service users and their whanau/families.  
 
This includes working with other agencies on actions linked to the other government 
priorities, such as the Prime Ministers Youth Mental Health Project, Drivers of Crime, 
Welfare Reforms, Children’s Action Plan and the Suicide Prevention Action Plan. 
 
As stated in the ‘On Track Co-Creating a mental health and addiction system New 
Zealanders want and need’ document (Platform Trust and Te Pou, 2015) “transformation is 
unlikely to be achieved by incremental service improvements alone or by tinkering with 
aspects of the existing infrastructure or by instituting minor policy changes. It will require 
every part of the system to rethink its approach”.  
 

3. Background   

An analysis of Regional Residential Addiction Services in 2013/14 identified a 55-60 percent 

utilisation of residential services across the Central Region; high rates of programme 

incompletion due to high levels of co-existing problems (CEP), varied practice of exit 

planning processes, unclear transition procedures and high rates of relapse on discharge.  

The AOD Regional Residential Programs for the Central Region are comprised of five 

providers; Nova Trust, Odyssey House, Spring Hill, Te Waireka and Salvation Army.   There 

are a total of 68.3 beds funded.  The data outlined below depicts utilisation of the regional 

residential services from 2010 to 2013: 
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As a result of this utilisation the Regional Mental Health and Addiction Clinical Network 

(MHAN) requested a review of existing regional residential services. This review was 

undertaken by a regional project group led by the senior clinical advisor from CCDHB, which 

identified:   

 That people experiencing co-existing mental health problems are not consistently 
treated within the current AOD residential services 

 That both recognition of CEP and peer support with AOD experience are important 
service elements 

 That co-ordination of community based treatment prior to entry into the service is 
essential 

 That when residential treatment is out of the area the person is domiciled in, the 
rates of relapse following discharge is much higher 
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 That what is needed is a greater emphasis on service delivery that is more 
responsive to Māori and Pacifica 

 That desirable Whānau Ora care is difficult to achieve within current residential care 
pathways and where geographical factors are an issue 

 That services work better when they are less geographically isolated. 
 

In June 2015, the Regional Mental Health and Addiction Clinical Network project group 
presented the review findings to a broad range of MidCentral stakeholders along with a 
proposed regional model which involved the realignment of Regional Residential AOD 
services.  

This new regional model emphasised a greater focus on respite care, increased capacity to 
treat people experiencing co-existing mental health problems, the development and 
formalisation of the model of addiction peer support services and a greater sensitivity for 
cultural responsiveness. The regional project group also presented the findings and 
proposed regional model at the National AOD Leadership day.  

The Regional Residential model is depicted below and presented to the Central Region:  
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4. MidCentral DHB  

On 7 August 2015, MDHB coordinated a stakeholder forum for discussion on the proposed 

regional residential model- impact and potential service development required locally to 

support the proposed regional residential services AOD model this discussion was also in the 

context of the Ministry of Health’s signal to look at withdrawal management services 

(methamphetamine). It was felt the proposed regional model was very conceptual and 

challenging to understand several areas that would interface with any local level model. A 

framework of approach was agreed and developed in terms of reviewing potential areas of 

impact and to attain feedback in a constructive way that would assist in formulating a 

response from a MidCentral perspective.  

 

4.1 Tiered Approach:   

 

Although this framework of Tiers was unlike the approach undertaken by the regional 

project team, it has assisted MidCentral stakeholders to analyse the various layers of care 

and capacity required. Also discussed was the terminology in the field of addictions and 

treatment of dependency versus low level support options, defining whanau ora and peer 

support. Essentially the framework consists of three Tiers, in which the stakeholders 

suggested:  

 

Tier 1: Consists of services offered by a wide range of professionals (e.g. primary care, 
general medical services, social workers, school counsellors, community 
pharmacists, probation officers, housing officers). Such professionals need to be 
sufficiently trained and supported to work with drug and alcohol misusers who, as a 
group, often find difficulty accessing generic health and social care services. 

 
Tier 2: Consists of services that are provided solely for drug and alcohol misusers in 

structured programmes of care.  Structured services include psychotherapeutic 
interventions, for example; cognitive behavioural therapy, motivational interviewing 
interventions, structured counselling, methadone maintenance programme, 
community detoxification or day care provided as an AOD free programme.  
Additionally community-based post care programmes for drug and alcohol misusers 
leaving residential rehabilitation or prison are also included in Tier 2 services.  

 

Tier 3: Consists of services aimed at individuals with a high level of presenting needs. 
Services include inpatient hospital drug and alcohol detoxification and drug and 
regional AOD residential rehabilitation services.   Tier 3 services will require a higher 
level of commitment from service users than is required for services in the lower 
Tiers, in which the Tier 3 services are rarely accessed directly by clients.  

 
Additionally, Tier 3 should be seen as the provision of services for those individuals with the 

level of need at the severe end of acuity.  
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4.2 Principles of the Model:  

In addition to the following Ministry of Health principles of models of care, as outlined 

below:  

 Service users and their family whanau are at the centre 

 A robust clinical framework underpins service delivery  

 A focus on resilience and recovery 

 The model has a systemic focus  

 Services reflect evidence of best practice  

 Services are responsive to co-existing problems, culturally and clinically competent 

 The model of care should inform any funding model.  

The stakeholder forum recommended the following additional key principles of care that 

will endorse a locally designed model of approach alongside the regional residential 

services and that they will be:  

 Strengths based and where possible evidence proven 

 Whānau  centred practice and recognise that competence in understanding what 

this entails is essential  

 Thread both Whānau  Ora and Peer Support through all aspects of delivery 

 The healing of the spirit is of equal importance to body and mind 

 Be brief intervention prevention focussed and provide a range of holistic approaches 

 Be recognised as leaders in AOD wellness service delivery 

 Include all aspects of parenting education in service delivery 

 Include aspects of family change and resilience 

 Have a strong focus on wellness and wellbeing 

 Support self-management  where a person drives their own recovery 

 Be working towards a  Healing Centre/one stop shop model with a Māori kaupapa 

base 

 Integrate with other services working in the community support area including 

Ministry of Social Development, Ministry of Justice and Ministry of Education 

 Increase the capacity to treat people experiencing co-existing mental health 

problems 

 Recognise the value of the community being engaged in addiction education 

Recognition needs to be made that not every individual requires comprehensive assessment 

at every Tier and a workforce development strategy and peer supervision is key to 

implementing the tiered model.  

Whatever the model of service design, stakeholders agreed the local model should be 

simple and fit well alongside the regional residential services, in which the Tiers proposal by 

MidCentral provide a framework for implementation of service model of care, identifiable 

layers of care and the opportunity to develop more improved client pathways.  
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Secondary service highlighted its support for recovery by promoting positive change and healthy 

choices for individuals and their families and any reconfiguration of services need to keep this to the 

forefront.  Concern was expressed about the limited number of qualified practitioners and suitable 

expertise available in the area and support was therefore expressed for the need to up skill the 

existing workforce- particularly with regards to assessment and referral.  

 

4.3 The Model of Care:  

 

Vision: Creating health to wealth 

Objective: To develop a comprehensive service model for people with addiction problems 

that require support services and identify layers of care across the MidCentral district and 

the regional AOD residential services 
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AOD  
Specialist  services & hospital 

 for severe needs/dependency  
withdrawal management 

 
Structured treatment solely for substance use, abuse  
or dependence with supportive interventions for mild 

to moderate MHA problems 
Supported accomodation Respite, Transitioning from 

Regional Residential Services, Comp Assessment  
Psychotheraputic interventions 

Community-based care programmes e.g. Monarch, 
Time for Change, Parenting Triple P 

 
 

Primary care services offered by wide range of professionals /kaimahi from the NGO 
Primary  sector linking with pharmacy, workplaces, social services: 

Home/respite withdrawal management service 
Brief/Early intervention, Health Promotion & Education,  

Assessment & Screening 
* Medibank  HealthLine  *MASH Trust       *Youth One Stop Shop   *DALCAM 

Healthcare      *Supporting Families     *ACROSS        * Whakapai Hauora  *Te Runanga 
O Raukawa      * Whaioro Trust  

 *Rangitane Tamaki Nui a  Rua      *Mana o te Tangata Trust   *Big Brothers Big Sisters 

 

Proposed MidCentral AOD Service Model 
 
Vision: Creating Health to Wealth 

 Tier 3 

Tier 2 

Tier 1 

Regional 

AOD 

Residential 

Services 

GP Practice 

Teams IFHCs 
Housing & 

Transport 

Vocational 

Services 

Education 

Institutes  

Client 

Pathway 

320



8 
 

i. Peer Support:  
Peer support is person-centred and underpinned by recovery and strength-based philosophies. Empowerment, empathy, hope and choice 

along with mutuality are the main drivers in purposeful peer support work. There is great deal of strength gained in knowing someone who has 

walked where you are walking and who now has a life of their choosing. Peer support is a very broad term which is used in many different 

ways.  At its core it is ‘a model of support that champions the use of personal experience to help and support others who are experiencing 

similar issues.   

MidCentral would propose that peer support workers are trained to support people currently experiencing mental illness/distress and/or 
addiction issues towards well-being that it is:  

  non-clinical 

  not a treatment 

  is optional – people cannot be compelled to use it. 
 

Peer support would be the key workforce in the model of approach within all three Tiers. Currently MidCentral has a workforce development 

strategy (Connected Workforce Te Hononga Kaimahi) that has included training workshops with Matua Raki, Te Pou, Trauma Care, Le Va, noho 

marae ‘Working with Māori’ Let’s get real, Hearing Voices, Clinician fatigue, How to do Wellness Recovery Action Plans, Resilience, Working 

with Youth, Eating Disorders, suicide screening and much more. These trainings have been delivered across all NGO Primary mental health 

AOD providers, school counsellors, Work and Income, work places and social services.  Currently MidCentral has established a partnership with 

Career Force to train a group of practitioners (mainly NGO mental health support workers) towards a Mental Health and Addictions Certificate. 

This initiative has been supported by each practitioner’s organisation to complete this one year course.  

 

Required fte: Approximately 4 fte 

 

ii. Whānau Ora: 

An in depth discussion on whanau ora was undertaken, particularly by the consumers at the stakeholder meeting and is portrayed as best as 

possible in this narrative section. Whānau Ora is likened to the majesty of the Kauri tree; its overarching bows provide care and safety for 

those within her embrace to thrive. When the Kauri leaves fall, they form a mat from which new shoots and life will emanate and like the Kauri 

tree, whānau ora is the self-sustaining environment for wellbeing to flourish and thrive. Aspects of whānau wellbeing that health and social 

services can contribute to include: 
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• Self-managing  

• Living healthy lifestyles  

• Participating in society  

• Confidently participating in Te Ao Māori 

• Economically secure and involved in wealth creation; and  

• Cohesive, resilient and nurturing (Taskforce on Whanau-centred Initiatives, 2009). Further impetus was on creating a healing model of care 

or centre that nurtures people with addiction problems and supports them on the road to recovery.  

 

The challenge with implementing Whanau Ora is that it is often high in concept. The recommended way forward is to develop specific Peer 

Support Whanau Ora fte with specific job descriptions and outcome measurements embedded within a kaupapa Māori framework. This 

approach would also build on MidCentral’s proactive approach towards whanau ora in service provision- specific whanau ora training 

programme and whanau ora competency requirements currently being developed by Nga Kaitohutohu Māori Mental Health AOD Advisory 

Group.  

 

MidCentral DHB currently funds several Whanau Ora Navigators via the PHO and this service works across IFHCs and alongside GP Practice 

Teams. The additional AOD Peer Support Whanau Ora fte and Peer Support fte, would be trained in the PHO’s whanau ora training programme 

‘Te Ara Whanau Ora’, which includes an assessment tool when working with whanau. 

 

Required fte: Peer Support Whanau Ora fte (refer to Peer Support) 

Requires programme funding to support the ability to sub-contract rongoa expertise 

MidCentral would look to use it’s Let’s get real training budget to support the Te Ara Whanau Ora training with all new/add itional FTE. This 

training budget sits within the NGO Workforce Development Coordinator Service (Mana o te Tangata Trust).  

 

 

iii.  Withdrawal Management (including Respite): 
 The purpose of withdrawal management is to ensure the safety of the person and others, as they stop or reduce substance use and where possible to 

address withdrawal symptoms to alleviate acute distress. Appropriate withdrawal management planning depends on an accurate assessment of the 

person’s:  
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• Patterns of substance use; what, how much, how often and last use  

• Withdrawal risks, risks to self and others, history of withdrawal  

• co-existing problems; mental and physical health  

• Support systems; family, whānau and friends  

• Motivation; goals and resilience. 

 

Social or respite service based withdrawal management, can be partly located in specialist services to provide a safe and supervised 

environment. Clinicians should be available for support and encouragement twenty four hours a day and available on call for consultation. 

MidCentral has recently implemented the ADOM Tool, which should assist in service performance monitoring and a broader approach will be 

developed to include KPIs for social determinants and outcomes. Other recommendations for the service model and design include:  

 Services are culturally safe and effectively engage and respond to diversity and individuals/groups known to experience significant 
disadvantage, particularly: Māori and Pacifica people,  their families and their community 

 Alcohol and drug taking behaviours of clients stabilised, improved or ceased resulting in improved social connectedness, quality of life 
and reduced social isolation 

 Clients have the skills, knowledge and confidence they need to make informed choices about the type of treatment and ongoing 
support they need and articulate recovery oriented treatment goals  

 Improved engagement with primary health for prevention and/or management of chronic health problems and improved engagement 
with human services and social supports (e.g. housing, community services) 

 Families have the skills, knowledge and confidence they need to support the person they care for and where appropriate have active, 
respectful involvement in decisions related to the provision of support  

 Pathways between alcohol and drug treatment streams, including intake and assessment are well established and support the 
continuity of care.  

 
MidCentral views withdrawal management being delivered in a wide range of settings, from the person’s own home to general practice, 
hospital, police cells and the prison.  Many people will stop or reduce substance use by choice while others will have this imposed on them 
through admission to hospital and prison. To provide appropriate care clinicians/practitioners/kaimahi across a range of disciplines will need to 
be able to recognise the features of withdrawal from a range of substances and settings/Tiers and tailor responses accordingly.  The key in 
withdrawal management stage is assessment and stabilisation- this will require a mixture of workforce skill sets.  
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The service will need clinical fte oversight, alongside Peer Support fte. Additionally, the accessibility of an AOD Medical Officer for consultation 
will be required in which a pathway for access will need to be developed with specialist services.   
 

Required fte: Clinical fte 1.0 (Nursing, Allied Health) 

Potential opportunity to realign an existing NGO AOD Residential Service to enhance a Withdrawal Management Community Based Service 

Programme funding to extend the current AOD programmes (for those people prior to entering Rehabilitation and post Rehab Services, 

motivated to attend programmes and programme for offenders under Community Probation Services). 
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Tiers of Care will be required to achieve the proposed Model 
 

Whanau Ora and Peer Support approaches ware provided across all three Tiers and requires: 
 A lived experience, multi skilled approach, whanau experience 
 A professional development and career pathway (e.g. Career Force, Indigenous Qualifications Framework IQF, Te Korowai Aroha) 
 Professional Supervision and support for development of a Regional supervision and case consultation forum 

 

Peer Support (Lived experience and whanau experienced) 
 

Whanau Ora (Building family wellness, ensuring a child/youth focus and facilitating self management) 
 

 Tier 1 
Open access AOD services (including 

health promotion) 

Current 
resource Tier 2 

Structured community-based AOD services 
(including withdrawal management respite 
service) 

Current resource Tier 3 
Highly specialist AOD services 

Current 
resource 

Withdrawal 
Management 
(including 
Respite 
Service) 
Safe place for a 
person to be for 
screening, 
assessment, 
stabilisation- 
building 
resilience and 
self 
management 
 
 
 
 

Provide information and education 
around respite options 
 
Peer Support and Peer Support Whānau  
Ora workers in the home and/or 
community where client feels safe 
 
 
Health Promotion advice and 
information including linking with City 
Council Wellbeing and Alcohol strategy 
 
Linked to other service aspects 
particularly for proximity and access 
 
 
 
 
 
 
 

 
 
 
FTEs in 
Table 1 

Healing Centre/ Community Base, supervised 
24/7, integrated workforce of Peer Support 
and either 1.0 or 0.8 Clinical fte for clinical 
oversight  
 
Withdrawal management services provide a 
safe, supervised environment. Staff members 
are available for support and encouragement 
twenty four hours a day. Specialist nursing and 
access to medical clinician for consultation 
 
Linked to other service aspects particularly for 
proximity and access 
 
Identified steps required in and out of 
residential treatment 
Assessment, treatment, intervention and 
support, review and discharge  
 
Motivational Interviewing/Brief Interventions 
 

6 beds CEP 
Accommodation  
 
FTEs in Table 1 

Hospital based respite, detox and 
withdrawal management which is 
appropriate for people with severe 
problematic substance dependency or 
complicating factors. 
This includes: 
• co-existing mental health  
    Problems 
• other substance use 
• a history or high risk of  
   withdrawal related seizures  
• a history or apparent     
   withdrawal related    
   complications such as  
   dehydration  
• co-existing physical health  
   problems 
• risks to the individual or   
   community 
 
Linked to other service aspects 

Specialist 
AOD 18 fte 
Inclusive of a 
Methadone 
Clinicians 
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Community 
Based 
Support: 
Group, 
individual 
Whānau work, 
parenting 
programmes, 
Health literacy 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Health Literacy (work with pharmacy 
network to develop approach) 
 
Drug-related advice and information 
 
Open access or drop-in services  
 
Motivational interviewing/ brief 
interventions 
 
Needle exchange (pharmacy/service/ 
outreach) 
 
AOD related advice, information and 
referral services for misusers (and 
their families), including easy access or 
drop-in facilities 
 
A home-based or home like service, 
accessed as a planned event to avoid 
the risk of needing an admission to 
inpatient mental health, or specialist 
AOD services  
 
Mobile Detox team approach  
 

AOD specialist care planning and co-ordination 
 
A range of structured care planned counselling 
and therapy options and day programmes 
 
Community-based prescribing stabilisation and 
maintenance prescribing 
 
Community-based drug and alcohol treatment 
for offenders  
 
Provides short-term support in a safe, drug-
free environment to clients who require 
assistance in controlling their alcohol and drug 
use 
 
Community residential supported 
accommodation 
 
Liaison with drug treatment services specific 
community care assessment and care 
management 
 
Healing Centre/Community Base 
with/or a home-like accommodation 
component to be accessed as a planned event 
to avoid exacerbating the risk of needing an 
admission to an inpatient mental health 
service or alcohol and other drugs for children, 
adolescents and youth. 
 
Subcontract people for Tohunga/spiritual 
services, Rongoā  practitioners 
 
Supporting the use of traditional therapies 
also help with engaging whānau/family who 
wish to support their family member/client 
through acute and protracted substance 
withdrawal treatment 
 

particularly for proximity and access 
 
Assessment, treatment, intervention 
and support, review and discharge  
 
Identified steps required in and out of 
residential treatment, to community 
and the individuals own community 
 
Acute services – 2-3 days 
 
Treatment will be provided as 
required during the period of respite 
care with the aim of quickly resolving 
the need for respite care 
 
Inpatient drug detoxification and 
stabilisation services 
 
Drug and alcohol residential 
rehabilitation services 
 
Regional AOD Residential services 
 
Specialist inpatient service (drug 
induced psychosis) 
 
 
Interface with Forensic services where 
required 
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Rongoā  Māori has been described as a holistic 
range of approaches to health and wellbeing 
that traditionally include ‘ritenga and karakia 
(incantations and rituals involved with 
healing), rongoā (physical remedies derived 
from trees, leaves), mirimiri (similar to 
massage/physiotherapy), wai (use of water to 
heal)  
 
Being supportive of these techniques may help 
engagement and complement the process of 
withdrawal management 
 
Mobile Detox unit 
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Table 1: MidCentral DHB AOD Services 

Purchase Unit 
Code 

Brief service description Service Provider Service location FTE 

MHD150D Community Child, Adolescent & Youth 
Services for co-existing problems (Non 
Clinical) 

Best Care (Whakapai Hauora) Charitable 
Trust 

Palmerston North, Feilding, 
Levin  

1 

MHK59D Kaupapa Māori Community Clinical 
Support (Non Clinical) 

Best Care (Whakapai Hauora) Charitable 
Trust 

 4  

MHD74D AoD Services for Community Based 
Offenders  

Mana O Te Tangata Trust Palmerston North outreach to 
Feilding Horowhenua 

0.5 

MHA21E Day Activity & Living Skills - Peer Support Mana O Te Tangata Trust  
 

2.72 

MHFF  Day Activity & Living Skills Programme Mana O Te Tangata Trust  
 

 

MHC137F Peer Support Child and Youth Mana O Te Tangata Trust 
 

 1 

MHC36F 
MHA21F 

Peer Support Service for Adults 
Activity Based Recovery Support Service - 
Cultural Peer support 

Mana O Te Tangata Trust 
 

 2.5 

MHD74C AoD Services for Community Based 
Offenders (Clinical)  

MASH Trust  Palmerston North, Feilding, 
Horowhenua, Tararua 

1.5 

MHD73C Alcohol & Other Drug Community Support 
Service (Non Clinical) 

MASH Trust   1 

MHD73C Alcohol & Other Drug Community Support 
Service (Nursing & Allied Health) 

MASH Trust   2.5 

MHD75C Alcohol & Other Drug Day Treatment 
Programme - nursing & allied health staff 

MASH Trust   2 

MHAD15 
 

Co-existing disorders with accommodation 
 

MASH Trust   6 Beds 

MHD73D Alcohol & Other Drug Community Support 
Service (Non Clinical) 

Rangitane O Tamaki Nui-a-Rua Tararua (Dannevirke, Pahiātua, 
Eketahuna) 

1.04 

MHD74C AoD Services for Community Based 
Offenders  

Rangitane O Tamaki Nui-a-Rua  0.5 
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MHK59D Kaupapa Māori Community Clinical 
Support (Non Clinical) 

Rangitane O Tamaki Nui-a-Rua  2 

MHD74C AoD Services for Community Based 
Offenders  

Te Runanga O Raukawa Horowhenua, Feilding  1 

MHDI72D Early Intervention & Other Drug Services 
Child Adolescent Youth (Clinical) 

Whaioro Trust  Palmerston North, Horowhenua 1 

MHD148C Child Adolescent and Youth AOD 
Community Services (part of Social Service 
Sector Trial) 

Whaioro Trust   1 

MHDI72D Early Intervention & Other Drug Services 
Adults (Non Clinical) 

Youth One Stop Shop (includes GP 
services) 

Palmerston North 1 
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5. Workforce Development 

Workforce competencies and workforce development priorities to support implementation 

of the Rising to the Challenge Plan, is informed by the collective Leadership of MidCentral’s 

Mental Health and Addiction NGO Primary leaders and managers, namely the Connected 

Workforce Group.  

 

This group has implemented a robust programme of work based on the Let’s Get Real three 

levels of competency framework, which includes the DHB establishment of a Let’s Get Real 

Workforce Development coordinator to embed the competency framework within all 

mental health and addiction NGOs and primary MHA. This has had significant results in 

improving workforce development and training initiatives across primary and mental health 

AOD providers. As highlighted earlier, MidCentral will look to build on its existing NGO 

Primary Workforce development Plan, in terms of training any additional workforce.  

 

The workforce development approach will continue to build on up-skilling existing and any 

additional practitioners (specifically on ADOM, whanau ora and withdrawal management).   

 

6. Service Change Requirements 

MDHB already purchases some Peer Support Cultural fte in which there is opportunity to 

orientate these services to the new service model. As outlined in Table 1, there are also 

other Peer Support fte across the NGO sector, in which a modelling exercise should be 

undertaken with the relevant providers and confirming a model of approach across the 

district. This exercise would be similar to the work undertaken in the development of the 

Single Point of Entry service for Offenders with AOD problems.  

In terms of whanau ora, this needs to be given further thought regarding how this is 

purchased. It has been recommended that Rongoā services are developed- this could be 

provided in of any of the three Tiers, providing therapeutic interventions- karakia, mirimiri 

and whanau therapy- as outlined in the above Table. Given most rongoā practitioners are 

often not under a provider, such rongoā services would be sub-contracted under existing 

AOD providers in the district. This would be a contestable process to establish formal 

arrangements with rongoā practitioners or established as a Package of Care approach. This 

will ensure such whanau ora/rongoa service approach is truly embedded in MidCentral’s 

Peer Support/Whanau Ora model.  

As outlined in MDHB AOD Services Table 1 of purchased services, there is an existing AOD 

provider with Co Existing Problems with Accommodation Service. There is opportunity to 

further enhance this service with a Tier 2 type approach in developing a withdrawal 

management community based service. It was agreed a service level agreement approach is 

required regarding a partnership approach with specialist services, particularly AOD and the 

Emergency Department.  

We are mindful that the drafted Compulsory Treatment legislation, will have impact on the 

improving a local AOD service provision model that interfaces with the Regional Residential 
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AOD services. In saying that, MidCentral’s proposed model of care depicts a pathway to and 

from Regional Residential AOD services, with an increased investment in community 

initiatives that would assist in reducing demand across such specialist services. 

 

7.  Summary 

This paper outlines the recent analysis and review of the Central Regional Residential AOD 

services from a local perspective. As a result MidCentral DHB has identified a potential 

service model that builds on existing relationships and partnerships between providers 

across the whole continuum of care that aims to increase a person’s recovery with the 

paradigm of ‘Health to Wealth’ and enhance coordination of service provision and access for 

people experiencing AOD problems.  

A strong component of this care is whanau ora and developing a kaupapa Māori framework 

(whanau ora, rongoā, Peer Support Whanau ora and healing centre); a broad discussion on 

inequity and inequalities of the high population of Māori with addiction problems- requires 

an approach to reduce inequity. We know that inequity reduces social capital (social 

connection, trust) particularly for low income groups such as Māori and Pacifica, which 

reduces health and increases disease- such as addiction.  

A stakeholder forum with AOD providers and consumers regarding the proposed Regional 

Model, potential impact and modelling required locally was held, in which this report is 

based on.  

The forum indicated that they would be supportive of reviewing existing resource in light of 

the proposed Regional residential service model and prospective Compulsory Treatment 

legislation. It also recommended the strengthening of local community based services 

particularly in the area of Peer Support, Whānau Ora and Community Withdrawal 

Management services are undertaken via workforce development and partnerships with the 

specialist AOD services and the Emergency Department. Furthermore, several 

recommendations have been made regarding principles of the local model of care, 

additional resource, configuring existing resource and a particular approach to whanau ora.  

A shift in thinking is required about health as a series of medical challenges which can have 

social implications, to health as a series of social challenges which can have medical 

implications. Therefore, this proposed Tiered model of care will build on existing 

partnerships and interface with other related sectors such as welfare, housing and social 

services (refer Appendix 1).  

Due to the short timeframe for feedback on a proposed local model- only one forum was 

able to be undertaken and this feedback report attempts to outline key aspects of a 

required local model that interfaces with the Regional residential AOD services, benefitting 

the people that require such support services in the MidCentral district.  
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APPENDIX 1:  

MidCentral has a broad range of MHA services and programmes underway, including inter 

sector initiatives.  These current programmes of work based in the MidCentral district 

include the following initiatives:    

Drivers of Crime – integration of NGO AOD services for a single point of entry model was 
developed late 2014 and continues to be monitored and reported on by a joint justice and 
health advisory group, with the Department of Corrections Community Probation Services 
for offenders with AOD problems.  
 
Social Service Sector Trial (Levin) – focusing on positive social outcomes for young people 
aged 12-18 years. Establishment of an additional AOD youth practitioner role in 
Horowhenua to support the Trial’s work programme.  The new service is working alongside 
the Horowhenua District Council, general practice and school based health services.  
 
Whānau Ora – whānau ora collectives in the district (Te Tihi o Ruahine and Te Runanga o 
Raukawa), look to build the resilience and develop whānau solutions to whānau problems 
and has an extensive work programme underway.  
 
The Children’s Action Plan (Levin) – Children’s Team work programme of cross sector 
agency response to identifying, supporting and protecting vulnerable children.  
 
Welfare Reforms – reducing long-term welfare dependence is a priority as reflected in the 
Better Public Services document to reduce the number of people who have been on a 
working age benefit for longer than 12 months. The DHB has established the Evidence Based 
Supported Employment model with the NGO Whaioro Trust being co-located within the 
specialist Māori Mental Health Service of the DHB.  
 

Perinatal Services – guided by the Healthy Beginnings Guidelines (Ministry of Health) 
outlining a number of reasons for developing comprehensive, integrated perinatal and 
infant mental health services. Recently increased capacity of Maternal Mental Health 
services and Packages of Care to support women experiencing acute mental health issues in 
the perinatal period and for their infants; and developed hub/spoke model with primary 
care/Integrated Family Health Centres.  
 
Prime Ministers Youth Mental Health Project – There is unmet need among young people 
dealing with mental health addiction issues. Implementation of the stepped care model for 
young people within the Primary Mental Health Service (Central PHO), offering a range of 
options. 
 
Workforce Development – workforce competencies and workforce development priorities 
to support implementation of the Rising to the Challenge Plan, is informed by the collective 
Leadership of Mental Health and Addiction NGO Primary leaders and managers (Connected 
Workforce Group).  
 
Suicide Prevention Action Plan –The link between mental illness and suicidal behaviour is 
well known, but other risk factors include exposure to trauma, a lack of social support, 
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family whānau relationships challenges, difficult economic circumstances and other social 
determinants. The DHB has recently established a kaupapa Māori Suicide Prevention service 
and submitted its Action Plan to the Ministry of Health (20 July 2015).  
 
Rising to the Challenge Plan 2012-2017 – MidCentral DHB Mental Health and Addictions 
Clinical Network has a broad work-plan based on the eight goals of the Rising to the 
Challenge Service Development Plan. The Network consists of health, justice, consumers 
and clinicians.  
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TO Community and Public Health Advisory 
Committee 

 

  
FROM Acting Finance Manager 

Funding and Planning 
  

DATE 10 November 2015 Memorandum  
SUBJECT FINANCE REPORT –                     

RESULT OF OCTOBER 2015 
 

 
 
1.  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 October 2015 YTD result is a positive variance to budget.   
 
 
3.  RECOMMENDATION 
 
It is recommended: 
 
 that the report be received 
 
 
 
 
 
 
 
 
Rodney Mackenzie 
Acting 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.  Future finance reports will be against the revised Annual Plan 
financials. 
 
4.2 Result for October 2015 
 
The Funder’s YTD October result is a surplus of $26k over budget.  
 
 4.3 MidCentral Health washup 
 
The Funder is paying an extra $463k to MidCentral Health as a YTD washup for IDF Cancer 
Patients. The Funder has accrued an extra $463k IDF inflow income as this will be reimbursed 
from other DHB’s. This has no financial impact on the Funder’s result. 
 
4.4 Elective Income (EI) 
 
The Funder has accrued elective income as per the elective initiatives budget and this will be 
adjusted in subsequent months based on actual activity.  
 
4.5 Inter District Flows - Inflow and Outflow 
 
Reports indicate that the Inter District Flow inpatient inflows to Palmerston North Hospital and 
inpatient outflows are close to budget, at 107 percent and 103 percent respectively.  
 
4.6 Disability Support Services (DSS)  
 

 
 
The latest annualised Dementia and Hospital Care bed days continued to grow at 7.9 percent 
and 2.2 percent respectively whereas the Rest Home bed days dropped by 0.3 percent. Overall 
bed days grew at 2 percent.   
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5.  FUNDER FINANCIAL PERFORMANCE 
 
The Funder’s October 2015 YTD result is $26k favourable to budget.  The forecast for the year is 
as per the revised annual plan. 
 
 

 

MidCentral DHB - Funder 
Income and Expenditure - By Ring Fenced Area           Annual
For the period ending 31 October 2015 Actual Budget Variance Forecast Budget Variance

$000 $000 $000 $000 $000 $000

Personal Health Income (a) 135,299 133,102 2,197 403,020 400,317 2,703

Personal Health Expenditure (b) 137,171 135,024 -2,146 401,097 398,305 -2,792 

Personal Health Surplus/(Deficit) -1,872 -1,923 51 1,923 2,012 -89 

Mental Health Income (a) 13,607 13,439 169 40,842 40,316 526

Mental Health Expenditure (b) 13,624 13,460 -164 40,842 40,316 -526 

Mental Health Surplus/(Deficit) -17 -21 4 -0 -0 0

Disability Support Income 27,135 27,115 20 81,346 81,346 0

Disability Support Expenditure 27,369 27,206 -164 81,707 81,346 -361 

Disability Support Surplus/(Deficit) -234 -90 -144 -361 0 -361 

Maori Health Income 669 669 0 2,007 2,007 0

Maori Health Expenditure 555 669 114 1,557 2,007 450

Maori Health Surplus/(Deficit) 114 0 114 450 0 450

Governance Income 819 819 0 2,456 2,456 0

Governance Expenditure 819 819 0 2,456 2,456 0

Governance Surplus/(Deficit) 0 0 0 0 0 0

Total Funder Surplus/(Deficit) -2,008 -2,034 26 2,012 2,012 -0 

Note on Variance
(a) Due mainly to extra funding from MoH that has corresponding increase in expenditure 
(b) Extra expenditure due to extra funding

YTD
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