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MidCentral District Health Board

Community & Public Health Advisory Committee Meeting 

Tuesday, 7 June 2016 

Part 1

O r d e r 

1. APOLOGIES

Phil Sunderland and Ann Chapman for lateness. 

2. NOTIFICATION OF LATE ITEMS

3. CONFLICT AND/OR REGISTER OF INTERESTS

3.1 Amendment to the Register of Interests

3.2 Declaration of Conflicts in Relation to Today’s Business

4. MINUTES

4.1 Minutes

Pages: 1-6
Documentation: minutes of 26 April 2016
Recommendation: that the minutes of the previous meeting held on

26 April 2016 be confirmed as a true and correct record.

4.2 Recommendations to the Board 

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

4.3 Matters Arising from the Minutes 

To consider any matters arising from the minutes of the meeting held on     
15 March 2016 for which specific items do not appear on the agenda or in 
management reports. 

5. GOVERNANCE

5.1 2015/16 Work Programme

Pages:  7- 12
Documentation: report from Chief Executive Officer dated 30 May 2016 
Recommendation: that the updated work programme for 2015/16 be noted 



6. STRATEGIC

6.1 Regional Service Plan Implementation Update – Quarter 3, 2015/16

Pages:  13-37
Documentation: report from Manager, DHB Planning & Accountability 

dated 31 May 2016 
Recommendation: that this report be received 

6.2 2015/16 Annual Plan Implementation: Update 2 

Pages:  38-59
Documentation: report from General Manager, Strategy, Planning & 

Performance dated 20 May 2016 
Recommendation: that this report be received 

6.3 centralAlliance Update 

Pages: 
Documentation: 

Recommendation: 

60-62
report from General Manager, Strategy, Planning & 
Performance dated 27 May 2016
that this report be received

6.4 Mental Health Update 

Pages: 
Documentation: 

Recommendation: 

63-106
report from Service Director, Clinical Director, Mental 
Health & Addiction Services and Director of Nursing 
dated June 2016
that this report be received 

6.5 Non Financial Monitoring Framework & Performance Measures – 
Report for Quarter 3, 2015/16 

Pages:  107-179
Documentation: report from Manager, DHB Planning & Accountability 

dated 23 May 2016 
Recommendation: that this report be received 

6.6 Renal Plan for MidCentral DHB 

Pages:  180-185
Documentation: report from General Manager, Strategy, Planning & 

Support and General Manager, Clinical Services & 
Transformation dated 23 May 2016 

Recommendation: that this report be received 

6.7 2015/16 Maori Health Plan Annual Progress Report 

Pages: 
Documentation: 

Recommendation: 

186-208
report from General Manager, Maori Health & Disability 
dated 25 May 2016
that this report be received



7. OPERATIONAL REPORTS

7.1 Funding & Planning Operating Report (Results for March)

Pages:  209-216
Documentation: report from General Manager, Strategy, Planning and 

Performance dated 20 May 2016 
Recommendation: that this report be received 

7.2 Finance Report – Result for March 2016 

Pages:  217-220
Documentation: report from Finance Manager, Funding and planning 

dated 12 April 2016 
Recommendation: that the report be received 

8. LATE ITEMS

To discuss any such items as identified under item 2

9. DATE OF NEXT MEETING

19 July 2016

10. EXCLUSION OF PUBLIC

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

Item Reason Reference 
“In Committee” Minutes of  
the previous meeting 

For reasons stated in the 
previous agenda 

Elective Initiative & Price 
Volume Schedule Subject of negotiation 9(2)(j) 

Contracts Update Commercial negotiation 9(2)(j) 

New Model for Community 
Pharmacist Contracting Subject of negotiation 9(2)(j) 



MidCentral District Health Board 

Community & Public Health Advisory Committee Meeting 

Minutes of meeting held on Tuesday, 26 April 2016 at 1pm at MidCentral District Health 
Board Offices, Board Room, Gate 2, Heretaunga Street, Palmerston North 

PRESENT: 

Diane Anderson (Chair) 
Barbara Cameron (Deputy Chair) (Arrived 1:09pm) 
Adrian Broad 
Ann Chapman 
Nadarajah Manoharan 
Phil Sunderland (ex officio) 
Donald Campbell 
Andrew Ivory 

IN ATTENDANCE: 

Kathryn Cook, Chief Executive 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Angie Guy, Acting Committee Secretary  
Neil Wanden, General Manager, Finance & Corporate Services 
Jo Smith, Senior Portfolio Manager, Health of Older Persons 
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions 
Stephanie Turner, Director, Maori Health & Disability 
Jordan Dempster, Communications Officer 
Andrew Orange, Portfolio Manager, Clinical Services 
Barbara Bradnock, Portfolio Manager, Child & Youth Health 
Vivienne Ayres, DHB Planning & Accountability 
Dr Bruce Stewart, General Practitioner 
Chiquita Hansen, Chief Executive Officer, PHO 
Joe Howells, Director of Innovation & Development 
Dr Greig Russell, Medical Administration Trainee 

OTHER: 

Public: (1) 
Media: (0) 

1. APOLOGIES

There was one apology received from Oriana Paewai. 

2. NOTIFICATION OF LATE ITEMS

There were no late items. 

3. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE
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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 15 March 2016 be confirmed as a 
true and correct record. 

4.2 Recommendations to the Board 

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

4.3 Matters Arising from the Minutes  

There were no matters arising from the previous minutes. 

Central PHO Annual Report Update for 2016 

Dr Bruce Stewart presented the CPHO Annual Report for the previous twelve months and 
spoke of the reorganisation and challenges that have arisen during this period. 

Management has been brought in-house but Compass is still used for ICT, finance and 
payroll.  In the new phase some services have come back to Manawatu particularly finance 
which has been very beneficial.  Integration work with IFHCs and the two Whanau 
collectives has continued. The PHO has developed a close relationship with Te Tihi.   Central 
PHO estimates that about 97% of the Maori population are enrolled with practices, and has 
been steadily increasing.   

Central PHO has a Trust Board of 14 members, an Alliance Leadership Team comprising a 
further 8 and an Alliance Management Team of 18.  These all work under the Alliance 
principals as well as the Board’s Charter.  Overall the system is working well. Central PHO 
has three sub-committees: the Clinical Board, the Information Governance group and the 
Finance Audit Risk Committee.  The PHO has a staff of 61 clinical, 29 non clinical and 15 
Maori.   

Clinical Services provided by the PHO cover three main areas: Child Health, Acute Care and 
Clinical Co-ordination Services (which includes palliative care etc).   

Health targets are on track.  The Stanford self-management course has been running for 
some time now and is very successful.  The Breathing Easy Course is also very successful and 
to date there have been 423 attendances by patients with complex conditions. There have 
been no respiratory admissions in the last 12 months for the patients who participated. 
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A member asked about the continuation of care at Himatangi. The PHO Chair and CE spoke 
about the challenges facing Te Waiora Service in Foxton, and the steps being taken to 
address them. This includes reconsidering the level and nature (ie, model of care) of services 
delivered at Himatangi. The PHO is doing this in conjunction with the local community. 
There have already been several meetings with more planned. 
  
Acute Care is a new programme rolled out over last couple of months.  It is a good example 
of co-design with general practice teams and Midcentral Health clinical teams and it links to 
community services which allows support to be put around patients in order for them to be 
managed in the community.  There have been 450 POAC cases to date with the cellulitis 
pathway having been used the most.   
 
At present there are 108 GPs and six nurse practitioners working in primary care. GP 
training and nurse practitioner development is a particular focus for the PHO.  Drs Paul 
Cooper and David Broad are contracted by the College of General Practitioners to support 21 
GPs registrars in the district.  This is the highest number of GP Registrars ever.  
 
A member asked whether CPHO intended to move out of the ownership role in Horowhenua 
Community Practice now that it was functioning well. Dr Stewart referred to the significant 
investment CPHO has made in Horowhenua over the years and the strategic importance of 
the practice as the foundation of primary care in that community. He identified the next 
opportunity as a reworking of primary and specialist services in the Health Centre, which the 
Horowhenua Community Practice team is enthusiastic to be involved in. 
 
The General Manager, Strategy, Planning & Performance also noted that the PHO’s work in 
Horowhenua is fully aligned with the DHB. 
 
Central PHO’s Business Services team is responsible for ICT and business intelligence 
strategy and development.  This is a growing area.   The PHO is currently a provider of ICT 
services to Otaki, Fielding, Kauri Health, HCP and Te Waiora.   
 
There have recently been changes in consultation patterns in general practice.  There has 
been an increase in consultations for the Under 13 age group, both in normal hours and after 
hours. There has also been an increase in consult rates for the over 65s. Overall the practices 
have been very busy.  ED presentations and acute attendances at general practice teams have 
not changed in diagnosis, they are just occurring in greater numbers.    
 
Central PHO has been developing a three year plan, which is currently in draft form.  The 
PHO has been trying to reduce the complexity of its planning documents.  The new three 
year plan will have 28-30 objectives.  As always, the new plan aligns directly with the DHB’s 
strategies and plans.   
 
A member inquired whether the Central PHO team would be growing in response to the 
large amount of work on its workprogramme.  The Chief Executive Officer of the PHO noted 
that on the contrary, the PHO’s establishment was dropping.  Last year there were 120 staff, 
now there is 104 (93.04 FTE) allocated.  This is the result of cost reduction to fit within 
budget and a conscious effort to move clinical teams out to IFHCs where practicable.   
 
Mr Phil Sunderland asked if there were any risks or critical issues in the PHO’s operations 
that the Committee needed to know about.  Dr Stewart talked about having to reduce 
spending which means not always doing what needs to be done for example, not having 
enough resources to roll out the portal around the primary care.   
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5. GOVERNANCE 
 
5.1  2015/16 Work Programme 
 
Mr Andrew Ivory requested that he no longer receive printed copies of the CPHAC Agenda 
by mail.  It is understood that as at 1 July 2016 there will no longer be printed copies unless 
specifically requested.  Jill Matthews, Principal Administration Officer to be advised 
accordingly. 
 
It was recommended: 
 
 that the report from the Acting Chief Executive Officer for 2015/16 be noted. 
 
6. STRATEGIC 
 
6.1 Renal Plan for MidCentral DHB 
 
A member asked why demand had been underestimated in the last review. The GM noted the 
upsurged in demand is a national phenomenon and that a number of DHBs are experiencing 
pressure on their dialysis units. He also indicated that it’s important to look at whether the 
mode of care anticipated in the previous review was implemented  
 
Mr Phil Sunderland enquired as to where we sit in relation to the Christchurch model 
whereby home-based dialysis is the primary treatment modality, with hospital-based dialysis 
reserved for patients with very high clinical need. The General Manager Strategy, Planning & 
Performance, said that in MidCentral home based treatment is offered but patients have a 
choice, and generally appear to choose the hospital based option. 
 
The General Manager Strategy, Planning & Performance said that the key to optimal 
management of renal failure is to ensure that the whole continuum of care is well managed – 
this includes particularly primary care and community services so that diagnosis is made 
early and protective therapies implemented.   
 
The Chief Executive explained that consultation will also be undertaken with the Wairarapa 
DHB whose patients currently attend Kenepuru Hospital in the Wellington Region to receive 
treatment.  The review is aiming to report back at the end of July.  
 
It was recommended: 
 
 that this report be received. 
 
 
7. OPERATIONAL REPORTS 
 
7.1 Strategy, Planning & Performance Operating Report (Results for March) 
 
Item 3.2 Maori Health 
The Chair suggested that the Director of Maori health & Disability invite members of Pae Ora 
to attend at the next meeting. 
 
 
Item 3.3.1 Commissioning Framework, Ministry of Health 
The Mental Health & Addictions Portfolio Manager advised that she has been working with 
the MASH Trust to develop an outcomes-based approach to contracting.  This work is being 
supported by the Ministry of Business, Industry and Employment.  
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Item 3.4.1 An IFHC for South-Western Palmerston North 
In response to a member inquiry, the General Manager, Strategy, Planning and Performance 
confirmed that the IFHC contemplated for the western community included Awapuni. He 
indicated that work was underway with Central PHO, but that it was likely to be a long slow 
project.  The right people are needed to be part of the IFHC for it to be successful.  The Chief 
Executive noted that this community might need a different type of health service than that 
planned for Kauri Health or Feilding.  There are also possibilities to working with the 
government’s Social Investment concept to the advantage of the local community. 
 
Item 3.4.2 Zero Fees for Under 13s 
There was discussion about the pattern of service use and the possible causative factors. The 
General Manager Strategy, Planning & Performance, advised that currently there is a 
concerted effort to analyse the different strands of data and understand acute demand.  Dr 
Greig Russell made comment that two-out-of-three people who come to hospital go home 
without admission, which suggests they could possibly be cared for in other settings.  
 
The Chief Executive noted the importance of St Johns in the urgent care situation, with 
many patients transported to hospital by St Johns and then not subsequently admitted.  The 
MidCentral Health team are currently working with St Johns on this issue.  There is a paper 
coming to HAC in the near future. 
 
The General Manager, Strategy, Planning and Performance, advised that since the paper was 
written, the additional funding required for Under 13’s after hours consultations had been 
finalised and was $128,000.     
 
Item 3.4.3 Whanau Triathlon 
Adrian Broad advised that he had attended the Whanau Triathlon and noted that it was an 
excellent event with good interaction with Sport Manawatu, stall holders and MidCentral 
staff was very good. 
 
Item 3.4.5 Fluoridation 
Committee members asked for a presentation on how Public Health works. This will be 
arranged for the next meeting.  
 
 
It was recommended: 
 
 that this report be received. 
 
 
 
7.2 Finance Report – Result for March 2016 
 
The year to date result is slightly better than budget.  The funder has accrued elective income 
as per the elective initiatives budget and this will be adjusted in subsequent months.  The 
Inter District flows inpatient flows to Palmerston North Hospital and inpatient outflows are 
close to budget.  
 
It was recommended: 
 that this report be received. 
 
8. LATE ITEMS 
There were no late items for this section of the meeting. 
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9. DATE OF NEXT MEETING 
Tuesday, 7 June 2016 
 
 
11. 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: 

 
 

 
 
 
 
 
Confirmed this 7th day of June 2016 
 
 
 
 
 
 
………………………………………… 
Chairperson 

Item Reason Reference 
“In Committee” Minutes of  the previous 
meeting 

For reasons stated in the 
previous agenda  

2016/17 Draft Annual Plan Subject to negotiation 9(2)(j) 

2016/17 Draft Maori Health Plan Subject to negotiation 9(2)(j) 

General Approach to Contract Review & 
Renewal for 2016/17 Negotiation Strategy  9(2)(j) 
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TO Community & Public Health Advisory 
Committee 

 
  

FROM Chief Executive Officer 
  

DATE 30 May 2016 
  MEMORANDUM SUBJECT 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 Committee’s work programme is attached. Generally reporting is progressing in accordance 
with this, with three exceptions: 
 
• 2016/17 Price : Volume Schedule  

This is still being finalised as part of the budgeting and will be presented to the Committee 
next month once recently announced elective funding has been incorporated. 
 

• centralAlliance Laboratory Contract 
A report on the approach to the laboratory contract process was scheduled. However, this 
will now be submitted to the Committee’s next meeting. 
 

• Renal Report 
Further analytical and evaluation work is being undertaken and it is expected the final 
report and recommendation will be submitted to the Committee’s next meeting. Meantime, 
an update has been provided. 
 

• Presentation on How Public Health Works 
As the Public Health Unit has been focused on the measles cases in Horowhenua, we have 
deferred this presentation until the Committee’s next meeting. 
 
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 

• Regional Service Plan 
2016/17 – Draft 1 

• Draft 2016/17 Funding 
Arrangements document 

• Update re 2016/17 
Elective Initiatives Funding 
& Price Volume Schedule 

• 2016/17 price:volume 
schedule 
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Reporting 
Category 

Last Meeting Current Meeting Next Meeting 

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

• Renal plan for MDHB • 2015/16 RSP 
implementation: update 4 

• 2015/16 AP 
implementation:  update 
re primary care initiatives 

• 2015/16 Maori Health 
Plan:  update 

• Mental health service 
update  

• Update re renal plan 
• New model for community 

pharmacist contracting 

• Renal Plan & 
Recommendation  

Sub-regional work 
- centralAlliance 

 • centralAlliance strategic 
plan update 
 

• centralAlliance laboratory 
contract:  proposed 
approach 

Quality Non-financial performance 
measures for quarter 
ended December 2015 

• Non-financial performance 
measures for quarter 
ended March 2016 

 

Operational 
Matters 

• General Manager’s report 
• February results 

• General Manager’s report 
• April results  
• Contracts update 

• General Manager’s report 
• May results 
• Presentation re how Public 

Health works 
Reporting  • Work programme update • Work programme update • Work programme update 
Workshops •    
 
Committee commitments through until August 2016 are set out below. 
 

0800 0900 1000 1100 1200 1300 1400 1500 1600 1700Time

D
at

e

Jun 7th CPHAC 

Jul 19th 

Aug 30th 

CPHAC Hold Workshop 
as required

CPHAC Hold Workshop 
as required

 
 
The Committee’s work programme for 2016/17 will be developed in line with the current review 
of the Board’s committee structure. 
 
 
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 re organised stroke service
10 Update 4
11 2016/17 RSP Development
12 Approach & timeline
13 Draft 1
14 Annual Plan
15 2016/17 AP Development
16 Needs assessment
17 Annual review of prioritisation framework
18 Assumptions - funding related
19 Assumptions - funding related
20 Price volume schedule (draft)
21 Price volume schedule 2016/17
22 Planning workshop
23 Draft AP
24 2016/17 Maori Health Plan Development
25 Draft 1
26 2016/17 Funding Arrangements Document
27 Draft 1
28 2015/16 AP Implementation
29 Primary care initiatives: update 1
30 Primary care initiatives: update 2
31 centralAlliance Strategic Plan
32 Update 1
33 Update 2
34 Update 3
35 Update 4
36 Update 5
37 centralAlliance - laboratory contract
38 Mental Health Service Reconfiguration

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

2015/16 CPHAC Work Programme, Tue 31‐05‐16 
Page 1
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ID Task Name

39 Update 1
40 Update 2
41 Update 3
42 Update 4
43 Possibility of a mental health workshop
44 Non-financial Performance Indicators
45 2014/15, Quarter 4
46 2015/16, Quarter 1
47 2015/16, Quarter 2
48 2015/16, Quarter 3
49 2015/16, Quarter 4
50 Information Only
51 Secondary care initiatives, inc centralAlliance:  update

1
52 Secondary care initiatives, inc centralAlliance:  update

2
53 Quality (inc customer satisfaction & clinical 

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

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

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

- Hospital Audit) NOW JUNE 2016
66 Business Cases
67 Feasability of primary birthing unit, PNth 
68 Feasability of primary birthing unit, PNth 
69 Turbo Kidz
70 Renal project report and recommendation
71 2015/16 Maori Health Plan Implementation
72 Update 1

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

2015/16 CPHAC Work Programme, Tue 31‐05‐16 
Page 2
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ID Task Name

73 Update 2
74 2014/15 Maori Health Plan Implementation
75 Update 2
76 NZ Health Strategy
77 Draft submission
78 Copy of MDHB's submission on NZ Health Strategy
79 General Manager's Report (inc health targets & portfolio

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

GP fee increases
95 Primary birthing centre, PNth - private development
96 Update re primary birthing centre, PNth - private 

development
97 Presentation on How Public Health Works
98 Annual Plan - Profile of Initiatives
99 Profile 1
100 Profile 2
101 Profile 3
102 Profile 4
103 Contract Updates (>$250k)
104 Update 1
105 Update 2
106 Update 3
107 Update 4
108 Quality

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

2015/16 CPHAC Work Programme, Tue 31‐05‐16 
Page 3
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ID Task Name

109 Annual report from PHO Clinical Board
110 Ombudsman's reports of  Dec15 visit
111 GOVERNANCE
112 CPHAC terms of reference review
113 Mental Health Workshop
114 Mental Health workshop
115 CARRIED FORWARD FROM 2014/15
116 Home management services:  options for reassessment
117 Information Only
118 2014/15 Quality update 2
119 2014/15 Workforce update 2
120
121

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

2015/16 CPHAC Work Programme, Tue 31‐05‐16 
Page 4
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TO Community and Public Health Advisory 
Committee 
Hospital Advisory Committee  

FROM Manager  
DHB Planning and Accountability MEMORANDUM 

DATE 31 May 2016 

SUBJECT REGIONAL SERVICE PLAN IMPLEMENTATION UPDATE – 
QUARTER 3, 2015/16  

1 Purpose 

To provide the Committees with an update on progress in implementing the 2015/16 
Regional Service Plan for quarter ending March 2016, in accordance with the 
Committees’ work programmes.   

This update is for information – no decision is required. 

2 Summary 

This report, with attachment, summarises the full 70 page progress report in delivering 
the central region’s 2015/16 Regional Service Plan (RSP) for the January to March 2016 
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 90 percent (82) of the 91 projects tracking to plan.  The Major Trauma 
programme is broadly on track but milestones are behind schedule due to delays in 
finalising the National trauma registry and delays in establishing staff in all DHBs.  The 
Regional Health Informatics Programme remains partially achieved with steady 
progress being made on regional implementations with exception of the Radiology 
Information System delivery being behind plan. The steering group is working closely 
with regional CIO and CFO forums.  

Self-Assessment Ratings 
Quarter 2, 2015/16 

Programmes Projects 

Achieved 11 85% 82 90.1% 
Partially Achieved 2 15% 9 9.9% 
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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However, 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 ‘not achieved’.   

Six programmes were not tracking to plan and targets for some of the performance 
measures were not being achieved on a regional basis; five programmes attracting a 
‘partially achieved’ assessment and one programme ‘not achieved’ (secondary cardiac 
services).  The Ministry is working closely with Capital & Coast DHB on the 
management of its cardiac surgery waiting list so no additional escalation is required at 
this stage.  Additional resourcing in June is anticipated at Capital & Coast DHB and 
plans are being prepared for sustainable delivery in 2016/17.  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 PA Workforce development A A 
Cardiac services A NA 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 PA PA 

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 

Some of the 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). 

• Year to date March 2016 elective surgical discharges for the region were 104.3
percent of target with 28,598 delivered of the 27,417 planned elective surgical
discharges.  Of the total volume of discharges for the region, 48 percent (13,853)
were residents of Capital & Coast and MidCentral districts, 35 percent (9,973) were
residents of Hawke’s Bay and Hutt Valley and the remaining 4,772 people (17
percent) were from Whanganui or Wairarapa districts.

• As at the end of March 2016, 81 people across the region waited greater than 4
months for their First Specialist Assessment (ESPI2) – an increase of 22 over the
quarter.  Most (74 percent) of these patients were residents of MidCentral’s district.

• As at the end of March 2016 (data report run date at 16 May 2016), 64 patients
across the region waited greater than four months for their surgical treatment
(ESPI5) – a decrease of 94 since end December 2015.  Of the patients whose
treatment was outside of the timeframe, 47 percent (30) were residents from
MidCentral DHB.

• For the 12 months ending December 2015 (three months lag in data), the region’s
standardised intervention rates for cardiac surgery, angiography and angioplasty
remained significantly below the national target rates although they all showed an
improvement over the last quarter.

• The central region had above the maximum number of patients expected and also
had patients waiting beyond the maximum waiting time for cardiac surgery, with
year to date delivery behind plan.  Capital & Coast DHB as the provider has a
number of plans in place to address this issue and is working closely with the
Ministry.
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• As at the end March 2016, the central region had 83 percent of 376 high risk Acute
Coronary Syndrome patients receiving an angiogram within 3 days of admission;
continuing to achieve or exceed target.

• For the 391 patients admitted between December 2015 and February 2016, almost all
(99.7 percent) had the ANZACS-QI Acute Coronary Syndrome and Cath/PCI
Registry data requirements completed within 30 days of their admission; exceeding
target for the third consecutive quarter.

• The region had 79 percent of stroke patients being admitted to an acute stroke
unit/service over quarter 3; an improvement on previous quarters but missing the
national target of 80 percent.  Capital & Coast, MidCentral and Whanganui DHBs
were below the target. Hawke’s Bay DHB had issues with timeliness and quality of
stroke data.

• The central region continues to exceed the target of ischaemic stroke patients being
thrombolysed with a quarter 3 result of 10.7 percent. While the overall target has
been achieved, MidCentral and Whanganui DHBs did not achieve target but were
close at 5 percent being thrombolysed (due to there not being eligible patients).

• At the end of March 2016, 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, Hawke’s Bay and Wairarapa
DHBs 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 DHBs with the exception of Hutt Valley and
Whanganui DHBs.

• Of the three DHB providers in central region,  Capital & Coast and MidCentral DHBs
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.  Whanganui and Wairarapa DHB exceeded target at 99 and 98
percent respectively, while the other central region DHBs had results ranging from
89 percent to 93 percent during the quarter.  MidCentral continues to be the only
DHB to consistently achieve the target waiting time for MRI scans with 100 percent
during quarter 3.

• Improvement towards the Faster Cancer Treatment health target has been made.  No
DHB has yet achieved the FCT target of 85 percent, although Capital & Coast DHB
was close with 82 percent for the 6-month period to March 2016.  Meeting the target
across the region by end of June 2016 has been identified as a key risk.

• For the twelve months ending December 2015, there were 332 people accessing the
maternal mental health service in the central region – consistent with the previous
two quarters’ volumes.  Over this same period, 127 young people accessed the youth
forensic community and justice liaison service, similar volume to previous quarters.
Ninety percent of the total 553 forensic mental health assessments for people in
prison were completed within 10 days of referral (28 percent on the same day).

• New governance structures are being embedded for the regional health informatics
programme and initiatives are tracking to timeframes with the exception of
Radiology Information System (RIS) delivery. The first major regional application
(Clinical Portal) is expected to go live in Whanganui in May along with Service
Management to support the DHB. RIS testing continues and issues are being
addressed. Timelines for implementation of the regional suite across the DHBs will
be determined within the next three months.
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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 reported in this summary have been updated for the quarter ending March 2016 
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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Summary of 2015/16 Regional Services Plan Implementation – Quarter 3, 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 

Overall  Programme Status:      Continues to be a range of work taking place at a regional level.  Advance care planning and dementia pathways activity are tracking to 
plan. Regional Benchmarking project behind schedule due to the delay in establishment of the national InterRAI data centre. Innovation 
workstream for frail elderly has been discontinued to enable a new approach focusing on the themes of the NZ Health Strategy.   

Projects: Status Progress as at 31 March 2016 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 ACP is referenced within at least 15 pathways at present such as Dementia, Falls, Palliative Care and Long 
term conditions. There are dedicated ACP pathways in place in four DHBs to date. 
The National ACP Training Lead joined the Central Region in February 2016 to discuss ACP 
implementation nationally and regionally. The Chair of the RACPRG is on the National ACP Roundtable 
and acts as a conduit for representing the views of the Central Region. 
The regional benchmarking dashboard will be aligned to the NZ HOP Strategy themes. The indicators 
proposed will go to the HOP Network for endorsement early April. 
Over 90 health professionals have undertaken Level 1 ACP e-learning modules.  The RACPRG will continue 
to work with the Regional Training Hub and clinical leads to promote level 1 training 

 

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 A stocktake and a gap analysis against the New Zealand Dementia Framework is complete. “Living well” 
“Maximise wellbeing” and “End of Life” identified as key elements of the national framework for regional 
approach. From this 16 ‘good points’ have been prioritised and lead groups/organisations have been 
proposed to respond. 
The Executive Director and Clinical Advisor of Alzheimer’s NZ joined the RDPRG meeting to discuss the 
region’s requirements in relation to the living well with dementia resources. Resources are expected to 
be available by April 2016.  
Hawke’s Bay DHB has developed a regionally consistent survey for primary care.  The results of this 
survey have been analysed at a regional and local level and are informing a training response for 2016. 
‘WiAS’ closed due to reallocation of funding by MoH.  
 
 

 

A 
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Regional benchmarking/dashboard 
(interRAI) 

A A decision making matrix has been developed to determine which indicators will be used within the 
dashboard. The matrix considers strategic imperatives, type of measure, equity and capacity to influence 
change. It will be presented to the HOP Network at their April meeting for their endorsement. 
A consumer representative has been appointed to the Regional Benchmark project. 

Project timeframes 
amended – to be 
carried through to 
2016/17 RSP 

Regional collaboration and innovation – 
frail elderly 
- Regionally consistent definition of ‘frailty’ 

(September 2015) 
- Strategies to identify last two years of life 

(March 2016) 
Cross sector engagement  
- ACC to join the HOP Network (September 

2015) 

C During the regional planning session in November, the Network agreed to discontinue this workstream to 
enable a new approach. The Central Region HOP Network’s work programme is under development, but 
is framed against the themes of the NZ Health Strategy, with a focus on system integration, care 
arrangements, and regional models for older people.  
  
Cross engagement continuing, particularly with ACC.  

 

Maori Health  (CEO Sponsor: Julie Patterson.  Lead: Stephanie Turner)  

Key Objective:   Early access to services 

Overall  Programme Status:      Activities in Q3 have continued to focus on planning and increased momentum across the Whānau Ora Framework, Māori Health 
Workforce Development Plan and Māori Health indicators.  

Projects: Status Progress as at 31 March 2016 Key risks / issues 
Whanau Ora Framework A Completion of a regional Whānau Ora – Pae Ora Framework will occur over the next quarter. The 

National Whanau Ora Outcomes Framework was signed off by cabinet ministers and iwi leaders Q2 
2015.  Both the National Whanau Ora Outcomes Framework and the Pae Ora Framework align well. 
The Pae Ora Framework is designed to further enable whanau ora ideology and practice to occur inside 
DHBs. The intention is that it will be used at a policy development level, within a planning, funding and 
contracting context, and across service development, monitoring and improvement.  There is little 
incentive for commissioning agencies to be working with DHBs. Next steps include continuing to build 
relationships with commissioning agencies to support the whanau ora collectives.   

Currently there is no 
specific resource 
allocated to the rollout 
and implementation of 
the National Whanau 
Ora Framework across 
the CR – it is reliant on 
individual DHBs  

Maori health workforce A Māori GM engagement has occurred across workforce planning priorities for the 2016/17.  Māori staff 
numbers have increased across the regional health workforce in nursing, midwifery, medicine and 
allied health (supported by regional GMs HR).  A regional benchmarking of current Māori and Pacific 
workforce numbers is complete along with agreed regional and local recruitment targets.  The 
development of a regional recruitment plan will be further progressed this quarter.  

 

A 
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The National Coordination Centre is leading the development of a business case to extend the current 
Kia Ora Hauora funding.  99 percent of central region enrolments in the Kia Ora Hauora programme ar 
Māori.  The CR hub is 51% above the contract target for registration and 63% above contract target for 
1st year tertiary registrations.  Nursing follows the national trend of preferred career choice. 

National Maori indicators A Regular quarterly reporting against the annual Regional Māori Health Plan indicators in place. 
Webinar Excellence Seminars are now also accessible via the Trendly online site. There remains an 
ongoing focus on sharing/duplicating best practice, strength based approaches that are showing 
results.  A CRMM presentation schedule is in place at which identified lead DHBs share and showcase 
Māori health gain successes. 

 

Child health for Maori A National and Central Region Māori Health Indicator Reporting Framework and online Trendly 
tool/excellence webinars are enabling a focus on accelerating child health indicator results across CR 
DHBs.  ASH rates for tamariki 0-4 years and breast feeding rates at 6 months of age are the two 
biggest challenges for the majority of CR DHBs, with only three DHBs achieving the indicator targets.  
All CR DHBs are maintaining a consistent level of achievement for immunisation at 8 months on or 
within 5% of the target.  There are many excellent child health specific initiatives occurring within 
each CR DHB. GMs Māori are focused on ensuring successes and learnings are understood and 
shared at a regional level to drive better results. 

 

Maori health repository A Structure of Repository has been agreed by CRMM GMs, through Sharepoint. The design process is well 
underway, trialling amongst CRMM will occur over the next two months. Exploring whether the 
Repository is better off being hosted and managed within a DHB or purchasing premium Drop 
Box/Google Docs package. 

 

Maori health development A Tū Kaha, the biennial Central Region Māori Health Development 2016 conference will take place at 
Silverstream Retreat 21-23 September 2016.  HVDHB/CCDHB are the lead DHBs and Rangatahi 
involvement is ensured.  Community health development solutions and whānau ora/collective impact 
innovations will be showcased.  Central to the success of this conference is a focus on increasing 
attendance by non-Māori DHB executive leadership teams, senior management teams and clinicians 
from across the six Central Region DHBs.  

 

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) 
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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:    The Central region has above the maximum number of patients expected in quarter 3 with patients waiting beyond the maximum waiting 
time.  CCDHB has a number of plans to reduce the number of patients on the cardiac surgery wait list and ensure patients are treated by 
dates, including outsourcing to private providers and other DHBs. Expected Clinical Standards (formerly Cardiac Minimum Standards) self 
assessment template developed for annual planning processes. While ACS and ANZACS-QI results are satisfactory, the standardised 
intervention rates across the suite of cardiac procedures remain significantly below the national targets.  There is a continued focus on 
work programmes to ensure barriers are addressed.  

Projects: Status Progress as at 31 March 2016 Key risks / issues 
Expect Clinical Standards (formerly  
minimum standards) 
- review pathways, develop and agree 

minimum standards that increase access 
to diagnostics for primary care by end of 
January 2016 

A DHBs were asked to complete a self assessment using the current Standards template to assess their 
performance using a traffic light system, to be used to inform and align regional and annual planning 
for 2016/17. 
No regional issues to report at this stage. 
 

 

Cardiac KPIs 
- Review data collection integrity by end of 

September 

A Quarterly KPI report produced for the Cardiac Network and resolution strategies identified where 
performance gaps exist.  Results for 12 months to December 2015 show the central region Standardised 
Intervention Rate to be significantly below the national targets. 
Standardised Intervention rate – cardiac surgery (Target 6.5/10,000 population)  
CCDHB 4.69, HBDHB 6.84, HVDHB 5.20, MDHB 6.24, WaiDHB 4.99 and WhaDHB 5.52   
Central region:  5.62  
Standardised Intervention rate – angiography (Target 34.7/10,000 population) 
CCDHB 24.30, HBDHB 38.58, HVDHB 27.85, MDHB 37.06, WaiDHB 26.14 and WhaDHB 34.70 
Central region:  30.74  
Standardised Intervention rate – angioplasty (Target 12.5/10,000 population) 
CCDHB 10.90, HBDHB 12.77, HVDHB 12.37, MDHB 10.82, Wai DHB 9.82 and WhaDHB 10.00 
Central region: 11.35 
The national target of 95% patients receiving their elective coronary angiography within 90 days was 
achieved as a central region at 91% as of the end of January 2016.  
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Acute coronary syndrome (ACS) Quality 
Improvement programme 

A The ANZACS-QI target, ‘Door to Cath’ data to the end of February 2016 showed that 5 central region 
DHBs achieved the national target of 70% ( CCDHB 100%, HBDHB 68%, MDHB 80%, WaiDHB 75% and 
WhaDHB 67%. HBDHB and WhaDHB did not achieve the 70% national target.   
ANZACS-QI Registry data completions for the period to January 2016 showed all central regional DHBs 
including NMDHB achieved 100 percent performance against the national registry completion indicator 
of 95 percent.  DHBs have all done a considerable amount of work to clean up their data over the last 
few months which is evident by the level of performance achieved.  
The two ANZACS-QI coordinators at CCDHB continue to work closely with other regional DHBs and are 
focusing on service improvement including ACS transfers.  
A list of NHIs has been provided by the ANZACS Coordinators to Whanganui DHB to understand the 
reasons for the delay.  The majority of delays are due to not being able to access beds at CCDHB.  
CCDHB is looking at ways to prioritise access for Whanganui patients to prevent future breaches.  

 

Sustainable workforce A There are varied issues that have prevented DHBs from undertaking echocardiography training.  A 
meeting was held with Cardiac Service Managers to determine a way forward to progress a regional 
echocardiography training model.  The outcome of the meeting was that: managers agreed to confirm 
a sub-regional/regional training model, and, CCDHB (as a potential regional training hub) would be in a 
position to offer trainee support to other regions beginning 2018.   

 

Regional cardiac service model 
- 5-year Regional Cardiac Services plan 

developed by end December 2015 

A Regional CEs have commissioned a piece of work to use Cardiac Services as a part of the Health System 
Planning process.  This work is currently being scoped by TAS for further consideration by regional CEs.  
It is envisaged that the completion of a Cardiac Health Systems Plan will not be completed until Q1 
2016/17. 

 

Stroke Services  (CEO Sponsor:  Ashley Bloomfield.  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 within 10 days of acute stroke admission (Target:  60%) 

Overall Programme status:   Stroke services key targets on track. Two DHBs fell below 80% of acute stroke patients admitted to stroke units by between 2% and 10%.. 
The Telestroke pilot is about to commence across the central region and including N&MDHB and is expected to see an increase in patients 
receiving Thrombolysis.  Six-monthly regional teleconference with MoH held – no particular issues / risks to address. 

Projects: Status Progress as at 31 March 2016 Key risks / issues 
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Organised acute stroke service 
- Service improvement strategies developed to 

address limiting factors/barriers to achieving 
target 

- Trend / comparative analysis by December 
2015 

A As of Quarter 3 2015/16, DHBs have made improvements on target achievement for acute patients 
being admitted to an organised stroke service after some focused management (CCDHB, HVDHB).  
WhaDHB has slipped back from 98% to 68%.  HBDHB has experienced issues with timeliness and quality 
of stroke data.  
CCDHB  72%  Hutt Valley 84%  Wairarapa 100% 
MidCentral 84%  Whanganui  68% 
After hours management continues to be 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 On track, the Central Region continues to exceed the thrombolysis national target of 6% for eligible 
patients, with exception of MDHB at 4% for Qtr 3. 
Q3 results: 
CCDHB  23%  Hutt Valley 17%  Wairarapa 12% 
MidCentral 4%  Whanganui  10% 
HBDHB has experienced issues with timeliness and quality of stroke data.  
The Telestroke pilot funded by the MOH for 6 months is set and ready to go commencing in May/June 
2016. It is anticipated that performance at smaller DHBs will improve by enabling a 24/7 access to 
specialist clinicians via teleconferencing equipment. Full evaluation will be done to demonstrate 
effectiveness in December and application made thereafter for a continued and sustained service, if 
proved to be beneficial and cost effective both for patients and DHBs. 

All DHBs involved have 
variation in clinical 
guidelines. Agreement 
that for the pilot 
specialist advice by 
CCDHB clinicians will be 
based on CCDHB 
guidelines. 
 

Maori and Pacific 
- Improved access to services – ethnicity data 

collection, reporting and monitoring 

A On track. The percentage of Māori and Pacific people experiencing stroke for quarter 3 is lower than 
previous quarters - Māori 9%, Pacific 5% of the total 789 people who had a stroke across the region. 
The Telestroke pilot may have some influence on this data by the capture of more patients at 
weekends and out of hours with access to specialist advice. Further analysis of data is required to 
determine where linkages can be made with Māori and Pacific health providers to improve health 
outcomes.   

 

Transient ischaemic attack (TIA) 
- Implement regional TIA strategy, including 

implementation of TIA tool for use by GPs 

A On track.  All CR DHBs have a TIA pathway in place.  Best Practice Advocacy TIA electronic decision 
support tool for use by GPs has been implemented throughout the region. This work is being led by the 
National Stroke Network and was rolled out in July 2015.  Feedback received that further socialisation 
of the BPAC TIA tool is required. A communication plan will be developed to support this.  

 

Stroke Rehabilitation 
- Establish collection of regional rehabilitation 

data (including AROC) 

A Achieved: As of Q3 - 100% of stroke patients were transferred to an inpatient rehabilitation service 
within 10 days of acute admission at 3 DHBs. 2 DHBs however dropped performance (CCDHB 83%, 
WaiDHB 67%) from 100% in Qtr 2. The data is been relooked at to see if any coding issues. Data was 
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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:   Progress against identified actions continues to track well. Progress on FCT health target progressing with 79% achieving the 62 day 

timeframe; further progress required to increase result to the 85% target from June 2016 (identified as a risk). Implementation plans for 
Breast and Gynaecology Tumour Standards completed and to be endorsed by COOs/GMs in April 

Projects: Status Progress as at 31 March 2016 Key risks / issues 
Chemotherapy & radiotherapy wait times 
- All DHBs maintain achievement of targets each 

quarter 

A Both cancer centres consistently meet the radiation oncology four week wait time target for 
treatment.  The four week chemotherapy waiting time target for treatment was met by 
CCDHB, and MDHB. HBDHB reporting not available at time of report. 

 

- Regional rehabilitation definitions in line with 
national stroke rehabilitation requirements 
finalised by end August 2015, implemented 
from December 2015 

not available from Hawke’s Bay.  

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 Achieved: Biannual stroke education days are held. A Thrombolysis study day is held once a year and a 
rehabilitation study day is planned for early 2016. 
An audit of the 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.    
National Clinical Co-ordinator Stroke Foundation is reviewing the indicator definitions with the National 
Rehabilitation Group. 
 

Access to a Clinical 
psychologist is only 
available on a limited 
basis at some DHBs. 
Analysis of the audit 
indicates that the role 
of Clinical Psychologist 
is emerging as a deficit 
in service provision.   
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Cancer Centre Development Plan 
(Radiation Oncology, Medical Oncology, Clinical 
Haematology) 
- Plan updated by July 2015 
- Plan implemented by July 2016 
- Adjuvant treatment wait times 

A Meeting with Cancer Centre and CCN leads agreed that there was limited value in repeating 
the Development Plan process or establishing a formal additional governance structure. 
Engagement to continue at both clinical and management levels with stakeholders coming 
together as required. 
Data related to delays in adjuvant treatment times analysed – identified mismatch between 
policy priority timeframes and some tumour standards.  To be discussed at regional FCT data 
forum in April and has also been raised with MoH.   

 

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 Round 1 projects:  Information sharing on deliverables and learnings continue within the 
region and nationally via the national FCT teleconference.  
Round 2 projects:   Contracts are now in place for the six projects that will be delivered over 
the next 2-3 years; five projects have commenced with the other two starting in Q4 

 

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 For quarter 3 the central region DHBs had 76% of 262 valid patients meet the 62 day target 
(range 55% - 81%), 86% of valid patients met the 31 day indicator (range 84% - 88%). 
Hutt Valley, Hawke’s Bay. And Whanganui DHBs continue to implement their recovery plans 
and performance is continually improving.  CCN and FCT leads from the DHBs attend regular 
national teleconferences with the Ministry aimed at improving information sharing on 
initiatives to support achievement of the target.  

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 CCN has commenced the MDM Clinical Resourcing Project with a business case template due 
end of Q4. The region continues to work with the Ministry on their Cancer Health Information 
Strategy MDM project to progress administrative and data systems. 

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 Breast and Gynaecology implementation plans completed and to be endorsed by COOs/GMs in 
April. Upper GI review commenced Q3. 

MoH developing their approach 
to the next phase of work with 
the National Tumour stream 
work groups. 

Care Coordination 
- Ongoing development of Cancer Nurse 

Coordinator positions 

A CNCs continue to meet regionally each fortnight to share information and quarterly. 
CNCs are 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 

A Engagement to date has been with the Health Pathways and Collaborative Clinical Pathways 
teams with respect to how CCN could invest in clinical leadership to further support the 
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June 2016 implementation of these pathways. 
Supportive care – Regional psychological 
and social support services 
- Implement new Supportive Care Framework 
- Budget14 – Newly funded roles in place by 

June 2016 

A He Anga Whakaahuru – CCN Supportive Care Framework implementation plan has been 
endorsed and Phase 1 implementation activities commenced. Appointment process complete 
for newly funded roles. Psychological and Social Support Services Plan implementation 
activities continue. 

Awaiting national evaluation 
approach - yet to be 
determined by the MoH. 

National Cancer Health Information 
Strategy 
- Quality clinical decision making tools / 

recommendations implemented by June 2016 

A CHIS Board underway - CCN representing central region. MDM process/data standards 
identified as an implementation priority. 

 

Diagnostic waiting times (colonoscopy) 
- Sub re-regional service and quality 

improvement projects implemented 
- All DHBs achieve increased targets for 

Colonoscopy waiting time for all 3 referrals 
types 

A Sub-regional Colonoscopy Plans have been approved by the Ministry. Implementation 
activities are underway - CCDHB (Lead) with Hutt Valley and Wairarapa DHBs, and, MDHB 
(Lead) with Whanganui and Hawke’s Bay DHBs. CCN to commence implementation of CT 
Colonography recommendations with a regional multi-disciplinary triaging process to be 
developed. CCN CT Colonography service report has been approved by and endorsed.  

Ministry has advised an 
additional $4M funding boost 
for DHB colonoscopy services. 

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 three-year Registrar Training business case - first of three 
additional training positions has been implemented between CCDHB, Mary Potter and Te 
Omanga Hospices. Discussions in CCDHB and MDHB continue with respect to the other two 
additional positions commencing in 2016/17. National review of adult palliative care services 
continues. 

 

Clinical leadership 
Work plans completed for  
- Regional Cancer Nurse Directors 
- Regional Oncology Social Work Director 
- Regional Medical Directors 

A Regional Cancer Nurse Directors – working with the Ministry, Cancer DON and Cancer 
Nurses’ College to develop a formalised national MOU with eviQ to promote greater 
utilisation of their training programmes and resources across NZ. 
Regional Oncology Social Work Director – planning for the implementation of the 
Supportive Care Framework and leading regional implementation activities to support the 
Psychological and Social Support Services Plan. 
Regional Medical Directors - continued leadership in the FCT programme with a current 
focus on the MDM clinical resourcing project. 
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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 continues 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 Āhuru Mōwai. DHB based initiatives 
underway including MDHB development of tools to support services to utilise the Equity of 
Health Care for Māori Framework (wider than cancer). 
 

 

System integration and service 
collaboration 
- Facilitate communications and meetings with 

collaborative groups/Networks  

A CCN governance structure review continues with a meeting this period between the CEO lead, 
COO Chairs and network manager.  Local Cancer Network meetings held in WhaDHB, HBDHB, 
TDHB, MDHB. Cancer Consumer Representatives meeting in January. Regional Oncology Social 
Workers’ Forum in March. 

 

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:   All 22 actions are on track. A Peer Advocacy/Peer Support Literature Review has been completed within Adult Forensics. Work to develop 
Youth AoD/CEP Model of Care is continuing and existing services are being evaluated. The first meeting has been held regarding Youth 
Acute Inpatient with three more planned in Q4. Data measures refinement is well underway regarding Eating Disorders. Central region 
workforce plans have been delivered to HWNZ. Progress continues on actions and milestones for Maternal and Perinatal. 

Projects: Status Progress as at 31 March 2016 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 Women’s Wing build is complete. Māori and Pasifika workforces have reached levels identified 
as necessary in the 2007 five year plan.  Literature review of peer advocacy/peer support 
within forensic services is complete. Quarterly inter-agency collaboration in place.  
Of the 553 people seen in prisons for a forensic mental health assessment over the 12 months 
to end December 2015, 27.9% were seen on the same day and 72.0% within 5 days.  The 
average wait time was 4.1 days – similar to the wait time of 4 days for the 12 months ending 
September 2015.  
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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. Draft business case prepared, 
awaiting funding decisions from P&F across the region. Implementation of model and 
associated service change will occur during 2016/17. 
 
 

Procurement process will be 
dependent on agreement of 
business case and contractual 
change processes. 

Youth Forensic 
- Increased access to sustainable forensic 

services – particularly community 

 Neurodevelopmental Disorders training implemented. Service Pathway document and 
Literature review of peer advocacy/peer support within forensic services is complete. 
Reporting process in place. Similar number of young people accessing Youth Forensic 
Community and Justice Liaison in the Central Region, as of December 2015, 127 young people 
access the service, 70.9% were Māori. 

 

Youth AOD 
- Working group established by September 

2015 
- Best practice consultation planning workshop 

by December 2015 
- Draft model of care and service configuration 

by September 2016 

A Key members of the Working Group have been identified, despite scarcity of specific YAoD 
providers in the region.  
Regional workshops held – one with NCAT and one for 3DHB regarding Youth CEP Exemplar 
project. 
Excellent evaluation findings of Mirror HQ Exemplar project, these will inform Central Region 
Model of Care. 

Awaiting sign-off of Youth 
AoD/CEP Exemplar Project Final 
Report, which will form basis of 
regional Model of Care.   
 

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 Youth acute working group established, first meeting to took place.  
Four working group meetings are booked including one meeting dedicated to wider sector 
perspectives being involved.   
 

 

Eating disorders 
- Increased access to acute and community 

services 
- Regional Clinical Network 

A Data measures being developed regarding regional access. Regional Clinical Network still 
under development. Currently supervision network exists, but no clinical network.  Expertise 
from Maternal/Perinatal sector has been sourced to advise the development of the EDIS 
clinical network. 

 

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 Nearing completion with Health Pathways of localising M&P MH Pathway. Packages of Care 
developed for Hutt and Wairarapa areas. Continuing to work on platform and parameters to 
collect/report on after hours service response coordination. In quarter two there were 332 
contacts for Maternal and Mental Health Services in Central Region, over half of which is 
attributed to CCDHB. Wellington team provides regional consult-liaison to other clinicians 
across the region. Videoconferencing service now operational across Central Region. Video 
and training resources also available.  E-Learning Tool development well under way. 
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Workforce 
- Workforce development programmes via Te 

Pou, Maori health, Regional workforce 
programme/Training Hub and HWNZ 

A Quarterly progress and monitoring reports to MHAN and Te Pou. Central region Workforce 
plans sent to HWNZ. In the next quarter regional workforce development needs will be 
identified through -Platform central-MHAN projects-DHB MH&A services. 

 

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:    Elective Services Productivity and Workforce Programme completed with final report submitted to MoH.  Plan for next six months is being 
reviewed.  Orthopaedics, ENT and Ophthalmology regional clinical groups have committed to the development of tools for the 
prioritisation of referrals for first specialist assessments. Central Region not achieving target for ESPI 2 and 5.  

Projects: Status Progress as at 31 March 2016 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 Reporting on elective case-weights and discharges against targets is provided by CCDHB and is 
ongoing. Revised ESPWP report submitted to MoH after reconciling feedback.  Additional 
pathways on track.  
Region exceeded target volume of discharges by 1,181 (104.3% of 28,598 target discharges);  
Overall, the Central Region is 4.0% above the health target discharges.   

  
Personnel changes and loss of 
institutional knowledge has 
delayed the process of 
reconciling Ministry feedback. 

ESPI reporting 
- Monthly reporting and monitoring and 

implementation of escalation system as 
required 

 

A As at the end of March 2016, 81 people across the region who waited greater than 4 months for 
their First Specialist Assessment (ESPI2) – an increase of 22 as at the end of December 2015.  
Most (74%) of these patients were residents of MidCentral’s district.   
There were 72 patients across the region who waited greater than four months for their surgical 
treatment (ESPI5) – a decrease of 87 from the end of December 2015. MidCentral DHB was 
above threshold - showing red status. Of the patients whose treatment was outside of the 
timeframe, 38 (53%) were residents  from MidCentral DHB. 

ESPI 5 results for four DHBs 
show above threshold - with  
red status at end December 
 

Orthopaedic, Otorhinolaryngology (ORL) 
and Ophthalmology Pathways 

A Pathway development on schedule but implementation is behind schedule. 
Otorhinolaryngology (ENT):  
Otitis media pathway is in draft and is being reviewed by the CR ORL Network  
Ophthalmology:  

Clinical pathways  are 
dependent on individual DHB 
prioritisation.  
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Pathway development for cataract patients is on track.  Avastin entry and exit criteria are in 
draft and have been sent to clinical teams for consultation and feedback. 
 

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:    Delays experience in some DHBs due to establishing staff to complete registry tasks.  

Project: Status Progress as at 31 March 2016 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 Central Region Major Trauma Working Party has been established and meets 3 monthly.  
The initiative to present data analysis to regional GMs and COOs is progressing. Two years data 
will be needed to inform any system changes. The Major Trauma Work Plan is currently being 
developed for the next two years.  
The focus this quarter has been on data collection. A Central Region Trauma Network trauma 
data collection form has been developed that meets the National Minimum Data Set and is 
now in use in the region’s DHBs. Inputting data into the Registry has commenced successfully.  
Work on the three-year Regional Major Trauma Plan continues. The region is linked with 
national initiatives, in particular the data collection forms and the privacy impact assessment 
of the registry. The CR pilot patient identification and data collection system is progressing. 
Work completed to align the Central Region DHBs trauma definitions with those used in 
NZMTD. Data being collected across the region for nationally consistent dataset.  
 

The work plan was deferred 
because of delays in finalising 
the National trauma registry 
and delays in establishing staff 
in all DHBs 

 
 
 
 
 
 

PA 
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Hepatitis C  (CEO Sponsor: Debbie Chin. Lead: Allison Hanna  Project Manager: Sarah Duncan) 

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 – but behind scheduled dates.  Change in the deliverable date for the project plan from 31 December 2015 to 31 March 2016 

Project: Status Progress as at 31 March 2016 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 Regional Project Advisory/Working Group meeting fortnightly. Initial data received from 
Hepatitis Foundation in February. High level service model has been approved by working 
group and a plan agreed to procure a provider subject to Business Case approval. Roll-out of 
service need to include prisons, agreed with regional Prisons’ Health Manager. 
Communications made with regional PHOs, NEP, Midland Region, relevant DHB secondary 
services. Communication plan for transitioning to the new service being developed in 
conjunction with the Hepatitis Foundation. 
Draft Health Pathway developed, and work on localising Map of Medicine pathway is 
beginning. 

Clinical data has not been 
released yet, exact numbers of 
referrals or scan schedules are 
still unknown. 
Revenue monies from MoH not 
finalised. 
 

Diagnostic Imaging (CEO Sponsor: Ashley Bloomfield Lead:  Dr James Entwisle) 

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:   Workforce initiatives, sonography recruitment and establishing a regional network for radiology registry training are on track.  The roll out 
of the regional radiology Information System is making good progress with a slight delay. PET/CT and domicile scanning data has been 
collected from DHBs and is currently being analysed.  

 
 
 

A 
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Projects: Status Progress as at 31 March 2016 Key risks / issues 
Performance indicators 
- CT and MRI scans within 42 days  

A MRI scans – national target of 85% of accepted referrals receive their scan within 6 weeks 
achieved by three DHBs this quarter. 
Q3 2016 
CCDHB 56% MDHB 100% 
HVDHB 71%  WaiDHB 82% 
HBDHB 42% WhaDHB 92% 
CT scans – national target of 95% of accepted referrals receive their scan within 6 weeks 
was achieved by one DHB only.  
Q3 2016 
CCDHB 87% MDHB 93% 
HVDHB 88%   WaiDHB 93% 
HBDHB 87% WhaDHB 99% 

 

Sonography workforce 
- Develop regional strategy aligned to national 

work including trainee solution with quarterly 
workforce benchmarking 

- Implement regional strategy from January 
2016 

A The HODs and Directors of Training "open day" held for potential Radiology trainees. The 
Sonography recruitment project is going well.  Regular newsletters are being developed for 
contacts gained from this recruitment process.  A checklist developed to assess the suitability 
of each candidate against a set of criteria developed by the imaging managers and will help 
indicate which DHB would most suit each candidate. MDHB and CCDHB are exploring 
opportunities for post graduate training and sharing of experience.   

 

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 

PA The governance structure and scope of the Operations & Governance (RIS/PACs) Group are 
currently being reviewed.  
 
 
 

 

National / Regional radiology access 
criteria 
- Monitor implementation of NRAC/CRRAC 

across region 
- Analysis of data/volumes/trends by end 

December 2015 

PA The 3DHB sub-region is in the process of localising the CRRAC to be consistent with Health 
Pathways, there is buy-in of local specialists.  Issues have been resolved ahead of the CRRAC 
being incorporated into an electronic referral form, which was rolled out, practice by practice, 
in February.  The completion of the BPAC electronic referral form was delayed by differences 
in the form for the DHB regions.  

A challenge for rollout in 3DHBs 
is having the referral form and 
CRRAC supported in the 
Wairarapa by clinical 
governance of community 
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The introduction of the CRRAC may encounter some resistance to a change from the current 
unrestricted nature of referral patterns.  There is some urgency for the Wairarapa as rates of 
referral appear to be high and some low value investigation may be creating barriers for 
referrals that are well justified. 
 

referred radiology.  Presently 
there are no formal clinical 
governance arrangements, so 
no visibility of referral rates and 
overall pressure on the 
radiology service.   

PET/CT project 
- Options paper developed for regional PET 

service model by end June 2016 

A PET/CT data has been collected from DHBs and is being analysed by TAS.   The project is on 
track to complete an options paper that includes private fixed, public fixed or mobile PET/CT 
service regional model by Quarter 4. 
The CE Sponsor and Clinical Lead of the Regional Radiology Steering Group have request 
relevant data from Pacific Radiology, after initial decline 

  

Domicile scanning 
- Referrals to/from DHB of domicile quantified 

by end December 2015 
- Financial impact/funding implications 

considered 

PA Domicile scanning data has been collected using Capital & Coast and MidCentral data.  This 
data is currently being analysed by TAS.   
 
 

 

 
 
 
 
 
 

Regional Health Informatics Programme  (CEO Sponsor: Kathryn Cook. Lead:  Toni Rasmussen)   

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:   New governance structures are being embedded and programmes are tracking to timeframes with the exception of RIS delivery. The 
steering group has been well established and working closely with the regional CIO and CFO forums. The first major regional application 
(Clinical Portal) is expected to go live in Whanganui in May. RIS testing continues and issues are being addressed. Timelines for 
implementation of the regional suite across the DHBs will be determined within the next three months.  

PA 
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Project: Status Progress as at 31 March 2016 Key risks / issues 
Patient administration system (webPAS) A Data Migration trials completed. Regional and Local configuration activities 

on track. Preparations for Functional Test complete.  webPAS version 10.07 
released by CSC.  ED,  Theatre Management, Bed Management and Mental 
Health 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 Final High availability and Performance testing in Prod now completed. 
Application Security report completed and mitigation in place. Orion Health 
providing resolution of all identified defects to support testing milestones. 
WHADHB Data Migration: Migration of historical records progressing well. 
Demographic records and medical documents completed 30%. Schedule of data 
to be migrated changed to enable regional data in the HCP system to be re-
migrated.   

The HL7 messaging between RIS & CP to support 
the electronic Radiology Orders is not functioning 
as expected. The forecast date of the “CP 
Miscellaneous Integration” milestone has moved 
out as MOH has not completed the National 
Medical Warning solution. This issue has been 
escalated within the Ministry. Issues with 
duplicate & missing data in the HCP system have 
extended the completion date of the “WhaDHB 
CP Historical Data Migration” milestone. 

Radiology Information System PA Working Group functionality testing on 31 October identified a number of 
areas to be reviewed. A process to classify defect vs enhancements is in 
place. CareStream providing resolution of all identified defects to support 
testing milestones. Complexity of Group Orders for Radiology generating the 
most defects. WhaDHB Data Migration: Data migration scripts nearly 
complete. Refresh of data from WhaDHB RIS, via DB triggers, enabled. 
WhaDHB validating migrated data. Schedule of data to be migrated changed 
to enable regional data in the Health Care Practitioners system to be re-
migrated. 

Issues with duplicate and missing data in the 
HCP system have extended the completion date 
of the “WhaDHB RIS Data Validation” 
milestone. The HL7 messaging between RIS & 
CP to support the electronic Radiology Orders is 
not functioning as expected. A RIS Workflow 
Process document is causing a significant 
amount of discussion to enable a Regional 
agreed approach. The RRIS Working Group has 
agreed to base a regional document on the 
WhaDHB document that is being created. 

Solutions integration PA System Integration Testing scenarios have been completed. The majority of 
the change required for the Whanganui component (spoke) has been 
completed and integration testing progressing. HCP Application to maintain 
a unique practitioner record across the region has completed development 
with the analysis of data duplication. 

Data integrity issues with some of the DHB data 
has resulted in a rework of the data migration for 
HCP. This has resulted in a delay to the phase 0 
production implementation. 
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Testing PA Security testing in relation to CP, RIS and External Network Vulnerability 
Scan was completed. System Integration Testing (SIT) has been completed, 
and met the milestone “All SIT tests executed” by December 2015. Final 
High availability and Performance testing in Prod now completed. 
Application Security report completed and mitigations in place. 

SIT continues to encounter a high level of 
defects/issues than expected, which adds to the 
already full workload planned for the next 
quarter. The next milestone “RHIP System 
Integration Testing Complete” will be a 
demanding one to meet due to the above.  

 

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 tracking to plan. As noted in Q2, there have been issues identified due to financial 
barriers, possible solutions have been provided.    

Projects: Status Progress as at 31 March 2016 Key risks / issues 
e-learning shared content 
- Explore sharing content across identified 

primary services within health sector 

A Access achieved for high number of PHOs of DHB shared e-learning content.  

Midwifery workforce 
- Develop professional support framework 
- Develop programme focusing on career 

planning, leadership and ageing workforce 

A Midwifery Professional Support model pilot positively evaluated. Recommendation to RWHS 
leadership group-continue to rollout midwifery professional support to 30% of the employed 
midwives within the 2015/2016 fiscal year. Nominated DHB staff to attend Massey 2 day 
supervision course. 
Stocktake of midwifery workforce commenced in conjunction with Strategic Workforce 
Services. Modelling widened to included NZ Midwifery Council data (updated data due July 
2016). 

Programme to be put on hold 
Q4 due to updated data to be 
obtained in July 2016 from NZ 
Midwifery Council. 

 

Allied Health Technical and Scientific 
graduate workforce 
- Establish AHTS new graduate framework 

A There are social work and OT staff members in the region enrolled on the New Entry to 
Specialist Practice: Allied Mental Health and Addiction Te Pou programme for 2016.  

 

Medical workforce 
- Improve sustainability and resiliency of 

workforce 

A RMO career pathway planning and support aligned with MCNZ guidelines continued. Currently 
working towards scoping vulnerable positions through registrar positions and regional 
orientation programme. 

 

A 
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Maori and Pacific workforce 
- Increase sustainability and resilience of Pacific 

health workforce 
- Increase workforce regionally in health 

(supported by GMsHR) 

A Pacific DHB nursing and midwifery workforce identified. 
Benchmarking continues of current Māori and Pacific workforce with agreed recruitment 
targets. Regional sharing of best recruitment practices to increase recruitment is occurring. 
Meeting planned with professional leads and GMS HR March 2016 to address moving forward. 

Difficult to show an increase in 
the uptake of PDRP in the 
region as ethnicity data is not 
captured on the PDRP 
application form. CCDHB is 
working with payroll to match 
ethnicity data to PDRP.   

Culturally responsive workforce 
- Develop a culturally aware workforce 

(supported by regional GMsHR) 

A Training Needs Analysis of cultural responsiveness training continues. Initial evaluation of 
Māori Capability Programme completed. CCDHB 2016 programme planning underway. Central 
Regional approach paper in development.   

 

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 continues on implementation of regional strategy aligned to national work 
including overseas recruitment, establishment of recruitment networks and post-graduate 
training.  
Echocardiography:  Regional plan being developed based on findings of Q1, identified 
recruitment, retention, education and practice guidelines initiatives. 
Specialist nurses (colonoscopy):  Identification of nursing workforce working towards PG 
nursing qualification that will meet nurse endoscopy training programme requirement. 
Currently 3 nurses undertaking PG nursing qualifications due to complete in 2017/18. 
Advanced nursing practice:  Benchmarking of roles completed. The evolved ‘Strong’ model 
being considered as a generic model of development.  Standardisation of CNS roles escalated 
to National DONMs meeting and agreed there are challenges with standardisation across the 
country. 
Palliative care SMOs:  Regional update to stakeholders provided on implementation of the 
additional 3yr RMO training. Additional position created at CCDHB. Current work underway for 
additional 2 trainee positions at CCDHB and MDHB for 2016-2017.  
Development of regional plan monitoring framework continues at sub-regional level currently 
until confirmation of additional positions. 
Allied health assistant/Kaiawhina:  Continue to participate in national initiatives in formulating 
the national and regional unregulated workforce training structure (Kaiawhina project). DHBs 
have AHA staff enrolled for 2016 in NZQA (Level 3) National Certificate in Health, Disability and 
Aged Support. Four out of the 6 DHBs have or are accessing this programme now. 
ACP training: Region working towards increasing L1 and L2 training in identified areas with 

Sonography: Inability to recruit 
international Sonographers due 
to financial barriers. A possible 
solution is to ensure that DHBs 
have future Sonographer FTE 
increase accounted for in local 
plans.  
Echocardiographers:  DHBs have 
not been able to take on 
trainees for next year. Option 
that CR adopts the 
echocardiography guidelines, 
giving impetus for DHBs to 
recruit trainees in the future.  
Specialist nurses colonoscopy: 
Financial concerns may impact 
on readiness to support this 
workforce. 
ACP training: HWNZ subsidised 
training will discontinue from 
April 2016. DHBs will have to 
fully fund, this will impact L2 
training accessibility in region.  
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professional leads and regional ACP reference group. Two regional L2 ACP courses scheduled 
early 2016.  
Mental Health and Addictions:  Quarterly report to MHAN and Te Pou completed. All RSP adult 
services workforce plans completed. 2016 workforce development programme with workforce 
centres underway. MHAN discussion on workforce plan recommendations commenced. 

Quality of reporting data of L1 
training uptake and completion 
is not fit for purpose. ACP 
National has amended some 
reporting parameters but have 
not resulted in streamlined 
reporting processes. 

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:  Development of forum undertaken for nurse leaders for Maori and Pacific. 
Allied Health:  Development continues of allied health career pathway with regional scope.  3 
DHBs progressing well with this and now looking at designated positions. Other 3 DHBs to 
begin implementation in Q4.  
Medicine:  Scoping continues on identifying leadership training within region 
Leadership:  National work and regional alignment continues. 

 

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.  Work continues on strengthening relationships with the central region Clinical Governance 
Boards.  

Projects: Status Progress as at 31 March 2016 Key risks / issues 
Clinical governance and quality 
improvement framework 
- Develop a region wide clinical governance and 

quality framework across primary and 
secondary sector. 

A Working on building and strengthening relationships with the central region Clinical 
Governance Boards.  Summary now provided to Governance Board Chairs with a request on 
feedback of usefulness of information.  Work continues in collaboration with HQSC on utilising 
HQSC quality improvement framework. The challenge is building relationships with non DHB 
Clinical Boards in the region.  Currently CRQSA meeting summary is sent to Boards 

 

A 
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HQSC national initiatives 
- Ensure central region readiness for national 

Health Quality and Safety Commission 
initiatives 

A Agreed escalation mechanism for REC. 
Partnerships strengthened with HQSC with collaboration on identified programmes of work 
and data applicability and quality to central region.  HQSC consulted on RSP 2016-17 priorities. 

 

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 Central region has agreed to standardise clinical management and incident policies across the 
region. 
Integration continues on primary and secondary networks.  
Regional audit policy work put on hold to allow prioritisation of incident management policies. 

 

Regional improvement programme 
- Implement regional improvement programme 

based on the results of the National Survey 
Care Indicators NZ - central region report. 

A Lead DONs have established work on a collaborative methodology to be utilised. 
Progress reported from DoNS. 
Work continues to prepare region for next indicator survey. 
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TO Community & Public Health Advisory 
Committee 
Hospital Advisory Committee  

   
FROM Craig Johnston 

General Manager 
Strategy, Planning and Performance 

MEMORANDUM 
   

DATE 20 May 2016  
   

SUBJECT 2015/16 ANNUAL PLAN IMPLEMENTATION: UPDATE 2 
 
 
 
1. PURPOSE 
 
This report updates the Committee on 2015/16 Annual Plan initiatives relating to 
Strategy, Planning and Performance.  It includes the planned initiatives within the 
primary health care, maternal, child and youth, mental health and addictions, health of 
older people and the regional/sub-regional and national collaboration programmes.  
 
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.  As a key partner in delivering the planned activities 
across these portfolios, Central PHO aligns their work programme to the DHB’s Annual 
Plan and contributes to the report on progress each quarter.   
 
Of the 51 projects across the four portfolios there are a total 103 principal deliverables 
planned for the year.  As at the end of 31 May 2016, 55 (53 percent) have been 
completed or are on track as planned.  As a result of funding constraints, technical 
issues or a deliberate halt to some projects at this time, 26 (25 percent) deliverables 
have been deferred within the five portfolios.   
 
While progress on the remaining 22 deliverables are behind schedule according to the 
milestone dates, or not yet achieving performance targets, the projects are proceeding 
but are delayed due to the challenges of resource allocation and/or the scope of the 
project.  Some of these projects have been reconsidered as part of the 2016/17 annual 
planning process and although there has been a deliberate attempt to more strongly 
align projects with budget and achievability, there remains a risk to timely project and 
programme completions as new information or circumstances become apparent or 
priorities change as the year progresses after sign off of the Annual Plan. 
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3. RECOMMENDATION 
 
It is recommended: 
   

 that this report be received 
 
 
 
 

 
Craig Johnston 
General Manager 
Strategy, Planning & Performance  
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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 work plans 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 outlined in the 2015/16 Annual Plan. 
 
Projects that have been delayed to date or deferred have been reconsidered as part of the 
2016/17 annual planning process and either abandoned or forwarded for implementation 
over the 2016/17 year.  The delayed or deferred projects have not in themselves created any 
significant risk to the overall performance of the DHB in terms of delivering on 
government priorities and targets.  
 
 
5. PRIMARY HEALTH CARE 
 
Work continues with steady progress to develop IFHCs and support them to optimise their 
models of care to meet community health needs.  This is a long, change management 
process that is at various stages of advancement in different parts of the district. 
 
Significant achievements have been made in long term conditions management, and 
smoking cessation/tobacco control initiatives, while extending capacity and capability of 
acute care management in primary care continues to cautiously increase.  These 
achievements are not possible without behind-the-scenes work to enhance infrastructure 
and practice support, such as clinical pathways development, patient portal rollout, and 
patient self-management programme delivery. 
 
Central PHO’s programmes of work are aligned to the DHB’s Annual Plan and continue to 
report their progress through the quarterly performance monitoring returns that are 
reviewed by the Portfolio Managers.  They also contribute to reports against the relevant 
deliverables expected as part of the DHB’s non financial monitoring performance 
framework (such as system integration, long term conditions and the health targets).   
 
As for the DHB, Central PHO has been subject to resource constraints (including staffing 
changes) and technical issues with information systems this year that have led to delays in 
some of the planned projects, such as those that are co-dependent on the Clinical portal 
being implemented.  Some projects, once fully scoped, have been re-prioritised due to the 
DHB’s emergent fiscal environment that followed the original planning process and some 
were deliberately slowed in light of the strategic planning development work.   
 
 
6. HEALTH OF OLDER PEOPLE 
 
Much of the Health of Older People work plan is completed or on track.  The work plan for 
addressing areas across dementia and falls will always feature given there are wider 
promotional opportunities to continually address the expensive  consequences of “doing 
nothing”.  
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The fracture liaison service is a relatively new service underway. It was always expected 
delays would occur as new systems developed and became known.  Delays around the 
integration of a mental health and older person’s assessment service occurred, in part due 
to the reprioritisation of project resources related to the broader mental health services.  
This has not consequentially impacted on older adults as the relevant parties have 
continued to work together to address access barriers.  Shared assessments and service 
coordination planning have largely become business as usual in spite of lack of targeted 
work in this area.   
 
The work in the palliative care space has resulted in an approved business case and 
funding via Hospice New Zealand and the Ministry of Health.  The project is now finalised 
and ready for implementation this month.  
 
 
7. MATERNAL, CHILD AND YOUTH HEALTH   
 
The rollout of the new Pregnancy and Parenting Information and Education service 
contract with Barnardo’s is on track for a 1 July 2016 start date.  Barnardo’s is working 
hard to connect with the sector to develop a responsive service that meets the needs of 
women across the district.  The DHB meets with the provider at least monthly to ensure 
they have the opportunity to check in and have any questions answered.   
 
The Innovation Hub work alongside key government agency partners has progressed.  
Having previously identified Family Violence as a key focus, the multi-agency group has 
now progressed to commission a stocktake of family violence services in Palmerston North.  
The stocktake will identify existing service delivery, capacity, gaps in service delivery and 
outline key areas of focus for the group to prioritise and move forward.  The stocktake is to 
be completed by the end of May at which time the group will reconvene to consider the 
options going forwards.  
 
The Immunisation Stakeholder Group (ISG) continues to meet monthly, ably chaired by 
the Medical Officer of Health.  The group comprises of key immunisation providers across 
the whole sector and works hard to monitor progress and identify any gaps and system 
lever issues and then to put strategies in place to mitigate these. 
 
The ISG, alongside General Practice, continues to drive improvement in immunisation 
coverage.  The district’s Immunisation Coordination position was vacant for eight weeks 
but the new Coordinator is now in place and making steady progress.  While the DHB did 
have a drop in coverage in the third quarter to 94 percent for the eight month cohort 
(target 95 percent), we did maintain coverage for the 2 year cohort at 95 percent and 
continue to be a top performer for the 5 year immunisations at 93 percent (current target 
90 percent).  The immunisation coverage rate for eight month old infants has since 
improved and reflects the commitment and hard work of the Immunisation and General 
Practice Teams. 
 
Work continues on trying to improve the Human papillomavirus (HPV) coverage across 
the district.  Some significant anti-immunisation sentiment that was distributed to schools 
at the time consent forms were distributed appears to have had a negative impact on the 
uptake of this immunisation year to date within the Public Health School Based 
Immunisation programme.  We will continue to monitor progress and mitigate risks as 
required. 
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8. MENTAL HEALTH AND ADDICTIONS 
 
Several areas of the Rising to the Challenge ‘Mental Health and Addictions Service 
Development Plan’ have been completed, such as the development of a Suicide Prevention 
Postvention Action Plan and the establishment of an interagency reference group to 
implement the guidelines for ‘children living in the presence of mental illness and 
addictions’. A number of related Rising to the Challenge projects are occurring under the 
umbrella of the Clinical Network Mental Health and Addictions District Group - the 
mental health and health of older persons project, workforce development and the 
Corrections/Health combined Alcohol and Other Drug services.  
 
 
9. REGIONAL (INCLUDING SUB-REGIONAL) AND NATIONAL 

COLLABORATION 
 
The centralAlliance Subcommittee met in May. The Foundation Agreement was reviewed 
and a different document will be developed to emphasise the principles and terms of 
engagement. Further work will be undertaken and a new agreement will be prepared. The 
centralAlliance Strategic Framework is completed subject to final amendments. The 
framework provides rationale for the centralAlliance and what needs to be done. The 
implementation plan will address the ‘how’ and bring together a high level strategy and the 
service-by-service issues together in a programmatic approach.  
 
The Charter was presented to both the Regional Interagency Network and Child Health 
Tamariki Ora District Group in February 2016 and received favourable responses. Current 
milestone dates have been deferred while the draft Charter is under consideration as part 
of the DHB’s strategic planning process.  Further engagement with intersectoral partners 
will be resumed once that planning is completed. 
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Primary Health Care 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 May 2016 
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. 
Further activity was delayed because of resource 
availability. Central PHO and MDHB recently met to 
progress this initiative it was agreed that Central PHO 
will secure resource and reassemble stakeholders. This 
area of work will continue in the next quarter.  

a A 

b A 

Te Waiora is nearing completion of its restructure that 
will better position the practice to integrate with the 
Horowhenua IFHC approach.  
Horowhenua Community Practice continues to provide 
Te Waiora with support across a range of clinical and 
business activities under the umbrella of the 
Horowhenua IFHC.  
The Otaki IFHC stakeholder working group has recently 
refreshed their IFHC development plan. 

c G 

Feilding IFHC is now operating in their new purpose 
built facility. The IFHC integrates pharmacy, radiology, 
mental health, labs and a range of MHC services under 
one roof. Central PHO’s technical and communications 
services are being used by all tenants in the building 
which helps encourage collaboration across services. 
Both the community and the staff are proud of this new 
service. Kauri IFHC now expects to be in their new 
purpose built facility at the end of June 2016. The IFHC 
is working on standardised use of coding by clinicians to 
better understand performance and population health 
trends. The Horowhenua IFHC is due to form a Steering 
Group who will develop a Locality Plan for consideration 
by MDHB and Central PHO for 2016/17 planning. 
 

d G 

It is anticipated that around 77% of the enrolled 
population will be covered by an IFHC.  Feilding, Kauri, 
Radius and Tararua have formed IFHCs.  
See above re Horowhenua IFHC development. Otaki 
has a governing committee that is working on an IFHC 
concept for their area.  
The Westend IFHC is expected to incorporate seven 
existing general practices (establishment phase 
anticipated in 2016/17).  
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 have provided customers with a choice of practice 
which is creating some enrolment movement between 
practices. In addition, we expect that smaller general 
practices will be absorbed by IFHCs as the business 
owners retire in the next 5-10 years. 
 
 
 (PP22) 
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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 
June 2016 

Status Project Manager commenced January, project 
governance board established and project plan 
endorsed. The project plan has been broadened to 
encompass alignment of PHC nurses, with an initial 
focus on district nursing and GP Teams. Scope of 
District Nursing Service configuration across the DHB is 
underway, and a call for EOIs from co-design partners is 
complete. Selection being finalised, and is focused on 
ensuring a mix of rural and urban IFHCs and a Maori/ 
iwi provider with a population of high needs. It is 
envisaged co-design will occur with four partners. 

a G 

b A 

POAC provision extended to wider practices after 
completion of the co-design pilot of 2015. POAC 
provision increased into a further 3 practices bringing 
participation to a total of 4 IFHCs and 4 GPTs covering 
57% of the MDHB population.  Extension to the 
Horowhenua remains an intent this financial year. 

c 
G Three additional pathways are under development 

currently to include acute congestive heart failure, adult 
rehydration and paediatric gastroenteritis. All are on 
track for completion next quarter. (PP22) 

3 Facilitate general practices to undertake regular 
risk stratification of their enrolled population to 
enable services to be targeted at vulnerable 
groups 

o All general practice teams/IFHCs 
undertake risk stratification of their 
enrolled population at least annually by 
31 December 2015 

a. Risk stratification tools implemented across 
all general practices from 1 October 2015 

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

Status   
Risk stratification is being used to inform preventative 
care programmes and other IFHC service planning. 

a G 
 

IFHCs make up approximately 75% of the enrolled 
population and use the risk stratification for some 
preventative care planning. 
The use of this tool by smaller practices is spasmodic 
and is determined by the skill and time available of staff 
whereas IFHCs tend to have risk stratification as a 
dedicated task. 
Refinements are currently being made to the risk 
stratification tool to make it easier for both IFHCs and 
smaller practices to use. b 

A 

(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 sites are currently engaged in PGP. 

a G 

b G 
On track. 

c G 

Excellent progress has been made towards this goal. Of 
the 31 applicable practices, 16 are currently accredited 
and 10 are currently in final stages of 
completing/achieving Cornerstone Accreditation. 
 

d 

G 

PDSA improvement methodology is core to the 
Transformational Leadership Programme 9 primary care 
clinician’s participated in the Programme this quarter. 
 

G 

PDSA is in use in all GPT/IFHC sites involving the 
implementation of DVT, Cellulitis and DVT Pathways. 
These pathways have been refined using the PDSA 
cycle in collaboration with the sites over the past 16 
months. Additional POAC pathway work currently 
underway (Adult Rehydration, Acute CHF). 
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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 Pushing the Shared Care Record into ED requires an 
update to the MDHB Concerto (Clinical Portal).   
This has been overdue for some time and is now 
expected to be completed by November 2016, The IGC 
has asked for a meeting with the ED director to ask 
what the mitigations are until this has been 
implemented. 

a R 

b 

A 

Roll out continues with the recent technical set-up at 
Radius Medical IFHC. They are now in a testing phase 
before going live. 3 IHFCs (Tararua Health Group, 
Feilding HealthCare Partners Ltd and Kauri Health) and 
2 practices (Central City Medical and Cook Street) are 
providing patients with access to the Patient Portal. This 
is via the ‘Manage My Health’ platform. Further rollout is 
constrained by the limited resources committed to the 
programme, currently approx 0.1FTE. 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 
MedTech's involvement. The Business Services Team 
are preparing to recruit additional project support using 
funds attracted from the Ministry of Health for the 
Patient Portal programme. This will 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. 
38% of the PHO's enrolled population are currently 
covered by practices offering patient portal.  Radius 
Medical are in a testing phase and expected to soon go 
live taking the population covered to 49%.  There are 
plans to extend rollout to further IFHCs. Despite the 
resource constraints described above, Central PHO is 
on target to have 60% of the population covered by 30 
June 2016. 
 

G 

c 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.  
On hold. 

d A While there is still a lack of dedicated resource in this 
area, significant progress has been made to upskill 
certain members of staff to meet this target. However 
funding needs to be released for appropriately skilled 
individuals to support the Business Intelligence aspect 
of IFHC development. 

D This project has put on hold; inability to fund 
development requirements in 2015/16 year. 

D On hold pending resources – deferred, as above. 
(PP22) 

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 Planning with Central PHO around the concept of a high 
trust agreement has been initiated.  What a high trust 
agreement is and how it will be implemented has yet to 
be agreed.  Work is ongoing. 

a A 

 

7 Facilitate high trust contract arrangements with 
IFHCs/general practice teams in line with the 
Integrated Performance and Incentives 
Framework (IPIF) 

Status Planning with Central PHO around the concept of a high 
trust agreement has been initiated.  What a high trust 
agreement is and how it will be implemented has yet to 
be agreed.  Work is ongoing. 

a A 
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a. High trust agreements negotiated with two 
IFHCs/practices per quarter 

b. Monitoring framework in place by 31 
December 2015 

b A 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  

a G 

12 General Practice teams across MDHB have a 
Matanga positioned in their clinic a minimum of 4 hours 
or maximum 16 hours per week.  These General 
Practices are those with highest Maori and PI smoking 
patient numbers.  Matanga placed in general practice 
clinics are phoning Maori 'missing patients' to identify 
smoking status, BA & referral into service. 

b G 

Smokerlyzer project - TOAM delivering smokerlyzers to 
midwifery practices and maternity services. Teaching 
midwives how to use smokerlyzer and its purpose. 
Supporting them and ensuring they have resources 
available.  

c G 

National barriers remain to the use of NRT starter 
packs, precluding their use with primary health 
providers. 
However, all MidCentral community pharmacy teams 
are enabled to provide brief advice, to initiate NRT in the 
pharmacy, and to refer to Te Ohu Auahi Mutunga 
cessation support service. 

d A 
Initial contact has been made with the Manawatu 
Multicultural Centre in an effort to link with refugee 
communities.  Efforts are ongoing. 

e B Sponsorship of the Manawatu Turbos continues. 

(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  
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 

Status 18 Enhanced Care Plus (EC+) Practices                                                       

13 General Practice Teams (GPTs) using Manage My 
Health Comprehensive Health Assessment (via 
EC+ or Community Clinical Nurse Long Term 
Condition referral)                                               

5 EC+ GPTs using paper based CHA                       

5 Houston/Profile practices - not Manage My Health 
aligned         

5 GPTs not yet using CHA and care planning tools   
 

a 

G 

G 

Central PHO Board and ALT receive quarterly reports 
on the uptake of the Comprehensive Health 
Assessment tool. 
In addition, this reporting will be incorporated into the 
Practice Performance Report and Practice Plan.  
YTD to 31 March 2016: 1186 CHAs completed (824 
[69%] by GPT). 

b G 

Central PHO continues to actively advertise Living 
Healthy Life (LHL) programmes in the Weekly Mail out 
and via email to all Central PHO 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).  
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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 

In addition to referrals from GPTs, referrals to LHL 
programme occur via Community Clinical Nurses 
(CCN), 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 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. Two courses were completed this quarter - 
Palmerston North and Levin.  

 
# participants 
commencing 
courses 

# participants 
completing four or 
more sessions 

NZ Maori 4 3 
Pacific 0 0 
NZ 
European 17 13 

Other  1 1 
TOTAL 22 17 

 

G 

Central PHO Clinical Quality Team and the Stanford 
Coordinator monitor uptake of LHL across all 
IFHCs/GPTs. Aggregated data and exception reporting 
is provided to governance. 

c 

G 
Long Term Condition (LTC) Improvement Plans are 
being developed as a project of the DHB Long Term 
Condition District Group. 

G 

Pre-diabetes Working Party, also 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 staff and services continue to contribute to 
the health and wellbeing of communities including 
participating in health promotion activities as capacity 
allows. 

G This appointment has been made. 

G 
Senior PHO Managers and Clinical Leaders have 
provided quality improvement support and direction as 
required.    

G 

Central PHO has moved to a model of sustainability, the 
success is evident with respect to the More Heart and 
Diabetes Checks target and the steady increase in 
performance related to Better Help for Smokers to Quit. 

G As noted above. 
(PP20) 

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 

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 

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 through to other support services (i.e. dietician, 
physical activity, primary mental health interventions). 
These reports also provide a direct link for General 
ractice teams to view the Practice Diabetes Patient list; 
patients identified requiring a Retinal Screen, Diabetes 
Annual Review or HbA1c management. 

47



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 

The DHB Diabetes Leadership Group has made steady 
progress on the stock take of activities against the 
Diabetes Standards supplemented by a community 
forum.  The results from the audit and the community 
forum are being collated and will form the basis of a 
prioritisation process.  
The Diabetes Leadership Group membership is drawn 
from the MidCentral system and reports on progress 
and findings are provided to governance groups via the 
Clinical Network Leadership Group governance 
structure.    

(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 

 
It remains the intention of Central PHO to embed an 
integrated approach to mental health and physical 
health need. Annual review processes and the 
development of a clinical audit process are required in 
part due to increasing numbers enrolling with no review 
of service outcome. These activities will be informed by 
the review of the Shared Care Programme which is 
currently underway. 

a 

A 

A 

As noted above the Review of the Shared Care 
Programme has commenced. A communication plan 
and associated activities will follow the completion of the 
project. 

(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 = 82 (NP) + 127 (CNS) = 
209 
Collaborative clinics = 2 (NP) and 3 (CNS) + 37 joint 
individual consultations ( not part of a clinic) = total of 
approximately 57 collaborative consults  
Peer review meetings (GPs) = 3 formally scheduled. 
Note in this quarter NP has 20 days annual leave and 
was providing Diabetes support to Whanganui 12 days. 
Note CNS was on a return to work programme mid-
January to early March on limited duties. 
 

a 

A 

R No progress this quarter due to competing priorities. 

G 

Specialist diabetes support currently provided in 13 
practice locations.  
Nurse Practitioner - Diabetes temporarily seconded to 
support Wanganui diabetes team eight hours per week. 

(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 

Status Five Collaborative Clinical Pathways were published in 
Q3 2015/2016, these were: 
• COPD – Suspected 
• COPD – Stable Management 
• Sore Throat – Prevention of Rheumatic Fever (3-35 

years) 
• Advance Care Planning 
• Death: After Death Care and Legal Requirements 
A further five Collaborative Clinical Pathways are due to 

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

be published in April 2016, these include: 
• Early Pregnancy 
• Post-Menopausal Bleeding 
• Heavy Menstrual Bleeding 
• Sub-fertility 
• Adult Rehydration 
An additional 23 Collaborative Clinical Pathways are 
due to be published in May-June 2016, these include: 
• 6 Cancer Pathways (Colorectal, Breast and 

Gynaecology Cancer pathways) 
• 14 Contraception Pathways 
• 2 Frailty Pathways (identification and management) 
• 1 Acute Heart Failure Pathway 

b R 

Behind schedule and re-scoped. A renewed draft Terms 
of Reference document has been completed. Key 
objectives of this ‘new’ project include: 
• Achieve and maintain agreed quality standards to 

ensure best practice, evidence-based care is 
provided 

• Primary care clinicians are well supported in the 
excision of skin lesions by secondary care clinicians 

• Increased number of skin lesion excisions in general 
practice 

• Reduction in referrals for minor skin lesions to 
secondary care/specialist care services 

• Decrease in hospital waiting times 
• Better working relationships between primary and 

secondary care clinicians 
It is intended that the development of the skin lesions 
pathway will re-commence when the electronic referral 
system which supports the electronic submission of 
images from GP teams to specialists is implemented. It 
has been recommended that Governance/Steering 
Group is established to support this piece of work. (PP22) 

50 Implement the Central Region’s Information 
Systems Plan and national IT systems, and 
ensure MDHB’s local infrastructure is capable of 
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 

Status 

Deferred subject to clinical portal (core) implementation 
in 2017/18 year. eReferrals to be further considered in 
2017/18. 
 

a 

D 

D 

D 

 
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 Regular attendance and participation at Whanau Ora 
Strategic Innovation Development Group  where the 
General Managers of all Whanau Ora Providers in the 
District meet along with the senior managers of PNCC, 
Housing NZ, MSD, Police, Fire NZ and Ministry of 
Education. A relationship is being further development 
with Te Tihi o Ruahine as the regional hub for Te Pou 
Matakana which will further enable consistency and 
congruency with developments. 

a G 

b A 

Work to review and establish a "prototype" to an 
approach for integrated contracting arrangements is 
ongoing, but has slowed due to other priorities such as 
the Ministry’s tobacco control RFP process, the zero 
fees for under 13s rollout, and planning and 
implementation of new performance incentive 
framework measures. 
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The intent is that once the “prototype” contracting 
arrangement has been agreed, MDHB will roll out the 
approach with other providers. 

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 

Through the attendance at WOSIDG all whanau ora 
initiatives are presented and the opportunity to participate 
is available. Pae Ora is currently active in the Te Tihi o 
Ruahine Kainga Whanau Ora initiative which is looking at 
social housing from a collective impact approach and will 
be participating in the initial pilot which is focussed on 100 
Maori whanau in partnership with Housing NZ, MSD, 
Police, CYPS. Manawhenua Hauora identified active 
participation in Whanau Ora initiatives as a key local 
priority in Maori Health Plan 2016/17.  (SI5) 

 
 
 
 

Maternal and Child Health 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 May 2016  

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 
 

Status  

a 

B 
 
 
 
 
 

 
 
Completed.  
 
 

 
B 
 

 
 
 

 
 
Successful provider selected. 
 

B 

 
New contract will commence 1 July 2016. 
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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 

b A 
 

Although slightly behind scheduled date, the Guideline 
establishment work continues working in conjunction 
with the Acting Clinical Director Women’s Health and 
the steering group for the Women’s health review.  This 
will ensure buy in and consistency across the sector.  
This is work is expected to be completed by end of June 
2016. 
 
 

c G 

Paruru Mowai is bedding in well, using quality 
improvement methodology to make improvements as 
required. 
 

d G 

The Maternity Quality & Safety programme Coordinator 
is working closely with the Womens Health Review 
Steering group to support improvements. 
 

e G Progressing as planned. 
 

f A 
Almost completed. 
 
 

g G 

The MDHB Breastfeeding Improvement Collective 
commenced in 2015 and has met four times. The 
collective includes the Pepi Haumaru coordinator, 
MQSP Coordinator, Midwifery Advisor, Well Child 
Providers, Lactation consultants- both DHB and private 
and consumers. The collective have commenced some 
key quality improvement projects, developed a Terms of 
Reference and have organised a Mama Aroha Talk 
Card training day. 
 

h G 

This work is progressing well.  Increasing numbers of 
peer support workers are being trained through this 
initiative to enable a range of support networks for 
breast feeding mothers as required. 
 

 
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.  
 
 

 
 
 
 
 
 

a 

G 

D 

D 

36 a. Implement preferred option for delivering 
sexual & reproductive health services across 
the district by 30 September 2015 (in line with 
review undertaken in 2014/15) 
 
 
 

Status Behind plan due to lack of resource to progress.  This 
will be reprioritised once the Strategic Development 
work is progressed. 

a R 
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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  
 
Deferred due to DHB financial constraints impacting on 
this project – funding options under consideration. Will 
be rolled over to the 2016/17 MDHB annual plan. 

a 

D 

D 

D 

D 

(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 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. 
1.0FTE lead professional also in place for 18/12 until 31 
January 2017. 

b B 

B 

 
Completed.  A mechanism is in place for General 
Practice Teams to claim for Children’s team families if 
and as required. 

G 

Ongoing.  Issues are also highlighted to the DHB 
Portfolio Manager as they arise by the Children’s Team 
Director – this works well.  Currently able to meet 
demand.  Can be challenging at times but offers an 
excellent opportunity to re-examine opportunities for 
service delivery closer to home for these families. 
 (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  
 
Behind plan but work continues alongside education 
colleagues.  Will be completed by 30 June 2016. 
 
 

c 

A 
 

 

D 
Closed – unable to be achieved this year.  This initiative 
has been reprioritised in the 2016/17 annual plan due to 
the current financial status of the DHB.   

D 
Closed – unable to be achieved this year.  Will be 
reprioritised in the 2016/17 annual plan due to the 
current financial status of the DHB.   

(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  
Closed – unable to be achieved this year.  This initiative 
has been reprioritised in the 2016/17 annual plan due to 
the current financial status of the DHB.   
 

d 

D 

D 

(PP27) 
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 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 
children, by 31 July 2015 

 
o Develop implementation plan by October 

2015 
 

o Implement in accordance with timeline 

Status  
Innovation Hub group formed.  Chaired by Area 
Commander Police.  
Membership:  Police, MDHB, MSD, CYF, WINZ, Central 
PHO – other groups being co-opted. 

e 
B 
 
 

G 
 
 
 
 

Progressing well, albeit behind original planned dates.  
Researcher is employed to complete stocktake which 
will be completed by end of May 2016. 
 

A 
 

Awaiting completed stock take before implementation 
plan developed.  

A Progressing behind plan will gain momentum once 
stocktake is completed. 

(PP27) 
 f. Review and update Rheumatic Fever 

Prevention Plan by 31 October 2015 
Status Completed on track. 
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  
Completed. 

g B 

 h. Scope a reducing obesity initiative for children 
by 31 March 2016 

Status  
Working through this with the B4SC Obesity Steering 
group.  Work will be well underway by 30 June 2016. 
 

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 

Underway / ongoing 

  
 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 .  
NCPAS statistics: 

2016 Jan Feb March April  
Reports of 
concern 

11 11 15 14 

NCPAlerts 
(Number of 
children) 

21 15   20 

Note 2:  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.  

 
 
 
 
j 

 
 
 
 
B 
 
 
 
 
 
 
 
 
 
 

(PP27) 
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Youth Health 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 May 2016  

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  
Deferred until the 2016/17 annual plan due to the DHB’s 
financial situation and in line with Ministry of Health’s 
work around SLATs for youth. 

a A 
 
 

D Deferred due to DHB current financial situation. 

(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 
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. 

Status  
 
Completed. Paper completed for funding approval. 
 

b 

B 

A 
 

Slight delays due to issues regarding the upload of 
directory information – currently being resolved with the 
App developers.  
 

G 
 
 

Progressing as planned. 
 

G This work is about to commence. 

(PP25) 
 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 
d. Rollout by 30 June 2016 

 
 

c 
 
 

B 

PHS is offering the ACC Mates and Dates course to 
schools.  This comprehensive sexuality/healthy 
relationship & education programme is designed and 
adapted according to the specific schools requirements. 
PHS also undertakes train the trainer sessions for 
teachers to assist teachers to deliver on the sexuality in 
education school curriculum.  As these programmes are 
already developed and are evidence based and 
evaluated these should be offered and supported rather 
than developing any new programme. 
New development work not required – current work 
proceeding.  Proposed action closed. 
 
 
 
 
 

 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  
Unable to progress due to DHB financial constraints. 
This deliverable has been closed. d D 

(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  
 
Unable to progress due to DHB financial constraints. 
This deliverable has been closed. e D 

 

(PP25) 
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Health of Older People 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 May 2016  

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 
program is cognitive stimulation therapy (CST) 
embedded into the program.   
A second site providing CST commenced in August 
2015 (Marion Kennedy Centre).   
Completed. Permanent working group set up to review 
and identify areas of opportunities to raise awareness of 
dementia.  Allocated resource to provide project support 
to this group. Dementia design stakeholder group held 
in Palmerston North in October 2015. 
 

a 

B 

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 
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 
 

Status 
 
 
 
Completed.  

b B 
 

(PP23) 
 e. 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  
Completed.   
Evidence of rollout occurring through ARC audits and 
attainment of CI’s.  
‘Let’s talk about health’ brochure developed called 
“Keep your eyes on falls” circulated to the wider sector 
in March 2016. 
 
 
 
 

c 

B 
 

(PP23)  

55



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 

d A 

Although behind originally planned dates, the Fracture 
Liaison Nurse has completed the Project 
Implementation Plan which will frame the model for 
service delivery and development.  This includes a data 
audit which confirms a gap in the care of fragility 
fracture patients in this region.   
One of the KPIs for service delivery is the establishment 
of an integrated service in collaboration between 
primary and secondary care.  
The Fracture Liaison Nurse commenced in November 
2015 and to date has worked establishing the service 
and associated infrastructure, and networking with key 
stakeholders.  Commencing mid-April two community 
based and one secondary care based clinic will be held 
weekly with approximately 5 – 10 patients seen per 
week. Inflow into the service will be monitored to ensure 
performance to target and clinics have been confirmed 
at two different IFHC and one hospital based clinic.  
Patient referrals are now being triaged and booked. 

(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 Completed.  Four READ codes have been set up to 
collect data from General Practice.  Wider discussion on 
use of these codes is currently underway. 
Discussions held this quarter around the initiation of 
ACP conversations in practice and the measurement of 
these with Total Health Care, the Palmerston North 
Practice Nurse group and the Horowhenua Practice 
Nurse group. Presentation on ACP to MDHB Nurse 
Educators.  On line ACP awareness survey for health 
professionals developed and distributed in November.   
MDHB has the highest number of staff in the central 
region who have registered for the ACP on-line training 
modules.  Specific data for illustration is being sought 
from the National Cooperative.   

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  

f 

G 
 

 

On track. Proposal submitted and accepted by Ministry 
of Health/Hospice NZ endorsed. Implementation 
underway. 
 

B 

 
Completed. The scope has been finalised including 
SWOT analysis and review. Areas around flexible 
workforce, interface teams, data capture are in the 
process of completion as finalisation of the full project 
draws near. 

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 

g D 

Mental Health Services determined a reprioritisation 
pending a broader project to provide an across sector 
MH service for Older Adults with Mental Health & 
Addiction needs (MH & A). Timelines for this are yet to 
be generated. MH NASC continue to utilise the interRAI 
Assessment tool with the MH supplement for Older 
People with MH & A. 
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Mental Health and Addictions 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 May 2016  

Focus Area One:  Bolster community mental health services, in line with Rising to the Challenge 
35 a. Implement the Ministry of Health’s (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 Corrective and 
Preventative Action framework by June 2016 

Status  
 
Completed.  a 

B 
 

B 

Completed.  

A 

Partially complete. Assessment tools reviewed, however, 
approach implementing across secondary is on hold due to 
service review developments. Further work needs to be 
done at secondary and primary level in relation to 
developing robust assessment tools and other resources 
to support COPMIA recommendations made in the 
Supporting Parents Healthy Children guidelines. There 
needs to be a collaborative approach across adult and 
child mental health, child health, and those MDHB 
individuals working with vulnerable children such as the 
Family Violence Coordinator at MCH. 
 

D Not complete.  

b  
D 

Not complete.  

(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 All young people seen at CAFS now have transition 
planning included in their initial assessment which include 
identifying warning signs for deterioration of MH issues, 
identification of other services involved with the young 
person and planning if situations/MH needs increase. 
During the client’s involvement with CAFs there is also 
transition planning occurring to support clear identification 
of goals for treatment.  A written transition planning letter is 
sent to client family and GP during CAFS intervention. Full 
transition planning including identification of primary 
health/community follow up services as well as providing 
key information to GP’s, school and other agencies as 
appropriate is completed prior to discharge from service. 
These written transition plans are completed with client and 
family input and with family agreement are also provided to 
GP and those agencies who will be working with the young 
person following discharge.   
Feedback from young people, families and referrers is very 
positive regarding the implementation of written transition 
plans.  
CAFS have developed a Transition Planning policy, 
Transition Planning flowchart and transition Planning 
Checklist to ensure that transition planning from CAFs is 
undertaken at various points in the young person’s journey 
with the service. 
The Child, Adolescent and Family Mental Health Service 
continues to embed improved processes to capture the 
transition plans for all clients discharged from the service, 
both following a Choice appointment or partnership 
interventions, as evidenced by the ongoing improvement in 

a G 

b G 

c 

G 
 
 
 

(PP7) 
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results against previous quarters. As of 12 months to 
March 2016, 82.5% of clients discharged from the 
community were discharged to from the community service 
had a transition plan from the community service. 
 

 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 March 
2016 Number of people 

Employment status Maori Non 
Maori Total  

Total long term clients 92 341 433 
In paid employment >30 

hours a week 3 16 19 

In paid employment 1 – 
30 hours a week 2 22 24 

Unemployed – less than 
1 hour a week 87 303 390 

 

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 in September, 51 people 
attended. 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. 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 MidCentral 
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 

a 

B 
 
 

 

b 

D 
 
 
 
 

The Stepped Care Model has been socialised with 
Horowhenua and Kauri IFHCs however due to staff 
changes at Central PHO, significant capacity challenges 
(nursing and medical) at Horowhenua IFHC and Kauri 
Health’s postponed move to their IFHC site 
implementation has not occurred. The review of the 
Shared Care Programme is underway. In view of this 
the implementation of the Stepped Care model is on 
hold until the options and recommendations from the 
review are available. 

c 
 

D 
 

As previously noted funding constraints have impacted 
Central PHOs capacity to complete the development of 
a specific CHATR tool. 

d  
D 

As noted above (c) 

e  
D 

As noted above (b) 

f D As noted progress regarding the stepped care model is 
on hold until the completion of the Shared Care Review.  

(PP26) 
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Regional (including sub-regional) and National Collaboration 

AP 
Ref Actions / Deliverables Progress toward achieving deliverables as at 31 May 2016 

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 some 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  
The Charter was presented to both the Regional 
Interagency Network (RIN) and Child Health Tamariki 
Ora District Group in February 2016 and received a 
Favorable responses.  It is scheduled for presentation to 
PNCC in June.  
 
Current milestone dates have been deferred whilst the 
draft Charter is under consideration as part of the Board 
and DHB strategic planning process.   
 
Further engagement with intersectoral partners will be 
resumed once that planning is completed.  

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 Subcommittee met in May. The 
Foundation Agreement was reviewed and a different 
document will be developed to emphasise the principles 
and terms of engagement. Further work will be 
undertaken and a new agreement will be prepared. The 
centralAlliance Strategic Framework is complete subject 
to final amendments. The framework provides rationale 
for the centralAlliance and what needs to be done. The 
implementation plan will address the ‘how’ and bring 
together a high level strategy and the service-by-service 
issues together in a programmatic approach.  

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 No further update, laboratory services continuing as is for 
each DHB under the current terms and conditions of their 
respective contracts with providers. Initiative will be 
reconsidered in the 2016/17.  

a G 
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TO Community and Public Health 
Advisory Committee 
Hospital Advisory Committee 

 

    
FROM GM, Strategy, Planning & Support  

   
DATE 27 May 2016  Memorandum    

SUBJECT CENTRALALLIANCE UPDATE   
 
 
1. PURPOSE 
 
This report provides an update on centralAlliance activities.  It is for information only. 

 
1. SUMMARY 
 
A report was provided to the May Board meeting outlining progress on the 
centralAlliance.  It reported on three pieces of work:  

• Review of the Foundation Agreement and its reconstruction as a Memorandum of 
Understanding. 

• Finalisation of the centralAlliance Strategic Framework 2015-2025 prior to its 
submission to the two Boards.  

• Implementation planning for how to convert the high level Strategic Framework 
and the service-by-service issues together in a programmatic approach.  

 
Since the Board meeting the respective Chief Medical Officers have been leading the 
implementation planning and the Foundation Agreement.  Tracey Schiebli, GM 
Whanganui DHB, is managing the amendments to the Strategic Framework.   
The other development since the Board meeting is that a very successful visit was made 
to Canterbury and West Coast DHBs by a group of MidCentral and Whanganui 
personnel.  The value of the trip was to observe the Transalpine Services, a very effective 
example of a partnership arrangement. 
 
The Subcommittee will meet again to sign off the Strategic Framework and to consider a 
suggested approach to the development of the implementation plan.  These will then be 
presented to the two Boards at their consideration. 

 
2. RECOMMENDATION 
 
It is recommended: 
 
  that this report be received 
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3. INTRODUCTION 
 
As previously advised to the Board, the centralAlliance Subcommittee met on 3 May in 
Wanganui.  It was a full meeting and well attended by governors and executive 
management from both DHBs.  There was vigorous discussion and a real desire to see 
the centralAlliance move forward. 
 
3.1 Foundation Agreement 
 
The centralAlliance Foundation Agreement was reviewed and it was concluded that it is 
now time for a different type of document.  What is required is an agreement focused 
more on how the DHBs will work together and less on legalistic terms and conditions.  
This would be along the lines of a Memorandum of Understanding with more emphasis 
on the principles and the terms of engagement.  There are some ‘terms and conditions’ 
within the Foundation Agreement that are still useful (eg, the dispute provisions) but 
these could appropriately be located in an appendix. It was agreed that the principles in 
the Foundation Agreement need to be refreshed, which includes checking them against 
some of the other frameworks that are available, for example, In Good Hands, 2009. 
 
Since the meeting, clinical leaders have been working on this under the leadership of the 
CMOs, Dr Rawlinson and Dr Clark. The MidCentral Contracts team are now working the  
resulting document up into the format of a Memorandum of Understanding. 
 
3.2 Strategic Framework 
 
The Subcommittee considered a revised draft of the centralAlliance Strategic 
Framework 2015-2025.  The revised draft incorporates input from the board to board 
workshop in late 2015. The only component still outstanding is the Foreword which 
needs to contain key messages.  
 
It was agreed that subject to a few final amendments, this document is now complete.  It 
provides a good rationale for the centralAlliance and also provides a focus for what 
needs to be done.  In particular it emphasises MidCentral and Whanganui DHBs using 
their combined strength to achieve health gain and improve clinical viability. In the case 
of health gain, the Framework identifies areas where our combined population has poor 
outcomes compared to the national situation – particularly cardiovascular disease, 
diabetes, respiratory illness, mental health and cancer.   
 
Since the Subcommittee meeting, Tracey Scheibli, GM Whanganui DHB, has been 
responsible for making final amendments to the Strategic Framework.  This is in 
progress. 
 
3.3 Implementation Plan 
 
The Subcommittee agreed that having dealt with the ‘why’ and the ‘what’ through the 
Strategic Framework, attention now needs to turn to the ‘how’. This needs to be 
addressed in an implementation plan that brings the high level strategy and the service 
by service issues together in a programmatic approach. The implementation plan 
requires significant input from clinicians and service managers.  The process needs to be 
led by the Chief Medical Officers, with support from planners and management.  While 
the Subcommittee was keen to see speedy progress on the implementation plan, they 
recognised that having the right process and engagement now was a key factor in terms 
of its ultimate effectiveness.  The Subcommittee is looking for an approach that drives a 
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systematic approach to the development of services. 
 
It was agreed that an approach to implementation planning will be prepared in time for 
the next Subcommittee meeting. Since the Subcommittee meeting, the respective Chief 
Medical Officers have been meeting with their colleagues and together to scope out the 
implementation plan.  This is expected to take some time. 
 
3.4 Christchurch and West Coast 
 
On 16 and 17 May a group including Whanganui and MidCentral DHB personnel visited 
Christchurch and Greymouth to gain an appreciation of how Canterbury and West Coast 
DHBs work together.   MidCentral was represented by Kath Cook, Chief Executive (day 
1), Craig Johnston, GM, Strategy, Planning and Support, and Michelle Coghlan, Director 
Nursing and Midwifery.   Canterbury and West Coast DHBs have a reputation for having 
a functional working relationship which benefits both DHBs and their communities.   
 
The effectiveness of the relationship and its value to the West Coast community was 
confirmed by the visit.  They have a well structured relationship which functions under 
the brand of ‘Transalpine Services’.  The two DHBs have a single Chief Exec and share 
some of their Exec Team, but otherwise function as two separate DHBs. There has been 
good leadership and a reasonable level of resourcing for Transalpine Services – for 
example through technology.   The two DHBs have worked hard to remove obstacles to 
the relationship (eg, the Inter District Flow framework) and have been fully committed 
to it. 
 
The real strength of Transalpine Services is at the service level where it is highly 
functional, underpinned by strong clinical relationships and service connections.  This 
was evident across a range of service and specialty areas.  At the West Coast end 
Transalpine Services are resourced through Clinical Nurse Specialist roles.  The 
individuals filling these roles are the key; they are involved in patient care but they also 
make the relationships and systems work.  
 
The Transalpine Service arrangement is an example of a well functioning supportive 
relationship and there is a lot we can learn from it.  It has not been plain sailing, and 
some service areas still have room for improvement.  This visit will no doubt be 
discussed extensively at the next Subcommittee meeting. 
 
 
3.5 Next Steps 
 
The Subcommittee will consider the draft Strategic Framework and a suggested 
approach to implementation planning.  Note this is the approach to developing an 
implementation plan, not the plan itself.  These will then be presented to the two Boards 
for approval.   
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To Hospital Advisory Committee  

 
 Community and Public Health Advisory 

Committee 
  
From Service Director ,Clinical Director,  

Mental Health & Addiction Services 
Director of Nursing 

 
MEMORANDUM 

   
Date June  2016  
   
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 external mental 
health review recommendations. 

 

 

2.  SUMMARY 

This report summarises key achievements and progress milestones for the MHAS over 
the past 12 months. The achievements reflect progress with recommendations made by 
the external mental health review, and further development which now is aimed to 
improve the quality of services and address clinical and financial viability.  

Key goals arising from the review and essential to the creation of a high quality service 
include: re-establishing clinical leadership and governance and creating a change within 
the MHAS service culture. 

Our overall aim is to create sustainable service development and improvement in service 
quality as well as address service viability issues which currently appear as a deficit 
position for the MHAS. 

 

 

3. RECOMMENDATION 

 

It is recommended: 

 That this report be received. 
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4. BACKGROUND 
 
In 2014, two serious adverse events occurred within a short period of time in the acute 
mental health inpatient unit at Palmerston North Hospital (Ward 21).  At the request of 
the Board, and in consultation with the Ministry of Health’s Director of Mental Health, 
it was determined that a wide external systematic review of the service as a whole be 
undertaken, referencing the two events.  The external mental health review was 
commissioned to ensure that any underlying issues in relation to the structure, 
resourcing, or culture of the service be identified and addressed.   
 
Recommendations from the external review (51 in total) have led to the Mental Health 
and Addiction Service (MHAS) going through a transformational reorganisation of 
leadership and service delivery. 
 
Immediate action following the adverse events included strengthening the management 
of Ward 21, and improving the skill mix of staff managing the acute demand and high 
occupancy levels on the ward. Following immediate interventions, the service embarked 
on a complete restructure of the management team. 
 
4.1 Summary of progress to date 
 
Appointment of the Clinical Director and Nurse Director occurred in 2014, with the 
Service Director role commencing in April 2015. All Clinical Manager positions were 
disestablished and appointments to the new positions completed by end of June 2015. 
 
The MHAS at this time created a new organisational structure starting with the 
establishment of a leadership team, known as Mental Health Executive leadership team 
(MHELT) in July 2015. 
 
The focus on ward 21 continued with the development of an acute care continuum 
programme which aligned inpatient acute care with services required following 
discharge such as the Non-Governmental Organisational (NGO) Support services  
(Supported living, package of care, and supported accommodation).  
 
The acute care programme development resulted in the establishment of four 
additionally funded ‘Transition Programme’ placements with an NGO provider in May 
of 2015. This programmed has been successful in placing clients needing high support 
and a variety of community settings. 
 
The MHAS took clinical leadership responsibility for Star One, the inpatient psycho 
geriatric service, (now known as Older Adult Mental Health Service) and provided 
Consultant Psychiatrist cover from early 2015.  
 
A psycho geriatrician appointed for the OAMHS commenced in September of 2015.   
The OAMHS was officially moved to the MHAS in November 2015. 
 
The move to a new model of care with the Acute Care Team commenced with 
consultation beginning late 2015.  
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A final decision about the model of care was confirmed in May 2016, with 
implementation beginning following confirmation.  
 
Further appointments were made as part of our restructure to key consumer advisor 
positions early in 2016.  These roles have joined our MHELT and Clinical Manager 
teams. 
 
Consultation with the Hume family has been ongoing and the Erica Hume 
implementation plan was finalised early 2016. The plan is now being implemented. 
 
A ‘phase one’ completion report was made available to the Hospital Advisory Committee 
in November 2015. This report summarised mental health review progress to date, 
recorded milestones and created ground for the return of some completed 
recommendations to ongoing service delivery.  
 
The importance of both consumer and family/whãnau partnership has been a key driver 
throughout the service, including input in clinical settings, quality processes such as 
document management and review, auditing and input into the executive leadership 
team.  
 
The MHELT has continued with service restructuring but with a more specific focus on 
addressing issues within key services and systems.    
 
As an example of a service focus, the executive leadership team has directed that Oranga 
Hinengaro follow a developmental plan after an initial clinical review of a current 
serious adverse event. Similarly, the focus on Ward 21 has not diminished, with the 
appointment of a new consultant psychiatrist and an interim appointment of a new 
charge nurse to take place mid-June. 
 
As an example of system development, the MHELT has created a quality and risk system 
which monitors and reports on key result areas as well as improving clinical governance, 
and quality improvement.  
 
The MHAS has also engaged with clinical teams to develop improved planning for 
clinical programmes; such as successfully leading the redevelopment of an ECT clinical 
programme; and reviewing and developing a more sustainable DBT clinical programme.  
 
The Service Director has led a recent training exercise with the clinical manager team 
focused on completing service annual planning. The plan template used includes setting 
goals, quality improvement and risk management.  
 
This quality and risk system links the existing Serious Adverse Event Review Group with 
a new quality forum, and auditing programme. Improvements in monitoring and 
reporting include the development of a standardised quality reporting systems through 
a new Quality and Risk dashboard report.  
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A request has been sent to the external reviewer team to return as planned in September 
to evaluate progress against the review recommendations.  
 
5. New Programme of work 

 
The MHAS has a draft strategic service plan framework which provides direction for this 
coming year. The MHAS goals are aligned to the organisational strategic framework, 
values and goals, as well as the national mental health sector strategies.  
 
The goals in this plan align to the continued work required to complete implementation 
of the longer term external review recommendations e.g. redesign of the acute mental 
health inpatient unit. 
 
The MHAS has also completed the mental health section of the 2016 District Annual 
Plan. This section has been approved by the Ministry of Health. Goals in the plan are 
reflected in strategic goals outlined below as well as some separate reporting 
requirements. The Annual Plan includes goals to reduce wait times for Child and 
Adolescent services and improved compliance with inpatient volumes.  
 
The annual Ministry of Health Mental Health Consumer Survey has just been completed 
with a significant increase in consumer feedback due to active promotion by our 
consumer and family advisors.  The analysis of this feedback and subsequent Ministry of 
Health report is expected in the following three months.  This type of feedback will 
assist with our service improvement process. 
 
Current MHAS strategic goals are: 
 

• To develop a district wide provider collaborative, uniting all providers and 
stakeholders in one network in order to increase capacity to deliver and better 
coordinate services. 
 

• To achieve clinically and financially sustainable District Health Board services.  
 

• To further develop improved MHAS models of service. 
 

• To change MHAS culture and impr0ve District Health Board services quality of 
service delivery using a co-design approach to service development. 
 

• To improve the MHAS infrastructure including Transport, Information 
Technology (IT) and Facilities.  Eg Ward 21 re design project 

 
5.1 Collaborative Network Development 
 
Mental Health and Addiction sector workshop was held on 28 April.  
 
The goal of the workshop was to renew engagement with our health and social sector 
partners to identify key changes required to improve mental health and addiction 
outcomes for our population. 
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 Invitations to participate were distributed to persons well placed from the MHAS 
continuum, social sector agencies and key MHAS stakeholders. Approximately sixty-five 
participants attended representing Manawhenua, DHB Clinical, DHB Strategy, Kaupapa 
Māori, Whānau Ora, Primary MHA, Youth Health, Education, Housing and Recovery, 
DAMHS, National Workforce, Suicide Prevention / Postvention, Rural Health 
Support/Federated Farmers, NZ Police, ACC, Victim Support, Probation, Ministry of 
Social Development, Local Councils, Consumer engagement, Family/Whānau 
engagement, Pacifica, and Social services.  
 
All participants were provided with pre-workshop reading material of key national 
strategic vision and directions for mental health and addiction services.  A range of pre-
workshop consultation processes were undertaken.  
 
Information generated was carried forward into the workshop as important context and 
to provide a touchstone when developing the work programme going forward.  
 

• Current service users and peer support workers across clinical and support 
services (DHB and NGO) were consulted with and asked for their ideas on what 
was working well and what needed to change. 
 

• MDHB Māori Strategy & Support with Family Whānau support representatives 
held 3 focus groups across the district with family and whānau invited to share 
and discuss what was working well and what do we need to do differently.  
 

• Thirty-five people from a sector and key stakeholder group were invited to 
complete an online process called Beyond Brainstorming. Individuals needed to 
generate and then group ideas around a central question of “What key ideas do 
you have that would significantly improve MHA outcomes for the population of 
MidCentral?”  
 

Additional contextual information was presented at the workshop on our population; 
the MHAS workforce; how we benchmark against the national MHA Adult Key 
Performance Indicator set; the impacts for NZ Police in our region from mental illness 
and addiction in the offender/alleged offender population; and access/utilisation to 
Primary Care, showcasing inequities and disparities across populations and localities.  
 
Following the first session discussions of context and current state the workshop moved 
to exploring the possibilities for the future state of services. The ideas from the small 
group work, was presented back to the larger group. In conjunction with discussions 
earlier in the day the areas in Table 1 were drafted as a potential framework for future 
work streams and where effort needs to be applied. (Appendix B). 
 
Some opportunities for further work need to apply systemically i.e. workforce 
development, evidence of what works, technology enablers and utilizing whānau ora. It 
was agreed that there would need to be a significant improvement in understanding of 
whānau ora across a wider audience to inform any future decision-making. 
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There were also three principles identified to underpin the future work streams, Te Ao 
Māori, Equity, and Co-design. In some areas key projects are partly underway and are 
easily defined as future workstreams (older persons and housing/recovery) but 
community investment and research and data were broader initiatives which may be 
longer term project workstreams. The presentations did not present detail about 
tangible common service development either looking at gaps or building on strengths.  
This is work that now needs to be completed. The DHB will draft a summary report for 
distribution to workshop participants, those invited who could not attend, and for use 
within networks of those attending.  
 
The workshop organising group will continue to support the transition from workshop 
to implementation plan. A number of workshop participants have volunteered to 
participate in future work streams derived from the above framework.  
 
Oversight of the process for allocation of support resource and approval of the goals set 
continues to rest with the Workshop Sponsor, General Manager Strategy, Planning and 
Performance and  the General Manager Clinical Services and Transformation, with 
input from portfolio roles and Service and Clinical Directors, MHAS.  
 
5.2 To Achieve Clinically and Financially Sustainable District Health 

Board Services 
 
The MHAS remains in a deficit position as a result of ongoing additional cost driven by 
the impact of the 2014 external review. The context for this situation is that the MoH 
reports that there has been a 21 per cent increase in demand on acute Mental Health 
Services in the country in the last five years. Mental Health Executive leadership team 
continues to expect that transformational change will take up to a five year timeframe.   
 
The MHAS has commenced a project to review all services, current funded resource and 
how this will meet the future and growing needs in our community. This project will 
inform analysis of our financial position and plans to meet the needs of our community.  
 
A deficit management plan for 2016 is being drafted which will be informed by the 
above review and a status report is due to senior management (end of July 2016).  
 
5.3 To Further Develop Improved MHAS Models of Service 
 
All teams 
 
The Clinical management team recently completed an exercise in service planning in a 
half day workshop (13 May). Each team was required to develop a short service plan 
which focuses on development of service models, improvement in quality and review of 
infrastructure requirements.  
 
An example of the service model development is a proposal to have integrated local 
teams in rural services. Service plans will feed into a service wide planning framework 
for this coming year.  
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Acute Care Team 
 
The Acute Care Team consultation period has finished and decision confirmed about 
implementation of the new model of care, including a stable rostering pattern.  The 
work will now begin to implement this model. Staff subject to change in conditions will 
be notified and a process developed which will address individual needs. The consulting 
document proposed a three month implementation plan. During this period, system 
changes needed to implement the new model will be developed or created.  
 
Older Adult Mental Health (OAMH) Re-alignment  
 
Since the re-alignment of OAMH,  a representative transition group led by the Nurse 
Director, has focused on increased collaboration between the two inpatient wards 
(STAR1 and Ward 21) which has enabled better management of patients across the two 
settings based on patient need and ward capacity.  
 
Collaboration continues in the management of a particularly complex OAMH patient 
with MASH and the patient’s family which has resulted in ongoing improved 
management of her care needs. 
 
Limited resources to better support the re-alignment of OAMH continue to be a 
challenge. To date we have not been able to successfully recruit to the OAMH Clinical 
Nurse Specialist role.  However, the appointment of a social worker has been successful. 
 
Oranga Hinengaro 
 
While a clinical review is underway the service is advising on issues that will inform a 
later service review. The issues that are currently raised include geographic coverage, 
types of resource, and links with other organisations as well as clinical processes and 
standards.  
 
5.4 To Change MHAS Culture and Improve District Health Board Services 

Quality of Service Delivery using a co-design approach to Service 
Development 

 
Clinical Governance 
 
The MHELT has established regular ‘clinical governance’ forums with every clinical 
team. These forums are led by the Clinical Director and focus on developing team 
clinical governance as well as identify current clinical issues. 
 
The MHELT is developing the Allied Health Advisor (AHA) role representing allied 
health in the leadership team. The current focus is on defining links between the AHA 
and professional advisors in order to ensure adequate allied health input to service 
planning at the senior leadership level, as well as building links between clinical 
managers, charge nurses and professional advisors. 
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Workforce Development 
 

A Workforce Development Coordinator has been appointed. This role is responsible for 
implementing the completed workforce development plan. 
 
The initial focus of this role has been to establish the core training requirements for 
clinical and support staff and completion of the 2016 Training calendar. Finalising this 
training programme has included sourcing trainers externally and recruitment of senior 
clinical staff within the service to deliver training in areas in which they have expertise. 
We are also participating in a Nurse Director led national project to implement the 
Counties Manukau DHB calming and restraint programme.  
 
Examples of our core workforce focus are: 
 

• Re develop and implement restraint minimisation and safe practice programme  
• Supporting a cohort of new nursing trainees through the NESP programme 
• A calendar of training events including suicide assessment and prevention 

 
Cultural Change  
 
The external review in 2014 highlighted the need to continually assess, review and 
question current practices, values and attitudes within the service.   
 
To implement this, the service leadership and consumer advisors engaged staff and 
service users to describe their experiences within MHAS.  The feedback from service 
users were gathered through the Consumer Survey, while staff feedback was provided at 
the Let’s Get Real Skills for Values and Attitudes facilitated by TePou and our consumer 
advisor. 
 
Further workshops for staff are planned for 8 June in Levin to capture the remaining 
staff in the rural teams.  The same workshop is being organized for 9 June in Palmerston 
North.  
 
This is a mixed team approach to cover all disciplines across the MHAS.  Future 
workshops are tentatively booked for July / August.  Staff and service user experience is 
now being incorporated in the delivery of service improvement across MHAS. The 
annual mental health patient survey has just been completed which will assist with 
service improvement processes. 
 
MHAS Structure 
 
The restructuring is largely complete with the appointment of an acting clinical manager 
to the acute care team in December of 2015.  
 
The Clinical Director is reviewing the current Senior Medical Officer structure and 
establishing a deputy Clinical Director role as an advance on the previous two ‘medical 
head’ roles created at the time of the review and this is expected to provide additional 
support and ensure sustainability for the Clinical Director role. 
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The current focus of the management team on the structure is about creating depth 
within the team and to engage in succession planning, through training and education of 
the current Clinical Managers and supporting staff in opportunities to lead 
development. This further growth of managerial capacity is at a very early stage.  
 
Ward 21- Nursing Plan  
 
Established to drive many of the wards service development needs in the first year of 
this transformation project the Nursing Plan has provided a foundation for many 
ongoing ward based improvements. This includes the better managed shift handovers, 
documentation, bed management and patient flow.  
 
The MHAS Project Manager has also provided oversight and mentoring input to create 
improved and more stable roster patterns.  
 
Direct input from the Service Director and Clinical and Nursing Director in partnership 
with the inpatient team, have led to improved capacity management, better 
understanding of recruitment goals and general (rosters) and specific (weekend bed 
management) planning for staffing resource. 
 
The senior nurses who were responsible for implementing the nursing plan continue to 
lead service improvement and culture change in the Ward 21 environment and across 
MCH. An example of this has been the establishment of primary nursing in the ward as 
well as the development of an intensive care pathway which is about to be piloted. Of 
note has been the emergence of established nurses who have ‘stepped up’ in this time of 
transformation as well as our ability to recruit a considerable number of nurses new to 
mental health. 
 
5.5 Consumer Engagement/Participation  
 
Consumer and Family input is paramount in moving forward with a co-design approach 
to our development. Consumer and Family Advisors are visible throughout the service 
and have developed a poster for all internal notice boards in MHAS and staffrooms 
advertising what consumer and family advisors can do.  
 
The MHAS have just completed the Ministry of Health (MOH) client survey with an 
increase in feedback from nearly all Mental Health and Addiction Service (MHAS) 
internal services.   
 
Recently a Hui was held where both the consumer advisors and family advisor 
presented concerns from service users and families to the community networks, 
highlighting areas which need developing.  
 
Areas of development include communication amongst services, access to medication 
post discharge beyond one week, access to counselling, and benefit support, rural 
isolation and employment.  
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5.6 To improve the MHAS infrastructure 
 
Ward 21- Facilities & Environment   
 
An options paper which has been reviewed by an external sector expert quantity 
surveyor organisation is with the Executive Leadership Team for approval prior to 
tabling at the Hospital Advisory Committee.  The date to make this paper available at 
the Hospital Advisory Committee has yet to be determined.  
 
While an approval for an options paper is being sought, Ward 21 has been significantly 
supported by the MHAS Project Manager (PM) to address environmental improvements 
designed for patient comfort such as the new couches and breakfast bar. The PM has 
also managed along with the interim Charge Nurse to address review recommendations 
about fixtures and fittings such as door handle replacements, (March 2016) and access 
to new ECT equipment (January 2016). 
 
Facilities and Transport 
 
Each of the MHAS services is embarking on a review of utilisation of current resources, 
and facility management. There are challenges in all services with adequate facility 
space and each service has been tasked to clearly identify issues and plan to address 
these in a consistent and planned approach to facility development. 
 
Two other infrastructural development challenges (transport & information technology) 
are being address through better planning at service level. 
 
The review of our infrastructural resources is at an early stage and it is anticipated that 
an internal report on access and utilisation will be available to the General Manager, 
Clinical Service and Transformation in September of 2016.  
 
Information Technology 
 
The MHAS is engaged with the WebPAS and Clinical Portal projects. Due to the direct 
Ministry of Health reporting requirements on clinical activity (National Key 
Performance Indicators and HoNos reports et al) Mental Health requires sometimes 
intensive input to each project to ensure compliance is achieved. For instance direct 
specification for electronic mental health act modules.  
 
We are partnering with our regional neighbours (CCDHB and Hawkes Bay) to further 
develop a good ‘fit’ to our requirements. Current progress is adequate with defined 
planned migration of data from our in house system (CHIPS) to WebPAS.  
 
 
6. Performance Dashboard/Metrics Informing Performance 
 
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.  
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The quality and risk part of the HAC report incorporates the phase two 
recommendations of the Mental Health Review, for example, the development of 
improved quality systems and processes.  
 
6.1 Incidents 
 
Improved definitions of incidents of self-harm, attempted suicide, threats of aggression 
and actual events has been sent to Patient Safety and Clinical Effectiveness Director as 
an upgrade to the Riskman system which will improve our capacity to report on trends 
and incidents. The first report on self-harm commenced in January. Reports on updated 
categories recording acts of violence and aggression are underway but not yet available.  
 
6.2 Ward 21 Meeting Demand  
 
The inpatient unit continues to demonstrate improvement in performance as evidenced 
in an improved metrics (dashboard reports).  Maintenance of these gains and building 
in further improvements in quality and system improvement is our next quarterly goal. 
 
As a cautionary note, it is important to note that the inpatient unit will continue to be 
vulnerable to periods of high demand and increases in risks related to over utilisation of 
the bed state until the newly developed acute care continuum is stable and functions 
independently as a fully functional system. 
 
The benefit of these recent gains creates opportunity to focus on our community services 
development. As our community services are better developed, they will stabilise the 
service response to acute need and reduce over demand on the service leading to high 
rates of admission.   
 
6.3 Continuum of Care 
 
We continue to monitor and report on national KPIs which measure access to inpatient 
settings and discharge processes (seen within 7 days of inpatient transfer of care and 
readmission rates within three months).  Both of these KPIs require further 
investigation.   
 
6.4 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. As part of this process, all action plans are reviewed after six 
months to determine that they meet the service improvement outcomes as specified. 
The audit outcome is provided back to the SAERG for closure or further improvement (if 
required).  
 
Monitoring and Auditing 
 
An audit programme test format has commenced with trial file audits in Oranga 
Hinengaro, and in the Palmerston North Community services.  
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External Audits 
 
The Alcohol and Drug Service has recently completed an external Ministry of Health 
requested audit of the Opioid Substitution programme (02-04 May). The initial audit 
informal report was that no major issues are identified with the programme, although 
recommendations will be made about improvements.  
 
Policy Development - CCTV procedure 
 
Work continues to finalise this procedure, through the quality improvement process. 
 
6.5 Erica Hume Review Recommendations update 
 
Progress of actions from recommendations is in table Appendix C.  
 
7. Conclusion 
 
This report outlines steady progress with development of key components of our 
services which is evidenced in improvement in some metrics.  
 
Further work is needed to develop our community services, with our main strategic 
direction and related goals focusing on creating a collaborative/network of all providers 
and stakeholders. 
 
Some evidence of transformational change is noted with signs of an ‘early spring’ in our 
quality systems improvement and engagement with stakeholders.  
 
Our staff across the services remains very committed to our development. Staff in our 
inpatient unit and across the services are to be commended for the effort made over the 
past six months to make the gains which are highlighted in this report.   
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Q&R Traffic Light summary key MHAS review recommendations 

Traffic Lights: RISK  at Risk;             On track;                    Completed/ 

           Business as usual process 

 

ACTION/ITEM MILESTONE COMMENTARY  

longitudinal review 
 (E Hume) 

Action plan complete 
 

Progress on actions continues (APPENDIX D))  

 

longitudinal review (S 
Gray) 

Draft Action plan completed Action plan implementation continues with integration 
of both internal and external recommendations to 
ensure all Actions are included. 
 

 

Culture Change Raised performance expectations  
Improved patient interaction  
Workforce development 
 

Workforce training calendar has been completed.  
Cultural change program ‘Values and attitudes MHAS 
workshops are booked. DHB MHAS creation of service 
strategy / vision is in development. 

 

Clinical Governance Clinical Governance Established 
through key clinical roles over 
sighting and providing input to 
MHAS development 
ARQ – Area representatives for quality  
SAERG- Serious Adverse Events Group 
MHOLG- MH Operational Leaders 
Group 

Clinical Governance is integrated within the 
Management structure. The Quality Improvement 
System is linked to Mental Health Executive 
Leadership Team (MHELT). Standard reports  are 
tabled from the linked forums -
(ARQ/SAERG/MHOLG/Project & Quality forum)  
 

 

Quality and Risk 
system development 
 

Clinical Quality Systems to be 
developed over sighted by MHELT 
Upgrading of SAERG forum 
Improved auditing and reports from 
the Area Quality Forum 
Reporting links established with 
tabled reports at the Clinical 
Manager and Executive Leadership 
forum  

 All serious adverse events are reviewed with action 
plans completed in the SAERG forum.  
All SAERG reviews are reported to and accepted by 
MHELT prior to development of actions from the 
recommendations.  
-A post implementation audit has been developed, to 
determine if service improvements have occurred.  

 

Creation of 
meaningful 
dashboard KPI report 

Draft report developed and tabled at 
Exec Leadership meetings 

KPI dashboard is developed. Progress and 
improvements are ongoing and are part of the MHAS 
business as usual reporting processes.  
 

 

Ward 21 
 

Occupancy matched to resourced 
beds 
 

-Standard Roster patterns, daily rapid rounds, and 
scheduled MDT meetings with the key participants are 
addressing, patient discharge planning, and occupancy 
to match resource and are the standard process for the 
inpatient ward. 

 

Consumer 
engagement 
/Participation 

Increased consumer/family 
engagement and participation 
 

Consumer & Family Advisor are managing the 
consumer family engagement project. 
Family and Consumer advisors are key members of all 
quality and service improvement groups and key 
participants with Policy documents.  

 

Focus on clinical and 
financial viability 

Ensure clinical risk is managed with 
appropriate match of resource to 
demand 
 
Ensure financial sustainability  

Current gains with the acute care continuum 
(transition beds and NGO cooperation)  
 
Potential for funding constraint related to deficit 
position  

 

A R 

A 

A 

A 

G 

G 

G 

G 

G 

G 

R 
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APPENDIX A: Quality and Risk Dashboard  
Table one: Mental Health & Addiction Services Performance Report 

 

*Data Source 2013 Census

Mental Health and Addiction 
Secondary Specialist Services 
Quality and Risk Dashboard 

Apr-16

The MCDHB responsibility is for the populations in a defined geographic catchment. The defined area is based on territorial 
authority and ward boundaries, and includes Manawatu, Tararua, Horowhenua, Kapiti districts (Otaki Ward) and 
Palmerston North City. The map of the district is below. 

Mid Central District Health Board Area Population Map

Four Iwi have manawhenua status within the district: Muaupoko; Ngati Raukawa; Ngati Kahungunu and Rangitaane 
(manawhenua status means that the Iwi is recognised as having tribal authority within a region)  

Muaupoko and Ngati Raukawa Iwi are located on the western side of the mountain ranges, and Ngati Kahungunu Iwi is 
located on the eastern side. Rangitaane Iwi covers both sides of the ranges for the Manawatu district (including Palmerston 
North) across to Pahiatua and Dannevirke areas. 

The groups of people who experience health status disadvantage in Mid Central are Maori, Pacific peoples, and people 
experiencing socio economic disadvantage. Horowhenua residents are highly representative of people who experience 
health status disadvantage. 

Break down of DHB District by Population and area
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Green: Improved Amber: Stay the same

Risk and Incident Summary

MH&A SAC 2,3,4 Incidents - April
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Restraint & Seclusion
restraint Seclusion

Quality & Risk - Total MHAS reviews: 
SAC 1 0 reviews SAC 2 There are six current reviews with three at final draft stage. 
Coronial reviews / notifications there are 7 completed Coronial reviews with coroner's findings to come
Quality Forum members are  now to audit the previously completed Action plans  from reviews completed in the 
last 6-12 months , this audit is to determine that improvements have been made to the service, feedback is 
provided back to SAERG to close the loop.
Complaints - 3 current complaints, one of these is  with the HDC. 

Ward 21 Total Incidents for April - 64  
49 incidents were reported under the 'violence' category. The following breakdown lists event types 
Aggressive threateninorg behaviour - 16 incidents, 10 in HNU -6 individuals, and 6 in the open ward also by 6 
individuals.
Abuse towards others 9 incidents reported, 7 in HNU from 1 individual.2 on openside by 2 individuals.
Innapropriate behaviour 6 incidents 2 in HNU and 4 openside, for 6 individuals. Non violent category - other there 
were 15 incidents
A focus on further restraint and de escalation training is planned. The exhibiting of violence behaviour relates to a 
slight increase in use of seclusion. 

Actual Self Harm/ threatened Self Harm/Suicide/Threatened suicide
Threatened sucide and attempts at suicide are not evidenced this month
Actual Self harm - 8 individuals- these episodes relate to self mulilation or injury 
Threatened Self Harm - 2 individuals 
Actual Self Harm incidences  all occured on the openside with 4 incidents relating to 1 individual. 
Restraint - 13 restraint episodes were reported  12 of these were  in the HNU and 1 in the openside.
Seclusion  - 8 , in the HNU this relates to the higher numer of agressive incidents. Seclusion relate to xx  individuals
The use of seclusion while increased allowed for safe management of agression. The ward is continuing with the 
seclusion reduction programme. 

0
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Actual Self
Harm

Threatened
Self Harm

Threatened
Suicide

Suicide

Self Harm - April
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Ward 21

24.43
24.01

23.12
22.38

23.49

21.98

24.39 24.78

22.99

24.34

19.74 20.11

21.22

13.16%

24.49%
28.57%

25.00%
23.08%22.45%

34.00%

17.02%

22.86%
19.67%

17.00%

10.00%

0.00%

5.00%

10.00%

15.00%

20.00%

25.00%

30.00%

35.00%

40.00%

17
18
19
20
21
22
23
24
25
26
27

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16

WD21 Occupancy & 28 Day Readmission Rate - 13 Months
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Admissions vs Discharges - Rolling 13 Months

Admissions Discharges

Ward 21 occupancy continues to be better managed, with only 7 occassions within the month where the 
occupancy was above resourced levels (24) and only one occassion when the occupancy was above the 
capped 26 beds. The average length of s tay  has reduced to was 10.4 days .  The admission rate continues to 
be higher than normal (53 when the average is 40-45) 
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Ward 21 Staffing

Mental Health Scorecard - April
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All Ward21 Staff Overtime/Double Shifts
Extra Shifts Worked (Double Shifts) Actual Double Shifts Total Hours Worked on Extra Shift
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Nursing Overtime(FTE) Ward 21 

Resourcing - Proactive management with roster planning continues, to ensure that overtime and in particular the 
double shifts are kept to a minimum. 34.1 tota l extra hours were worked in April which is slightly less than the 
previous month, these extra hours worked are directly attibutable to cl inical acuity such as staff staying  to 
complete admission assessments, and  providing support/safety of ward for oncoming s taff. A s light increase in  
double shifts for the month from 0 to 3. Al l  measures were taken to request support from MHAS s taff off duty, 
part time s taff and through the hospital coordination unit,prior to cl inical s taff working the double shifts.  

The above graph includes all Ward21 staff, where the graph below only includes Nursing 
staff.
Extra Shifts are any shift precluding or concluding a normal shift.  The graphed line is the number of shifts, 
not total hours or double shifts. Total Hours worked on Extra Shifts including extensions
Shifts >= 15 hours are shifts where total hours (first shift + second shift) are greater than 15 hours ie double 
shifts
Summary
While there is a slightincrease of additional hours and 3 double shifts, but overall utlisation of additional shifts 
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- Mental Health Emergency Team

- Palmerston North Community Mental Health Team

- Maori Mental Health Team (Oranga Hinegaro)

- Horowhenua Community Mental Health Team

- Feilding Community Mental Health Team

- Tararua Community Mental Health Team 

- Alcohol and Drug Service

- Child Adolescent and Family Community Mental Health Team

- Early Intervention Team

- Intensive Treatment and Rehabilitation Team

75,540
29,868
16,854

65

N/A
N/A *Referrals scaled on Secondary Axis (Right)

Age Bracket Clients Percentage

<19yrs 19 29.2%
15-24 yrs 10 15.4%
25-64 yrs 35 53.8%
65+ yrs 1 1.5%

Total
Client Age Range:

Total
FTE:

Including Clinical Managers

Clinical

Community Mental Health Teams

Mental Health Emergency Team

Active Episodes of Care:
Tararua

P.N City

Each Community Team listed below has its own section including; Active 
Episodes of Care (As at the last day of the reporting month), Referral vs 
Discharges and Average Length of stay (ALOS), and a break down of current 
client age ranges. Also included is population data for each area. The Mental 
Health Emergency Team page shows Direct contacts, Indirect contacts and 
Referrals.  Warning signs are indicated as planned in the recent HAC workshop. 
The community teams current 'warning signs' are defined as referral volume 
variance over 20% . In the inpatient unit the warning sign is defined as 
sustained overutilisation , over 105% occupancy  > two days. 

Teams:

Horowhenua

Population:

Overview:
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Referrals to the Mental Health Emergency Team (MHET) 
has  increased from less than 50 referrals per month to 
a lmost 100 referrals per month, this has had a significant 
impact on work loads. 
Since June 2015, the service increased to provide 24 hour 
cover over 7 days  per week. A review of activi ty is 
underway to analyse the increase in demand.
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75,540

513

29.80
34.60 *ALOS (days) scaled on Secondary Axis (Right)

Age Bracket Clients Percentage

<19yrs 10 1.9%
19-24 yrs 92 17.9%
25-64 yrs 379 73.9%
65+ yrs 32 6.2%

75,540
29,868
16,854

235

N/A
N/A *ALOS (days) scaled on Secondary Axis (Right)

Age Bracket Clients Percentage

<19yrs 79 33.6%
19-24 yrs 37 15.7%
25-64 yrs 118 50.2%
65+ yrs 1 0.4%

Total
Client Age Range:

Including Clinical Managers

Clinical

Tararua

Total

Total

Palmerston North Community Mental Health Team

Population:
P.N City

FTE:

Of note i s  the continued high level  of referra l  to the 
pa lmerston north community team. This  high demand i s  one 
of the cri tica l  reasons  for a  focus  on recrui tment to s table 
SMO cover.

A review of demand and match to resource i s  underway as  
part of the updated management plan for Oranga Hinengaro

FTE:
Including Clinical Managers

Clinical

Population:
P.N City

Active Episodes of Care:

Client Age Range:

Total

Active Episodes of Care:
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29,868
5,466

259

13.40 *ALOS (days) scaled on Secondary Axis (Right)

15.40

Age Bracket Clients Percentage

<19yrs 2 0.8%
19-24 yrs 27 10.4%
25-64 yrs 218 84.2%
65+ yrs 12 4.6%

28,524

118

4.80
5.74 *ALOS (days) scaled on Secondary Axis (Right)

Age Bracket Clients Percentage

<19yrs 2 1.7%
19-24 yrs 13 11.0%
25-64 yrs 87 73.7%
65+ yrs 16 13.6%

Including Clinical Managers

Total

Horowhenua
Otaki

Population:

Active Episodes of Care:

Horowhenua Community Mental Health Team

FTE:

Population:

Active Episodes of Care:

FTE:

Clinical
Total

Client Age Range:

Feilding Community Mental Health Team

Feilding

Including Clinical Managers

Total
Clinical

Total

Client Age Range:
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Referrals for the Horowhenua region have increased in 
the prior and last 12 months. This  does place increased 
workloads on the staff in the region.
An increase of +/- 20% indicates to the MHAS that there ia 
an increse in ri sk , wi thout extra resource to support this 
demand. Note the increase in discharges to ensure 
management of capcity to accept new referrals. 
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16,854
5,043
4,254
7,557

157

5.60 *ALOS (days) scaled on Secondary Axis (Right)

6.40

Age Bracket Clients Percentage

<19yrs 1 0.6%
19-24 yrs 25 15.9%
25-64 yrs 123 78.3%
65+ yrs 8 5.1%

75,540
29,868
16,854

658

N/A
N/A *ALOS (days) scaled on Secondary Axis (Right)

Age Bracket Clients Percentage

<19yrs 3 0.5%
19-24 yrs 38 5.8%
25-64 yrs 607 92.2%
65+ yrs 10 1.5%

FTE:
Including Clinical Managers

Clinical

Clinical
Total

Population:

Total

Pahiatua*
Rural Areas

Total

Alcohol and Other Drug Service

Active Episodes of Care:

Including Clinical Managers

Tararua

Client Age Range:

Population:
P.N City

Horowhenua

*Includes Woodville & Eketahuna

Client Age Range:
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Total
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498

75,540
29,868
16,854

28.25
31.49 *ALOS (days) scaled on Secondary Axis (Right)

Age Bracket Clients Percentage

<19yrs 491 98.6%
19-24yrs 7 1.4%

75,540
29,868
16,854

Total 40

Clinical N/A
Total N/A

Age Bracket Clients Percentage

<19yrs 11 27.5%
15-24 yrs 25 62.5%
25-64 yrs 4 10.0%

Including Clinical Managers

Clinical

FTE:

Total

Active Episodes of Care:
Total

Client Age Range:

FTE:
Including Clinical Managers

Active Episodes of Care:

P.N City
Horowhenua

Tararua

Population:

Early Intervention Team

P.N City
Horowhenua

Population:

Tararua

Client Age Range:

Child Adolescent and Family Community Mental Health Team
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75,540
29,868
16,854

47

N/A
N/A

Age Bracket Clients Percentage

<19yrs 1 2.1%
15-24 yrs 2 4.3%
25-64 yrs 41 87.2%
65+ yrs 3 6.4%

P.N City

FTE:

Clinical

Client Age Range:

Horowhenua
Tararua

Including Clinical Managers

Total

Active Episodes of Care:
Total

Intensive Treatment and Rehabilitation Team

Population:
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Referrals vs Discharges - Rolling 13 Months

Referrals Discharges
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APPENDIX: B Areas of focus identified from the Hui / Workshop 28 April 

 NETWORK COMMUNITY 
INVESTMENT 

WORKING HOUSING OLDER 
PERSON MHA 
SERVICES 

RESEARCH AND 
DATA  

- Knowledge 
- Health Literacy 
- Any door is the 
right door 

- Warm 
handovers, no 
referral, no 
waiting  

- Single point of 
entry 

- One Plan/One 
team 

- Plain language 
- Choices 
- Police, Youth and 
Education 

- Whānau Ora 

- Flexible funding 
- Person centric 
- Family/whānau 
directed 

- Systemic 
approach 

- Vocational 
support 

- Employment 
specialists 

- Education e.g. 
NEET (Not in 
Education or 
Employment 
Training)  

- Need to focus 
on the acute 
care 
continuum  

- Secondary 
MHA services 
for Older 
persons 
service 
development 
project 
beginning and 
invitation to 
workshop 
participants to 
become 
involved 

- Research 
- KPI’s 
- Knowledge creation 
- Whānau Ora 
- Collective Impact 
- Network theory 
- Service User 
feedback 

- Family Whānau 
feedback 
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APPENDIX: C Erica Hume Implementation Plan  

Each action has an update report on progress. The plan encompasses a range of activity including auditing to 
ensure that implementation of actions has occurred and is effective in creating changes.  

The actions are shown as completed or Service Development. Service Development processes are those that have or 
are to become business as ususal processes.  

87



 

88



 

89



 

90



 

91



 

92



 

93



 

94



 

95



 

96



 

97



 

98



 

99



 

100



 

101



 

102



 

103



 

104



 

105



 

106



TO Community & Public Health Advisory 
Committee 
Hospital Advisory Committee  

FROM Vivienne Ayres 
Manager 
DHB Planning and Accountability 

DATE 23 May 2016 

SUBJECT NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE 
MEASURES – REPORT FOR QUARTER 3, 2015/16 

1 Purpose 

To provide the Committees with a consolidated report of the Non-Financial 
Monitoring Framework and Performance Measures (including Health Targets and 
reporting requirements of Crown Funding Agreement variations) relating to the 
third 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 three of the 2015/16 year.  The performance rating for 
each of them following assessment by the Ministry of Health is included in the 
summary; each deliverable has defined criteria for these assessments.   

Of the 48 health targets, performance measures/deliverables (including seven CFA 
variation reports) reported this quarter, 37 (77 percent) were rated as “achieved” or 
“satisfactory”, 10 (21 percent) were “partially achieved” and one – Delivery of the 
Regional Service Plan was not achieved.   

2.1 Health targets 

• The target for Shorter Stays in the Emergency Department was again short of
target this quarter (94.0 percent); although target was achieved in January (95.7
percent), the expected fall-off in the volume of patients presenting to the
Emergency Department over the summer months did not eventuate, particularly
in February, which contributed to the lower result this quarter with 28 fewer
resourced inpatient beds available (as planned for this quarter).

• The target volume of elective surgery discharges was achieved with 101.5 percent
of planned volumes delivered over the quarter – 87 discharges ahead of target.

MEMORANDUM 
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• The immunisation coverage rate for eligible eight month old infants this quarter 
reduced to 93.9 percent – contrary to previous quarters with higher than average 
decline and opt-off rate. 

• The Faster cancer treatment - 62 day indicator - was again below target this 
quarter falling to 72.5 percent after a particularly low result in January, although 
it picked up again in March with increasing number of patients being identified 
with a high suspicion of cancer. 

• The target rate for eligible people who have had their risk for cardiovascular 
disease assessed in the last five years was again achieved this quarter, although a 
small reduction in the result at 90.4 percent.  

• The primary component of the better help to quit smoking health target reduced 
by 0.6 percentage points to 87.9 percent of eligible enrolled adults for period 
ending March 2016. 

• For the first time, the maternity component of the better help for pregnant 
women to quit smoking was below target at 89.2 percent for this quarter.  

• The target for the hospital-based component of better help to quit smoking 
continues to be achieved. 

 
2.2 Policy Priorities and Developmental Measures 

The assessment of performance identified 18 (81.8 percent) of the 22 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 95 percent target for people waiting less than 42 days for a CT scan was again 
partially achieved, with a result that was just below 93 percent, with available 
capacity unable to manage higher volume of referrals within the timeframe.   

• Transition planning for young people discharged from specialist child and 
adolescent mental health and addiction services improved again this quarter but 
still below target at 82.5 percent. 

• Non-urgent wait times for mental health services continue to be below targets 
with a further reduction in clients seen within the three-week timeframe (72.7 
percent); the eight-week wait time was met for 91.5 percent of the clients referred.  
The wait times for Alcohol and Drug services – both NGO and DHB providers – 
were achieved again this quarter. 

• Provisional results for thrombolysis and organised stroke services were below 
target although the confirmed result for acute stoke patients admitted to the 
organised services is expected to increase to target rate once all records are coded. 

 
The oral health indicator results for the 2015 calendar year were reported this 
quarter.  All targets were achieved for the mean score of Decayed, Missing and Filled 
Teeth in Year 8 children, 5 year old children caries free and pre-school enrolment 
rates. 
 
The two developmental measures – childhood obesity and inpatient experience of 
care – continued to meet expectations. 
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2.3 System Integration 
 
There were three deliverables for this performance dimension this quarter – one was 
assessed as achieved, one was partially achieved and one was not achieved. 
• The standardised intervention rate for angiography was above the national target 

for the 12 months ending December 2015 and the cardiac surgery rate further 
increased to not being significantly different from the national target.  
Angioplasty remains below target. 

• The three-year cervical screening coverage rate continues to be below target, at 
75.7 percent of eligible women screened; rates for Maori, Pacific and Asian 
women continue to be significantly lower. 

• The overall assessment against the 13 programmes for the Regional Service Plan 
attracted a not achieved rating – see separate report on progress. 

 
2.4 Ownership and Outputs 
 
Performance expectations against the deliverables for these three measures were met 
this quarter, with a steady reduction in the standardised acute average length of stay 
continuing.  Although the significant improvement in NHI errors causing errors 
achieved in quarter two was not sustained over this quarter, improvements to other 
data quality measures were sufficient to attain an achieved assessment for all three 
components of this suite of data quality measures. 
 
2.5 Crown Funding Agreement Variation reports 

Expectations for the seven Crown Funding Agreement Variation reports submitted 
this quarter were all met.   
 
 
The full Non Financial Performance Report for quarter three, as attached, 
consolidates all the reporting items, performance measures and deliverables against 
the agreed Annual Plan priorities and initiatives 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 3 (January – March 2016):  SUMMARY REPORT OF RESULTS 
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE MEASURES 

HEALTH TARGETS MoH 
Assessment 

HT:  Shorter stays in the 
Emergency Department   

 

 

10,122 (94.0%) of 10,763 
presentations were admitted, 
transferred or discharge within 6 
hours. 
Slight reduction in result this 
quarter, infuenced by higher than 
expected volume in February. 
 

Q1   Partially 
achieved  

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4  

HT:  Improved access to 
elective surgery 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

(Note change in definition to include arranged 
surgical admissions) 

101.5% (n.5,739) of 5,652 target 
volume of elective and arranged 
surgical discharges delivered year 
to date; 87 discharges ahead of 
plan. 

Q1   Partially 
achieved 

Q2 Achieved 

Q3 Achieved 

Q4  

HT:  Faster cancer 
treatment 
(62 day indicator) 

 

Variable results each month; result 
this quarter influenced by lower 
result in January.  Increasing 
volume of eligible patients with a 
high suspicion of cancer now being 
identified. 
37 (72.5%) of 51 identified patients 
had their first cancer treatment (or 
other management) within 62 days. 
Published Oct15-Mar16 result will 
be 77% (75 of 97 patients) 

Q1   Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4  

HT:  Increased  
immunisation  
(at 8 months of age) 

 

Considerable drop-off in result this 
quarter.  506 (93.9%) of 539 eight 
month old infants were immunised 
on time.  Target achieved for lower 
volume of Pacific and Asian infants. 
Result influenced by higher than 
average decline and op-off rate 
(3.7%) 

Q1   Achieved 

Q2 Achieved 

Q3 Partially 
achieved 

Q4  

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

 Slight reduction (0.1%) in result this 
quarter to 43,694 (90.4%) of 
48,338 eligible enrolled people 
who have their CVD risk assessed in 
the last 5 years, but target rate 
continuing to be achieved. 
Rates for Māori and Pacific remain 
below target, although improved 
relative to results in March 2015 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  
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HT:  Better help for 
smokers to quit 
(hospitals, primary and 
maternity) 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
(Note change in definition for Primary 
component from July 2015) 

i. Hospital:  Sustaining target 
results – 1,136 (97.3%) of 1,168 
patients offered advice and 
support to quit 
ii. Maternity:  Reduction in result 
this quarter, falling to below target 
rate – 58 (89.2%) of 65 women 
offered advice and support to quit. 
Noted that contract for Matanga 
midwife ceased during this quarter. 
iii. Primary:  Slight reduction (0.6%) 
to 19,635 (87.9%) of 22,335 
enrolled smokers offered advice 
and support to quit. 

Q1   i Achieved 
ii Achieved 
iii Partially 

achieved 
Q2 i     Achieved 

ii    Achieved 
iii   Partially           

achieved 
Q3 i Achieved 

ii Partially 
achieved 

iii Partially 
achieved 

Q4 i  
ii  
iii  

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 October 2014 to 
30 September 2015 

Age Gp Maori Other Total 
0-19 3.6% 3.9% 3.8% 
20-64 6.9% 3.9% 4.4% 
65+ 1.0% 0.6% 0.6% 

 

Not reported this quarter. 
 
Annual targets continue to be 
achieved.  Of the 6,211 clients seen 
over this period, 26% (1,606) were 
seen by both DHB and NGO 
providers. 

Q2 Achieved 

Q4  

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

 

12 months to March 2016. 
Improving results.  361 (82.5%) of 
438 young people discharged from 
CAMHS had a discharge/transition 
plan in place. 

Q1 Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4  

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

 

12 months to 31 December 2015. 
Alcohol and Other Drug services’ 
(including NGOs) wait times 
continue to improve - achieving 
targets across all ethnicities.  Of the 
120 clients seen 102 (85%) were 
within 3 weeks and 118 (98.3%) 
within 8 weeks. 
Wait times for Mental Health 
services increased with fewer young 
people seen within expected wait 
times over this last quarter.  Of the 
649 clients seen over the 12 months 
472 (72.7%) were seen within 3 
weeks and 594 (91.5%) within 8 
weeks. Urgency of referrals and 
client choice appointments together 
with DNAs and staff capacity were 
contributing factors. New staff 
appointments commenced January. 

Q1   Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4  
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PP10:  Mean DMFT score 
for Year 8 children 

 

2015 calendar year. 
Improved results shown for the 
majority of the 1,986 Year 8 children 
seen – surpassing target (1.20), with 
a total mean DMFT of 1.05.  Pacific 
children (90) had a higher mean 
score for DMFT (1.82). 

Q3 Achieved 

PP11:  Caries free 
children at aged 5 years 

 

2015 calendar year. 
Small improvement in results shown 
for the majority of the 1,956 five 
year olds seen compared to 2014 
result (211 fewer seen than in 2014) 
but did not reach target (58%); 
56.9% (n 1,112) were caries free.  
Pacific children seen (79) had higher 
rate of caries – rates influenced by 
small numbers. 
* Because this result is within 2.5% of 
the target, it is assessed as having 
achieved target 

Q3 Achieved * 
 
 

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

 

2014 calendar year result – partially 
achieved. 
Not reported this quarter.  

Q4  

PP13:  Preschool and 
primary school 
enrolments 

 

2015 calendar year. 
Enrolment rates for 0 - 4 year old 
population increased to 99.8% 
(n.11,220).  Target achieved for all 
but Māori population (91.5%) 
Enrolment rates for 5 – 12 year old 
population increased to 93.5% 
(18,296) across all ethnicities except 
Māori.  No target. 
Reported number and rates reflect 
both population estimate statistics 
and ethnicity data collection 

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% 7.0% 3.9%  

80% acute stroke 
service  82.4% 90.6% 77.8%  

70% ACS 
angiogram 79.7% 79.3% 77.0%  

95% ANZACS-QI 
data collection 98.5% 98.2% 100%  

% HBA1c 
<64mmol N/a 66% N/a  

Provisional results only for Q3 for 
Stroke. Results will be updated and 
confirmed in following quarters (relies 
on all records being coded). 

i.  LTC – Achieving requirements 
ii. Diabetes care – some projects 
behind plan, but progressing.  
HbA1c not reported this quarter. 
iii. ACS – Achieving targets for both 
indicators. 
iv. Stroke – Provisional results for 
quarter 3 show lower than target 
results but are expected to be 
achieved for organised stroke 
service admissions.  Telestroke pilot 
project with MoH and 2 other DHBs 
due to commence in Q4. 
Scheduled regional 
teleconferences with MoH this 
quarter as expected. 

Q1  i Achieved 
ii Achieved 
iii Partially 

achieved 
iv Achieved 

Q2 i Achieved 
ii Achieved 
iii Achieved 
iv Achieved 

Q3 i Achieved 
ii Achieved 
iii Achieved 
iv Partially 

achieved 
Q4 i  

ii  
iii  
iv  
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PP21:  Immunisation 
coverage  
- 2 years old 
- 5 years old 
- HPV – eligible girls 
 

 

 
 
HPV immunisation is measured annually in 
quarter 4 only. 

Slight fall off in result for 24 month 
old children – 94.7% (n.504) of 532 
fully immunised on time.  Influenced 
by higher than decline and opt off 
rate this quarter. 
Continuing to achieve target for 5 
year old children – across all 
ethnicities.  586 (93.0%) of 630 fully 
immunised by their milestone date. 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  

PP22:  Improving system 
integration 
 

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

Of the 52 initiatives for the 12 
projects planned for System 
Integration, 28 (54%) have been 
completed or are on track to date 
and 10 (19%) are behind schedule 
but progressing. 
Twelve initiatives (23%) have been 
deferred either due to delays in 
decision-making, unavailable 
funding or staff resource, or rebased 
project scope from the original 
intentions. 
Two other initiatives are unlikely to 
be achieved – dependency on 
completion of the clinical portal for 
one, and the other is dependent on 
electronic referral system – both of 
which had ambitious timeframes. 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

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 projects completed as planned or 
on track, with the exception of the 
Fracture Liaison Service which is 
behind schedule, with a late start.  
Two community-based and one 
hospital-based clinic will commence 
seeing referrals from mid-April. 

Q1   Achieved  

Q2 Achieved 

Q3 Achieved 

Q4  
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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 Achieved  

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  

School based health service 
delivered as planned.  Two 
initiatives for expansion of youth 
services deferred, as previously 
advised, but remaining projects on 
track.  Primary Mental Health 
Initiative continuing; increase in 
referrals of 10 /11 year olds noted 
and demand for brief interventions 
is increasing. 

Q1   Achieved  

Q2 Achieved 

Q3 Achieved 

Q4  
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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 or completed.  

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  

PP27:  Delivery of the 
Children’s Action Plan 

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

Intersectoral implementation for 
Family Violence prevention 
programme held up due to delay in 
completion of stocktake. 
Regional Children’s Team and 
activities to meet legislative 
requirements progressing as 
planned. 
As previously advised one project 
unable to be delivered due to 
financial situation – held over to 
2016/17 AP.  
COPMIA project progressing as 
planned 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  

PP28:  Reducing 
Rheumatic Fever 

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

There have been no new rheumatic 
fever cases during Q3 2015/2016 

Q1   Achieved 
Q2 Achieved 

Q3 Achieved 
Q4  

PP29:  Improving waiting 
times for diagnostic 
services 
Coronary angiography 
CT and MRI 
Colonoscopy 
 - Urgent 
 - Diagnostic 
 - Surveillance 

2015/16 Targets Q2 Q3 
95% elective coronary 
angiography ≤ 90 days 

100% 98.5% 

95% CT ≤ 42 days 93.0% 92.9% 
85% MRI ≤ 42 days 100% 100% 
 

Colonoscopy  Q2 Q3 
75% urgent ≤ 14 days  96.3% 100% 
65% non-urgent ≤ 42 
days 

94.5% 91.1% 

65% surveillance ≤ 84 
days 

89.2% 63.7% 
 

i. Angiography: Target achieved 
with 135 (98.5%) of 137 of 
accepted referrals over the 
quarter having their procedure 
within 3 months 

ii. Colonoscopy:  Urgent and non 
urgent diagnostic colonoscopy 
targets continue to be achieved. 
Fall-off at beginning of year for 
surveillance colonoscopy, but 
returned to exceeding target in 
March. 

iii. CT & MRI:  Target wait times for 
MRI continue to be exceeded.  
Available capacity limiting ability 
to meet increased demand for 
CTs; not achieving target rate at 
92.9% (n.1,681) of 1,810 scans 
completed within 42 days this 
quarter. 

Q1 i Achieved 
ii Achieved 
iii Partially 

achieved 
Q2 i Achieved 

ii Achieved  
iii Partially 

achieved 
Q3 i Achieved 

ii Achieved 
iii Partially 

achieved 
Q4 i  

ii  
iii  

PP30:   
A:  Faster cancer 
treatment 
- 31 day indicator 

B:  Shorter waits for 
cancer treatment 
- radiotherapy and 
chemotherapy  

B)  Shorter waits Q2 Q3 
All patients ready for 
treatment, wait < 4 weeks 
for radiotherapy or 
chemotherapy 

100% 100% 

 

A:  31-day indicator – Just short of 
target influenced by lower result in 
January; 84.4 % (n. 151) of 179 
patients with a confirmed diagnosis 
of cancer received their first 
treatment within 31 days of decision 
to treat. (Six month result Oct15-
Mar16 at 86.0%)  
B:  Radiotherapy/chemotherapy 
within 4 weeks: continuing to 
achieve target wait times – no 
delays due to facility constraints. 

Q1 a Achieved  

b Achieved  

Q2 a Achieved  

b Achieved  

Q3 a Achieved 

b Achieved  

Q4 a  

b  
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OWNERSHIP MoH 
Assessment 

OS3:  Inpatient average 
length of stay 
- acute 
- elective 

 

12 months to 30 December 2015 
Standardised ALOS:   
i. Acute: 2.69   
ii. Elective: 1.69   
Both acute and elective standardised 
ALOS achieving quarterly 
improvement targets, although both 
remain above national average (2.56 
and 1.61 respectively). 

Q1   i Achieved  

ii Partially 
achieved 

Q2 i Achieved  
ii Achieved  

Q3 i Achieved 
ii Achieved 

Q4 i  
ii  
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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 
 
 

Four of the 10 programmes assessed 
by the MoH were rated as achieved, 
five as partially achieved and one – 
secondary cardiac services – was not 
achieved.  Performance indicator 
results as a region not achieving 
targets in FCT, cardiac surgery and 
ESPIs.  Refer separate progress 
report 

Q1   Partially 
achieved 

Q2 Partially 
achieved 

Q3 Not 
achieved 

Q4  

SI3:  Ensuring delivery of 
Service Coverage  
 

Meeting service coverage 
expectations and resolving any 
service gaps 

Not reported this quarter Q2 Achieved 

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 (6.24) and 
angiography (37.06) procedures over 
the 12 months to December 2015 
continued to improve and are not 
significantly different from the 
national target rate.  Intervention 
rates for angioplasty (10.82) 
continue to be significantly below 
the national target.  

Q1   Partially 
achieved 

Q2 Achieved  

Q3 Achieved 

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 

 

Three year coverage rate to March 
2016 for cervical screening remains 
below target, although slightly 
improved, at 75.7% (32,120) of 
42,408 eligible women having been 
screened.  Rates for Maori, Pacific 
and Asian women remain lower than 
the rate for Other women. 

Q1 Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4  
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OS10:  Improving the 
quality of identity data 
within the National 
Health Index and data 
submitted to national 
collections 

 Q2  Q3 
i. NHI duplicates 0.83% 3.13% P 

NHI ethnicity 0.15% 0.00% O 
Ethnicity updates 0.76% 0.96% A 

ii. NBRS matches 96.7% 97.28% A 
NCS file load 
success 

98.6% 98.2% A 

Coding descriptors 86.1% 87.9% A 
NNPAC timeliness 33.4% 65.2% N 

iii PRIMHD data 
quality 

A A 

P = Partially achieved N = Not achieved 
A = Achieved O - Outstanding 

Results for data quality measures 
continue to fluctuate each quarter.  
NBRS data matches improved, but 
new NHI registrations duplicate 
records increased to 4 (only 1 last 
quarter).  NNPAC timeliness improved 
but still not achieving expectations – 
influenced by data file submission 
tool, which will be replaced in 
2016/17.  Improvements in PRIMHD 
data quality sustained. 

Q1 i.   Achieved 
ii.  Achieved 
iii. Achieved  

Q2 i. Outstanding 
ii. Achieved  
iii. Achieved  

Q3 i.  Achieved 
ii. Achieved 
iii. Achieved 

Q4  
 
 

OUTPUT MoH 
Assessment 

    

Mental health and 
addictions price volume 
schedule 

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

Delivery against PVS returned to 
acceptable threshold for variance; 
acute bed occupancy rate reduced to 
expected levels this quarter. 

Q1 Achieved 
Q2 Achieved 
Q3 Achieved 
Q4  

DEVELOPMENTAL MEASURES MoH 
Assessment 

DV4:  Improving patient 
experience 

Quarterly survey of inpatients’ 
experience across four domains, 
using the national survey tool: 
1) Communication 
2) Partnership 
3) Coordination 
4) Physical & emotional needs 
Q3 Score out of 10 
Domain Average  National Ave 
1 8.1 8.2 
2 8.5 8.4 
3 8.1 8.3 
4 8.5 8.6 

 

Results for February 2016 inpatient 
survey. 
Although average scores reduced 
compared to those given by 
respondents in November, the 
weighted average scores in February 
were not significantly different from 
the national average and are 
consistent with previous surveys.  
Communication and coordination of 
care remain the key domains for 
improvement. 

Q1 Achieved  

Q2 Achieved 

Q3 Achieved 

Q4  

DV5: Childhood Obesity 
Health Target 
Development  

Percentage of children who had a 
B4SC and identified as obese* and 
referred to relevant service 

 Maori Other Total  
Apr-Sep 2015 30% 47% 40% 
Jul-Dec 2015 31% 43% 37% 
    
*classification of obese is a BMI >98th 
percentile 

For six month period to December 
2015. 
Of the 110 children seen for a Before 
School Check over the 6 months to 
December, 41 (37.3%) were identified 
as obese and referred, although 70% 
(29) declined that referral.  MoH and 
DHBs continuing to work on data 
quality issues. 

Q2 Achieved 

Q3 Achieved 

Q4  

CROWN FUNDING AGREEMENT VARIATIONS 
MoH 

Assessment 

Before school check 
funding 

 

The quarter three target has been 
achieved with 1,530 (75.1%) of 
2,036 total eligible children having 
had their B4 School Check year to 
date.  Focus on high needs children 
and attempting to see children 
earlier (closer four years of age 
rather than 4 ½). 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  
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Electives initiative and 
ambulatory initiative 
- Case weighted discharges 
- First specialist 
assessments 
- Non admitted procedures 
- Community tests 
- ESPIs 

Q3 YTD % delivery 
of plan 

YTD 
target 

CWDs 98.7% 6,752.7 
FSAs  120.0% 16,382 
NAPs 102.9% 4,283 
Cmty Tests 144.6% 25,673 
 

Waiting times ≥4 months Number 
outside 
wait times 

ESPI 2 status* 1.4% 60 
ESPI 5 status* 1.7% 30 

* As at end March (report run date 16 May)  

CWD variance within 5% threshold, 
but not achieved year to date target 
being 90.5 CWDs behind plan.  Year to 
date target for all other purchase units 
being exceeded – notably medical 
FSAs and community referred 
Radiology. 
Wait times for FSAs (ESPI2) and 
treatment (ESPI5) both exceeding 
expected timeframes as at end March 
(Assessment rating refers to the Electives 
and Ambulatory initiative for the CFA  only) 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  

Establishment of green 
prescription initiative 
 

 Referrals 
YTD 

Annual 
target 

Adult services 1051 1488 
Active families  154 50 

 

Referrals for Active families 
programme continue to be well 
ahead of target but slightly fewer 
than expected referred for the 
Adult programme.  

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

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 1,449 
Q3 1,409 1,470 
Q4 1,402  

 

Consistent volumes each quarter 
and contact volumes as expected.  
 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

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.  Low 
volumes continue. 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4  

Oral Health Business 
Case for Investment in 
Child and Adolescent 
Oral Health Services 

Monitoring report against 
commitments for investment  

The final six-monthly CFA report 
submitted and all requirements 
completed in full.  

Q2 Achieved 

Appoint cancer nurse 
coordinators 

Confirmation of appointments and 
service requirements being met 

Not reported this quarter. 
 

Q2 Achieved 

Q4  

Appoint cancer 
psychological and social 
support workers 

Reports in accordance with the 
reporting requirements set out in 
the CFA Variation for this service 

Not reported this quarter. 
 

Q1 Achieved 

Q2 Achieved 

Q4  

Appoint regional cancer 
centre clinical 
psychologists 

Reports in accordance with the 
reporting requirements set out in 
the CFA Variation for this service 

Not reported this quarter. 
   

Q1 Achieved 

Q2 Achieved 

Q4  

National Patient Flow Certification Reports in addition to 
the reports required under the 
Principal Agreement. 

Reporting template submitted.  
Issues with some data elements 
being worked through and 
resolved as an iterative process 

Q1 Achieved  

Q3 Achieved 

Q4  

Immunisation 
Coordination Service 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter. 
 

Q2 Achieved  

National Immunisation 
Register (NIR) Ongoing 
Administration Services 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter. 
 

Q2 Achieved 

Boost Hospice Care 
Funding 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Confirmation of service being 
delivered and meeting contract 
requirements with funds received 
and passed on to Hospice. 

Q3 Achieved 
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Health Targets 
 

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

 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% -2.0% 
Quarter 2  10,146 10,759 94.3% -0.7% 
Quarter 3 10,122 10,763 94.0% -1.0% 
Quarter 4     

 

 

Comment on volumes 
and results 

The third quarter is normally the quietest quarter of the year for ED 
presentations and hospital admissions at MidCentral Health.  On the 
back of a step increase in attendances since July 2015, the number of 
presentations during quarter 3 was similar to quarter 2 (4 more), with an 
unusually high volume in February compared to previous years (albeit a 
29-day month this year).  Relative to quarter 3 in 2014/15, there was an 
8 percent (n. 802) increase in attendances this quarter.  Although the 
target length of stay was achieved in January, the higher volume of 
presentations and fewer people with shorter lengths of stay in ED in 
February, which improved in March, had a negative impact on the target 
result for the quarter. 

Year to date there has been a 9 percent growth in ED presentations 
compared to the same nine months over recent years – a significant 
change from the previous 5 years when the growth rate was stable at 
around 0.9 percent per annum (negative growth rate in two of the years – 
2011 and 2013). 

Findings from an analysis of this change in volume has revealed some 
correlation to the introduction of the ‘zero-fees’ scheme for children 
enrolled with a general practice aged under 13 years (extending the ‘zero 
fees’ scheme already in place for children aged under 6), which took 
effect from July 2015. An unintended consequence of this is perhaps 
more in the social perceptions around appropriate utilisation of ED. 
However, the age range and distribution of attendances has not been 
significantly different to previous years; with an overall increase that 
could be expected but with more in the 0 – 4 year age group and adult 
age range than anticipated.   

It has been suggested that the General Practices have reached their 
effective sustainable capacity – trend and time series of capitated 
consultations suggests that the underlying trend has been one of rise 
through 2015 of approximately 2.6% above seasonal variation.  The 
after-hours/ urgent care attendances also increased over the same 
period and the symbiotic relationship between ED and acute and urgent 
primary care is noted.   

Quarter 3, by month January  February March Quarter 3 Total 
LOS < 6 hours 3,294 3,344 3,484 10,122 
Total ED presentations 3,443 3,619 3,701 10,763 
Percentage 95.7% 92.4% 94.1% 94.0% 
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It has also been noted that there has been a small increase in the 
number of repeat attendances at the ED; an average of 1.44 per person 
over these nine months compared to 1.42 for the same nine months in 
2014/15 and 1.43 in 2013/14.  Second and third use of ED in a year has 
had a particular increase.   

Also noted has been an increase in the number of non MidCentral 
domiciled residents attending the ED. 

While the “flu season” accounts for a larger part of the expected higher 
volume during quarter 1, there has also been a slightly higher number of 
acute surgical presentations over the recent quarters.  Otherwise the 
presenting problems are not especially different from usual albeit there 
has been a higher number (and proportion) of patients recorded with 
triage scores of one to three with the corresponding reduction in triage 
four and five patients, indicating higher levels of urgency to be seen.  We 
have also noted a slight reduction in the number of ‘self-discharges’ at 
the Emergency Department over these recent nine months compared to 
earlier years. 

We intend continuing to investigate the change in utilisation of ED and 
acute/urgent care in primary care although there are limitations to 
available datasets.  This information will continue to be used to inform 
planning activities that are currently underway as well as those planned 
for 2016/17 that have a particular focus on the acute care system overall 
within our district. 

Work undertaken this 
quarter to support 
achievement of the 
Shorter Stays in ED 
Health Target: 

The ‘summer plan’ that was initiated to match the acute inpatient bed 
and nursing resources to the lower forecast volume of ED presentations 
and hospital admissions expected over the four month period was 
impacted upon due to the continuing high ED presentation numbers.  
Although this caused issues for the management of patient flow across 
the organisation, there were positive results with improved outcomes 
from the implementation of a 24-48 hour short stay ward within a general 
surgical ward.  Going into the ‘winter planning’ work this process is being 
further developed so that its full potential can be utilised throughout the 
year. 
Meeting with other DHBs and Ministry of Health officials (which was 
attended by MidCentral clinical and management representatives both 
from primary and secondary acute and urgent care system) held to share 
ideas and identify common strategies and plans to prepare for and 
manage the expected winter season influx. 
The pilot of the Rapid Access Clinic which had commenced in November 
finished at the beginning of January, earlier than anticipated.  This was 
due to the need for MCH to adapt to the changing circumstances caused 
by the unanticipated increase in number of acute hospital admissions.  In 
addition, after consultation with primary health providers it was agreed 
that further analysis of referral criteria was required to maximise the 
potential use of the clinic.  A visit to a similar clinic at Hawke’s Bay DHB 
has been organised for May which will have attendees from both the 
PHO and General Medical Services.    

Work to be undertaken 
next quarter to support 
achievement of the 
Shorter Stays in ED 
Health Target: 

MidCentral DHB has established a working group with representatives 
from the PHO and Acute Specialist Services to implement a broader 
Seasonal Plan.  This plan recognises that it is as important to plan for 
summer as well as winter to ensure continuity of care across the 
seasons and that the patients of the district receive the same message 
wherever they access their health care. 

For example, the initiative of the ‘winter warrant of fitness’ letters that 
were sent out in 2015 are being repeated for 2016.   
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This winter the letters will be sent to patients who have been previously 
admitted with either congestive heart failure or chronic obstructive 
pulmonary disease.  The letters will be signed by both specialist hospital 
clinician and their GP as opposed to 2015 when the letters were sent out 
and signed by MidCentral Health only. 

MidCentral Health has been further developing its Variance Response 
Management plan to signal to staff around the hospital when areas are in 
overload and that they are implementing their escalation management 
plans.  This year a small group from the PHO and Acute Services will be 
meeting to develop a plan to enable MCH to signal to GP practices when 
the hospital is at capacity and similarly for health care centres, especially 
the after hour services, to signal to ED a similar message in return.   

Other Patient Flow 
initiatives 

A bed and staffing resource group comprising of MCH staff and Union 
representatives will be working together to re-base the surgical bed and 
staffing resource.  The purpose of this work will be to maximise resource 
usage across the seasons. 

MidCentral Health’s Lead Pharmacist and the PHO are exploring the 
process required to ensure communication between a patient’s GP and 
the hospital as to when they have received the pneumococcal vaccine 
and when it will be due for renewal. 

Management of acute and elective lengths of stay continues with 
ongoing work to better plan and coordinate the transfer of care of longer 
stay patients (including AT&R services) as well as examining the shorter 
lengths of stay admissions for some patients (24-48 hour admissions). 

The usual options continue to be in place to assist with patient flow, such 
as: initiating Packages of Temporary Support for eligible older people 
assessed as requiring home-based support services following an acute 
inpatient event, the flexi-bed arrangements that can be implemented 
when required, the Post Emergency Department Assessment and 
Liaison service, escalation protocols and the variance response plan 
referred to earlier. 

Any barriers that the DHB 
has identified to achieving 
(or maintaining) the 
health target 

If the step increase in the volume of ED presentations and acute 
admissions continue at the same rates, achieving shorter stays in ED will 
continue to challenge the organisation – particularly as we enter the 
winter months.  It is also noted that General Practices have reached their 
effective capacity.  (See earlier comments re mitigation and planning 
strategies underway).   

DHB’s progress with 
implementing the ED 
Quality Improvement 
Framework (challenges 
and quality improvement 
initiatives developed in 
response to the 
Framework’s findings) 

In this quarter, the ED continues to work on improving the quality of care 
being provided to patients utilising the clinical quality audits section of the 
quality measures.  
The standards and quality of triage that is being carried out along with 
the quality of nursing documentation continues to be a key focus,  Some 
of the other quality initiatives that have been worked on are: 
• Review and monitoring of the compliments, complaints and incidents 

have shown that communication is the primary area of concern.  
Training for all staff is underway with assistance from a variety of 
groups, for example, nurse educators, counselling groups and 
pastoral care services.  The situation will be monitored.   

• The use of a specific timetable for nursing audits which included 
assigned responsibilities is being used which is assisting with 
monitoring of progress.   

• Triage training is currently underway for all nurses in ED who triage, 
regardless of their experience to ensure equity of service and the 
implications of population and culture health risks.  

• Medical staff are evaluating their requirements for audit and 
assigning senior responsibility. 
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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 3,423 5,005  

Actual Arranged Discharges 287 531 734  
Total Actual Discharges 2,003 3,954 5,739  
Plan to Actual Variance -45 42 87  
% Achieved 97.8% 101.1% 101.5%  
Health Target Achievement 
Level 

Not achieved Achieved Achieved  

 
Target volume of surgical discharges achieved year to date, with 87 discharges ahead of plan. 
  
 
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 January February March Quarter 3 
 Total 

Number of patients whose first treatment was 
within 62 days 

8 13 16 37 

Number of patients urgently referred with HSC 13 15 22 50 
Percentage treated within 62 days 61.5% 86.7% 72.7% 74.0% 

 
The target shows a variable result each month, with a decline in January driving a lower 
result for this quarter.  What has been noted is that a number of patients whose first 
treatment was outside the timeframe required either radiation or chemotherapy as a first 
treatment. All these patients were treated within 28 days of the radiation oncology first 
specialist assessment (i.e. the previous health target).  However the issue is that the time 
needed to plan a course of radiation is relatively long (at best, around four weeks to receive 
an appointment with a Radiation Oncologist and then to be planned and start treatment) 
which means that FCT patients needing radiotherapy need a very swift diagnostic pathway 
prior to a radiation referral in order to remain within the 62 days’ target timeframe.  This 
item is scheduled for the April Regional Cancer Treatment Service governance to begin 
exploring a way forward. 

There has been a good increase in the number of patients being identified within the 
pathway, culminating in 22 patients identified in March.   

Steady progress toward sustaining target achievement has been made over the year to date, 
with four of the nine months showing results at or above 85% of eligible receiving their first 
treatment within 62 days. 

The Faster Cancer Treatment in Secondary Care project 

This project continues to make progress as planned. 
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Consultation with the urologists regarding a potential process to connect the new oncology 
social workers with urology patients has commenced.  Currently about 40 to 50 percent of 
urology patients have cancer and currently there is little psychosocial support offered to 
them.  

Agreement has been obtained as to the type of stable patient who could potentially be 
transferred from hospital-based services to the general practice environment for ongoing 
monitoring and follow up.  Better management of how and where patients are monitored will 
provide the opportunity for increased capacity in Urology to manage new referrals.  

A Head and Neck cancer patient pathway has been drafted.  Currently the project team is 
seeking initial feedback on portions of this and then, once in an electronic form, will be 
released for wider consultation.  Thereafter a project team will determine where barriers are 
and a list of quality improvement initiatives will be developed.  These will be prioritised for 
action. 

With regard to skin lesions, a group is looking to trial a secure electronic system to supersede 
the current process for transmitting skin lesion images between general practice and hospital 
(triaging) clinicians.  A pilot with several GPs is being planned. 

The Breast Cancer Collaborative Clinical Pathway (Map of Medicine) project has 
commenced.  This work aims to embed the planned pathway for patients with breast 
symptoms to be referred through the Amesbury St Breast Imaging clinic for work-up prior to 
referral to surgical services. 

Ongoing liaison is occurring with a local Maori cancer advisory group.  The Central PHO 
project focused on developing a localised, user friendly equity tool continues. 

The FCT Governance Group has now formed and an initial meeting held in March 
determined the membership and meeting structure.  The group will meet monthly and 
oversee all FCT activity for MidCentral DHB. 
 
 
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 96.1% 93.7% 95.8% 97.6% 100% 97.1% 
Quarter 3, 2015/16 93.9% 93.8% 96.2% 93.5% 100% 89.1% 
Quarter 4, 2015/16       

 

Quarter 3, 2015/16  
Milestone Age: 8 months Total Maori Pacific NZ European Asian Other 
No. eligible children 539 211 26 216 40 46 
Fully immunised for age 506 198 25 202 40 41 

Actual 93.9% 93.8% 96.2% 93.5% 100% 89.1% 
Target 95% 95% 95% 95% 95% 95% 

Report run date:  11 April 2016 
 
MidCentral DHB is disappointed to note a reduction in the eight month quarterly 
immunisation coverage to 93.9 percent.  A 3.3 percent decline rate (n.18) and increase in opt 
off rate to 0.4 percent (n.2) do not help; it is challenging to determine the exact reason for 
the reduction.   
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The DHB is currently recruiting to the Immunisation Coordinator (1 FTE) position recently 
vacated and while this gap is a contributor, there had been systems and processes put in 
place to minimise the impact of this vacancy in order to maintain immunisation coverage 
rates.  It is encouraging to note however that coverage for Maori and Pacific babies has not 
dropped.  The Immunisation Team is now on weekly watch with reports going to the Medical 
Officer of Health and the DHB to ensure that until the new Coordinator is in place we have 
constant oversight.  The Immunisation Team will continue to work hard to improve our 
overall coverage during the next quarter. 
 
 
More heart and diabetes checks 
90% of the eligible population will have had their cardiovascular risk assessed in the last 5 years 
Numerator:  Number of enrolled people in the PHO within the eligible population who have had a CVD risk 
recorded within the last five years 
Denominator:  Number of enrolled people in the PHO who are eligible for a CVD assessment * 
* Male  Māori, Pacific, Indian sub-continent aged 35 – 74 years 
 Male Other ethnicity aged 45 – 74 years 
 Female Māori, Pacific or Indian sub-continent aged 45 – 74 years 
 Female Other ethnicity aged 55 – 74 years 
 

Ethnicity 
Previous 
quarter’s 
results 

2015/16 Annual Target: 90%.  Result as at 31 March 2016 (Q3)   

Numerator Denominator Percentage Change from 
last quarter All DHBs rate 

Māori 83.7% 6,419 7,662 83.8% 0.1%  
Pacific 83.5% 1,027 1,220 84.2% 0.7%  
Other 92.0% 36,248 39,456 91.9% 0.1%   
TOTAL 90.5% 43,694 48,338 90.4% 0.1%  

 

Report period 2015/16 Quarter 3 
Target performance to 
date and rate of progress 

Provisional data indicates that the target has again been achieved, with a 
result of 90.4% - a small decrease (of 0.1%) compared with quarter 2.   

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 

Central PHO has continued to apply particular focus to practices yet to achieve 
the 90% target for CVRA.   

Central PHO and MidCentral DHB are both promoting a much stronger and 
relevant involvement of/connection between community pharmacists and 
GPTs/IFHCs. In addition, during the next quarter, Central PHO will turn the 
focus of its Clinical Pharmacist resource to working specifically with 
IFHCs/GPTs with high proportion of priority population groups (Maori and 
Pacific). From the perspective of medicine management the focus will in part 
contribute to increasing the CVRA coverage in Maori men and their ongoing 
management.   

Central PHO has refreshed the presentation of weekly data reports to practices 
in line with reporting and feedback best practice. We have also continued to 
promote the use of tools such as Patient Dashboard and Dr Info as 
approaches to sustainable processes related to all health targets. 

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 approach to related activities. 
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The 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%) 3,123 51.7% 501 53.3% 21,512 65.1% 25,136 62.8% 
Moderate / high (10-15% and  
15-20%) 

2,533 41.9% 370 39.4% 10,181 30.8% 13,084 32.7% 

Very high (>20%) 390 6.5% 69 7.3% 1,358 4.1% 1,817 4.3% 
Total risk stratified 6,046  33,051  940  40,037  

 
 
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 3 

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 7558 1168 1136 15.5% 97.3% 96.9% 0.4%  
Maori 1028 358 350 34.8% 97.8% 98.5% 0.7%   

Pacific 154 27 25 17.5% 92.6% 92.3% 0.3%  
 
 

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

Coded discharges What percentage of discharges for this 
quarter has been coded?  90.1% 

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 (15.2%) and the DHB prevalence rate 

If the DHB's result for this quarter is below 95%, 
please explain why. 

Total result is above 95%. Result for Pacific patients is 
below 95% however this on the basis of low volumes. 

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

MidCentral monitors the result on a weekly and monthly 
basis. Each month the preceding months result is an 
indicator in both service and organisational scorecards. 
Any identified smokers who were not offered advice are 
identified for service managers 

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 now consistently achieves 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. 

Yes - MidCentral consistently achieves target 
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Patients seen in primary care: 

Performance - 12 months ending March 2016 
Result 12mths 

ending 31.12.15  
Quarter 3 

Numerator 
Quarter 3 

Denominator 
Quarter 3 result  Difference from 

last quarter 
All DHBs rate 

88.5% 19,635 22,335 87.9% 0.6%  86.0% 
 

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 % 
107,100 111,185 96.3% 19,222 107,100 17.9% 19,635 22,335 87.9% 2,944 22,335 13.2% 

 

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 general practice teams (GPT) 
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 

Provisional local data shows a small reduction in the result for the period 
ending March 2015, with 112 fewer people recorded as having been offered 
advice and support to quit over this last quarter.  
General Practice Teams remain determined to reach and sustain targets. 
Processes are in place to make ‘smoking brief advice’ routine practise. 

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, Dedicated Management To Support ABC Activities In General 
Practice 
Central PHO and Te Ohu Auahi Mutanga (the Smoking Cessation Service) 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 
• Weekly PHO staff briefing by Service Improvement Leader 
• General Practice Team facilitation and support provided by Clinical Quality 

Facilitators  
• Weekly graphs disseminated to Practices by Practice Liaison Facilitator 

with commentary provided by Clinical Quality Team 
• Referrals direct to TOAM Matanga (Quit Coaches) working in Practices  
• Utilisation of appointment booking system by Practices to engage TOAM 

Matanga directly in contacting or conducting service sessions with patients. 
• 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 and presentation of 
information at Practice Nurse forums. 

Training 
Promotion of ABC e-learning modules with all practice and Central PHO staff.  
Promotion of Heart Foundation training workshop for primary care clinicians    
Information about the Heart Foundation new e-learning tool distributed to all 
practices. 
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All practices received the update Practice Worksheet (Dr John McMenamin) 
and Behavioural Support guidelines (documents received via MoH Health 
Target Teleconference). 

Staff Support  
• Clinical leadership roles as noted above. 
• Training provided. 

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 meet weekly to review progress, discuss strategies 
underway, applying the PDSA methodology to ensure that the resources 
available are being deployed and utilised for the greatest return. 
Updated weekly targets achieved are presented on a large white-board within 
Central PHO for ease of reference and making outcomes transparent to the 
wider team, and facilitating strategies and effective targeting of resources. 

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.  Updating data within 
Houston VIP PMS system appears problematic when changing smoking status 

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

Work with Houston VIP to attend to data issues. 

Practices need improved processes and systems in place to clean up data in 
PMS to ensure that accurate patient (i.e. phone number, address, read codes) 
information is kept. 

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 three.   
  Overall (Total) Maori 

Number of events 426 86 
Smokers 65 28 

Smoking prevalence 15.3% 32.6% 
Percentage of smokers offered brief advice 89.2% 82.1% 

Percentage of smokers offered cessation support 78.5% 82.1% 
Percentage of smokers accepted cessation support 26.2% 42.9% 

 
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? 

15 ‘smokalysers’ have been purchased for use across Maternity 
services in the hospital, LMC clinics and maternity resource centres 
as yet another tool to encourage pregnant women who smoke to 
recognise the need to quit and accept referral to smoking cessation 
services. 

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? 

Professional development around the use of the ‘smokalysers’ and 
data collection to ascertain use and consequent referrals. 

 
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 31 March 2016 Number of people 

Employment status Maori Non Maori Total  
Total long term clients* 92 341 433 

In paid employment >30 hours a week 3 16 19 
In paid employment 1 – 30 hours a week 2 22 24 

Unemployed – less than 1 hour a week 87 303 390 
*  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 December 2015 (amended)  

Child and Youth (0 – 19 years) Maori Non Maori Total  
Number of clients discharged from the community 
service 94 325 419 

Number of clients with a transition (discharge) plan from 
the community service  61 275 336 

Percentage of clients 65% 84.6% 80.2% 
 

12 months to March 2016   

Child and Youth (0 – 19 years) Maori Non Maori Total  
Number of clients discharged from the community 
service 90 348 438 

Number of clients with a transition (discharge) plan from 
the community service  64 297 361 

Percentage of clients 71.2% 85.4% 82.5% 

Cohort – inclusions / exclusions 
• Child and Youth teams. 
• To age of 19 at time of discharge 
• With a PRIMHD completion code or ‘DR’ ended routinely.  
• Exclude referrals that were not ‘accepted’ (e.g. rejected and cancelled referrals). 
• Exclude referrals that have no face-to-face (actual attendances).  
• Include only those referrals with 3 or more face-to-face attendances (i.e. only those referrals where the client was seen 3 

or more times). 
 
The Child, Adolescent and Family Mental Health Service continues to embed improved 
processes to capture the transition plans for all clients discharged from the service, both 
following a Choice appointment or partnership interventions, as evidenced by the ongoing 
improvement in results against previous quarters. (Note amended data provided for the 12 
months to December to applying the correct inclusion/exclusion criteria). 
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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 January 2015 to 31 December 2015 (Report run date: 16 March 2016) 

Provider Arm 
Mental Health  

0-19 Years 
Clients seen Percentage (%) 

Maori Other Pacific Total Maori Other Pacific Total 
≤3 weeks 100 357 15 472 21.2% 75.6% 3.2% 72.7% 
3-8 weeks 37 82 3 122 30.3% 67.2% 2.5% 18.8% 
>8 weeks 23 30 2 55 41.8% 41.8% 3.6% 8.5% 
Total 160 469 20 649 24.7% 72.3% 3.1%  

 

0-19 year old – Mental Health Services  
(DHB Provider) 

Target  Percentage seen within timeframes 
 Maori Other Pacific Total  
≤3 weeks 62.5% 76.1% 75.0% 72.7% 80% 
≤8 weeks 85.6% 93.6% 90.0% 91.5% 95% 

 
Exception report on variances and improvement initiatives – Mental Health Services 
 
Over the last few months the Child, Adolescent and Family Mental Health Service continued to 
have a significant number of urgent ‘choices’ (first appointments to the service – approximately 
12-15 a month) which take priority for use of the initial appointment slots available. There were 
also a high number of new referrals taking up the ‘choice appointment’ slots over some weeks. 
Four new clinicians started this year and have now completed their orientation period with 
other staff regarding ‘choice appointments’ and are now able to be rostered on independently to 
complete first appointment assessments, thereby increasing our capacity to see young people 
within the three week period. 

The triage/duty workers are finding it difficult to get hold of families and having to go back to 
referrers and GPs to obtain contact numbers to phone the family and offer an appointment. The 
service is sending out written appointment letters asking the client/family to contact the service 
directly when unable to get hold of them by telephone. The duty workers send a reminder letter 
two weeks later if the potential client/family has still not contacted the service.  

Scheduled appointments are often not attended (DNAs). This requires our triage duty worker to 
reschedule an appointment which is sometimes outside of the three week period. There appears 
to be some difficulty with some individuals not answering a call from a private number (CAFS). 
The service is looking into being able to send a text reminder to families a day before the booked 
appointment to hopefully reduce our DNA rate.  The Service is also looking into Administration 
staff making a call to remind client/family about the appointment until we can use a texting 
reminder option. 
 

Provider Arm & 
NGO Alcohol & Drug 

0-19 Years 
Clients seen Percentage (%) 

Maori Other Pacific Total Maori Other Pacific Total 
≤3 weeks 33 66 3 102 32.4% 64.7% 2.9% 85.0% 
3-8 weeks 6 10  16 37.5% 62.5%  13.3% 
>8 weeks 1 1  2 50.0% 50.0%  1.7% 
Total 40 77 3 120 33.3% 64.2% 2.5%  
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0-19 year old – Alcohol and Drug Services  
(DHB and NGO Providers)  

Target  Percentage seen within timeframes 
 Maori Other Pacific Total  
≤3 weeks 82.5% 85.7% 100% 85.0% 80% 
≤8 weeks 97.5% 98.7% 100% 98.3% 95% 

 
Both targets achieved across all ethnicity groups for both provider and NGO Alcohol and 
Other Drug service providers 
 
 
PP10:   Oral Health – Mean DMFT score at Year 8 
Numerator: Upon the commencement of dental care, at the last dental examination before the child 
leaves the DHB’s Community Oral Health Service, the total number of  
(i)  permanent teeth of children in school year 8 (12 – 13 year olds) that are Decayed, Missing 

(due to caries), or Filled and 
(ii) children who are caries free  (decay-free) 
Denominator:   The total number of children, who have been examined in the Year 8 (12 – 13 year 
olds) group, in the year to which the reporting relates.   
The data must be broken down by ethnicity (Maori, Pacific and Other) and water fluoridation status (of 
the school area the child attends) 

School year eight children (12/13 year olds), 2015 calendar year 

Year 8 
Children 

Number of 
Children 

Examined 

Number of 
Children 
Caries-

Free 

Number of 
Decayed 

Teeth 

Number 
of Teeth 
Missing 
due to 
Caries 

Number of 
Filled 
Teeth 

Number  
Decayed, 
Missing 
due to 

Caries & 
Filled 
Teeth 

% 
Caries 
Free 

D M F Mean 
DMFT 

All  1,986 1,121 851 14 1,230 2,095 56% 0.43 0.01 0.62 1.05 
            

All Maori  500 232 273 8 422 703 46% 0.55 0.02 0.84 1.41 
All Pacific  90 38 68 1 95 164 42% 0.76 0.01 1.06 1.82 
All Other  1,396 851 510 5 713 1,228 61% 0.37 0.00 0.51 0.88 

 

           
All 
Fluoridated  1,042 591 434 3 638 1,075 57% 0.42 0.00 0.61 1.03 
All Non-
Fluoridated  944 530 417 11 592 1,020 56% 0.44 0.01 0.63 1.08 

 

           
Maori 
Fluoridated  229 99 132 2 218 352 43% 0.58 0.01 0.95 1.54 
Maori Non-
fluoridated  271 133 141 6 204 351 49% 0.52 0.02 0.75 1.30 
Pacific 
Fluoridated  56 19 33 0 69 102 34% 0.59 0.00 1.23 1.82 
Pacific 
Non-
fluoridated  34 19 35 1 26 62 56% 1.03 0.03 0.76 1.82 
Other 
Fluoridated  757 473 269 1 351 621 62% 0.36 0.00 0.46 0.82 
Other Non-
fluoridated  639 378 241 4 362 607 59% 0.38 0.01 0.57 0.95 
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Summary: 
2015 Calendar year Maori Pacific Other  Total 
Mean DMFT score (yr 8) 1.41 1.82 0.88 1.05 
2015 Target    ≤ 1.20 

 
The overall decayed, missing and filled teeth (DMFT) mean score for Year 8 children 
improved to 1.05 compared to those seen in 2014 (1.21), although there were 88 fewer 
children seen in 2015.  The target 2015 was therefore achieved (exceeded).  The mean 
number of decayed, missing or filled teeth due to caries reduced to 1.41 across the 500 Māori 
children seen – although this remains higher than non Māori, it represents an improvement 
compared to 2014 (1.65).  A small deterioration in the mean score for Pacific children was 
seen with DMFT score of 1.82 (1.72 in 2014). 
 
 
PP11: Oral Health – Children caries free at 5 years of age 
Numerator: At the first examination after the child has turned five years, but before their sixth 
birthday, the total number of  
(i) children who are caries free, and 
(ii) primary teeth that are decayed, missing (due to caries), or filled  
Denominator:   The total number of children who have been examined in the 5 year old age group, in 
the year to which the reporting relates.  
The data must be broken down by ethnicity (Maori, Pacific and Other) and water fluoridation status (of 
the school area the child attends) 
 
5 year old children, 2015 calendar year 

5 year old 
Children 

Number of 
Children 

Examined 

Number of 
Children 

Caries-Free 

Number of 
Decayed 

Teeth 

Number of 
Teeth 

Missing 
due to 
Caries 

Number of 
Filled 
Teeth 

Number  
Decayed, 

Missing due 
to caries and 
Filled Teeth 

% Caries 
Free D M F Mean 

DMFT 

All  1,956 1,112 2,069 198 1,567 3,834                   57% 1.06 0.10 0.80 1.96 
            
All Maori  550 213 891 109 719 1,719 39% 1.62 0.20 1.31 3.13 
All  Pacific  79 28 138 10 88 236 35% 1.75 0.13 1.11 2.99 
All Other  1,327 871 1,040 79 760 1,879 66% 0.78 0.06 0.57 1.42 
            
All 
Fluoridated  886 531 762 51 535 1,348 60% 0.86 0.06 0.60 1.52 
All Non-
Fluoridated  1,070 581 1,307 147 1,032 2,486 54% 1.22 0.14 0.96 2.32 
Maori 
Fluoridated  207 96 259 23 153 435 46% 1.25 0.11 0.74 2.10 
Maori Non-
fluoridated  343 117 632 86 566 1,284 34% 1.84 0.25 1.65 3.74 
Pacific 
Fluoridated  31 15 44 4 30 78 48% 1.42 0.13 0.97 2.52 
Pacific Non-
fluoridated  48 13 94 6 58 158 27% 1.96 0.13 1.21 3.29 
Other 
Fluoridated  648 420 459 24 352 835 65% 0.71 0.04 0.54 1.29 
Other Non-
fluoridated  679 451 581 55 408 1,044 66% 0.86 0.08 0.60 1.54 

 
Summary: 
2015 Calendar year Maori Pacific Other  Total 

% caries free 39% 35% 66% 57% 
2015 Target    ≥ 58% 
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Overall there was a small improvement in the percentage of five year old children who were 
caries free in 2015 (57 percent) compared to 2014 (56 percent) – just under the annual 
target. This improvement was largely driven by non-Maori and non-Pacific children; rates 
for Maori and Pacific children remain well below target although there was an improvement 
in rates for Maori (39 percent) compared to 2014 (36 percent).  Small numbers of Pacific 
children result in fluctuating rates.  Efforts to reduce the disparity in rates between 
population groups will continue. 
 
 
PP13:  Improving the number of children enrolled in DHB funded dental 

services 
13.1 Pre-school children enrolled in DHB-funded Oral Health Services 
Numerator: The total number of children under 5 years of age, (i.e. aged 0 – 4 years inclusive), who 

are enrolled with DHB funded oral health services (COHS and other DHB-contracted 
oral health providers) 

Denominator: The total number of children under five years of age (i.e. aged 0 – 4 inclusive) 
13.2 Enrolled pre-school and primary school children overdue for their scheduled 

examinations 
Numerator: (i)  The total number of preschool and primary school children in total (age 0 – to end 

of school year 8 inclusive) and for each school decile who have not been examined 
according to their planned recall period in DHB-funded dental services, and, 

  (ii)  the greatest length of time children have been waiting for their scheduled 
examination, and the number of children that have been waiting for that period 

Denominator: The total number of children enrolled in DHB-funded dental services (reporting pre-
school and primary school separately) 

The data must be broken down by ethnicity (Maori, Pacific and Other)  
 

1) Enrolments 
Preschool (0-4 yrs) Enrolled Population % Enrolled 2015 Target 
All 11,198 11,220 99.8% ≥ 95% 
Māori 3,604 3,940 91.5% 
Pacific 609 600 101.5% 
Other 6,985 6,680 104.6% 

 

2) Overdue examinations 
All ethnicities No. Overdue No. Enrolled % overdue 2015 Target 
Preschool (0-4 yrs) 1,015 11,198 9.1%  
Primary School (age 5 - yr 8) 1,739 18,296 9.5% 

Total 2,754 29,494 9.3% ≤ 7.0% 
Longest waiting time (months) 6 

Number affected 336 
 

Māori No. Overdue No. Enrolled % overdue 
Preschool (0-4 yrs) 440 3,604 12.2% 
Primary School (age 5 - yr 8) 558 5,460 10.2% 

Total 998 9,064 11.0% 
Longest waiting time (months) 6 

Number affected 140 
 

Pacific No. Overdue No. Enrolled % overdue 
Preschool (0-4 yrs) 60 609 9.9% 
Primary School (age 5 - yr 8) 96 972 9.9% 

Total 156 1,581 9.9% 
Longest waiting time (months) 6 

Number affected 8 
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Other No. Overdue No. Enrolled % overdue 
Preschool (0-4 yrs) 515 6,985 7.4% 
Primary School (age 5 - yr 8) 1,085 11,864 9.1% 

Total 1,600 18,849 8.5% 
Longest waiting time (months) 6 

Number affected 188 
 
Enrolment of children aged 0 - 4 years has increased from 93 percent in 2014 to 99.8 percent 
of an estimated population of 11,220 eligible children in 2015.   This improvement has been 
largely attributed to the newborn enrolment programme and efforts to see children at a 
young age, particularly with Maori and Pacific newborns being seen by 5 - 6 months of age. 
Although the enrolment rate for Maori children was below target at 91.5 percent and was the 
same as in 2014, the increase in the estimated population for the 2015 year was greater than 
the increase in the number of children enrolled.  

The proportion of the total enrolled 0 – 4 year old population who had overdue examinations 
reduced to 9.1 percent compared to 9.7 percent in 2014 – below a somewhat ambitious target 
(7 percent) given the significant increase in the number of children enrolled over the year.  
The arrears rates by ethnic group varied considerably – 12.2 percent for Maori, 9.9 percent 
for Pacific and 7.4 percent for the non-Maori and non-Pacific group.   

The arrears rate increased by to 9.5 percent in 2015 for the total 18,296 enrolled primary 
school aged children (8.5 percent of 17,351 children in 2014).  Overdue examinations 
significantly increased for Maori, from 6.5 percent in 2014 to 10.2 percent in 2015. 
Significant staffing resource issues in some of our higher need areas where there is a higher 
high Maori population such as Horowhenua have impacted on this result.  The lack of an 
electronic oral health record system impacts on our ability to effectively track and identify 
our most at risk populations, which would help with appointment scheduling, recalls and 
reminders (this is being implemented in the 2016 year). 
 
Actions being undertaken to improve performance overall: 

Preventive measures implemented with children at a younger age will have a positive 
influence and effect better outcomes and reduction of disparities between Maori, Pacific and 
Other population groups.  There will not be a significant positive impact on the cohort of 
children in the next 2 - 3 years while some of these initiatives are established. 

Initiatives to improve the caries free rates include developing a business case for approval to 
implement a comprehensive fluoride application programme (in line with the DHB’s 
position statement on fluoridation of water supplies) and an initial pilot scheme with a 
particular focus on high risk Maori and Pacific preschool children.  The Annual Plan and 
Maori Health Plan for 2016/17 have this as an area of focus for improvement actions. 

The Newborn enrolment programme will continue to be maintained. 

Addressing the rate of arrears will be assisted by implementation of the electronic clinical 
information system for the oral health service, which is scheduled for the 2016 year.  Not 
only will this enable more accurate, complete and on-time data collection at an event level, it 
will also enable a reporting system with current information on the oral health status, risk 
identification, examination timeframes, recall activities and arrears management for all 
children enrolled with and seen by the service. 
 
Staffing resources have been reviewed for high need areas and will continue to be monitored. 
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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 

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 March 2016 

(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 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 

A IFHCs who make up approximately 75% of the 
enrolled population use the risk stratification for 
some preventative care planning. 
The use of this tool by smaller practices is 
spasmodic and is determined by the skill and time 
available of staff whereas IFHCs tend to have risk 
stratification as a dedicated task. 

136



Refinements are currently being made to the risk 
stratification tool to make it easier for both IFHCs 
and smaller practices to use.  

(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                                                       
13 GPTs using Manage My Health 

Comprehensive Health Assessment (via EC+ 
or Community Clinical Nurse Long Term 
Condition referral)                                               

5 EC+ GPTs using paper based CHA                       
5 Houston/Profile practices - not Manage My 

Health aligned         
5 GPTs not yet using CHA and care planning 

tools   
 

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 Central PHO Board and ALT receive quarterly 
reports on the uptake of the Comprehensive Health 
Assessment tool. 
In addition this reporting will be incorporated into the 
Practice Performance Report and Practice Plan.  
YTD to 31 March 2016: 1186 CHAs completed (824 
[69%] by GPT). 

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 Central PHO continues to actively advertise Living 
Healthy Life (LHL) programmes in the Weekly Mail 
out and via email to all Central PHO 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 LHL 
programme occur via Community Clinical Nurses 
(CCN), 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 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. Two courses 
were completed this quarter - Palmerston North and 
Levin.   

 # participants 
commencing courses 

# participants completing 
four or more sessions 

NZ Maori 4 3 
Pacific 0 0 
NZ European 17 13 
Other  1 1 
TOTAL 22 17 
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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 Clinical Quality Team and the Stanford 
Coordinator monitor uptake of LHL across all 
IFHCs/GPTs. Aggregated data and exception 
reporting is provided to governance. 

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 

G Long Term Condition Improvement Plans are being 
developed as a project of the DHB Long Term 
Condition District Group. 

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, also a subcommittee of 
the Long Term Condition (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 

 

o Protocols and guidelines to enable integration 
of mental health packages of care and long 
term conditions management established by 
31 December 2015 

A It remains the intention of Central PHO to embed an 
integrated approach to mental health and physical 
health need. Annual review processes and the 
development of a clinical audit process are required 
in part due to increasing numbers enrolling with no 
review of service outcome. These activities will be 
informed by the review of the Shared Care 
Programme which is currently underway. 

o Shared care arrangements promoted to 
general practices by 31 March 2016, with roll-
out on an ongoing basis 

A As noted above the Review of the Shared Care 
Programme has commenced. A communication plan 
and associated activities will follow the completion of 
the project. 

(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 

A Case reviews (with GPs, practice nurses, 
CCN/LTCs) and provision of clinical advice = 82 
(NP) + 127 (CNS) = 209 
Collaborative clinics = 2 (NP) and 3 (CNS) + 37 joint 
individual consultations ( not part of a clinic) = total 
of approximately 57 collaborative consults  
Peer review meetings (GPs) = 3 formally scheduled. 
Note in this quarter NP has 20 days annual leave 
and was providing Diabetes support to Whanganui 
12 days. 
Note CNS was on a return to work programme mid-
January to early March on limited duties. 
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o Clinical accountability guideline 
developed  by 30 September 2015 

R No progress this quarter due to competing priorities. 

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

G Specialist diabetes support currently provided in 13 
practice locations.  
Nurse Practitioner - Diabetes temporarily seconded 
to support Wanganui diabetes team eight hours per 
week. 

 

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 3 – 
minutes submitted as required. 
 
Focus Area 2:  Diabetes Care Improvement Plans and Diabetes Management 
a) DCIPs  (See long term conditions 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 
56 117 187 56 3 419 

 
 
Number of Podiatrist Consultations by Locality  

Otaki Manawatu Horowhenua Tararua Unknown Total 
60 139 213 70 8 485 

 
Podiatry Consultations by Ethnicity All Localities  

Asian European Māori Other Pacific Unknown Total 
10 346 114 4 10 1 485 
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DCIPS/Diabetes management: 
• Increased provision of 

psychological support for 
people with chronic 
conditions 

• 56 new referrals (36 were female) this quarter to the Adult service 
for people with chronic conditions - 8 more than the last quarter.  
Nine re-referrals were also received.  New referrals this quarter: 
o Cardiac conditions 20 
o Diabetes   22 
o Respiratory  6 
o Renal   3 

(non qualifying  5) 
• Twenty five of the new referrals were from hospital-based 

services and 31 from community-based referrers 
• New referrals by ethnicity: 

o NZ European  40 
o Maori   10 
o Pacific   3 
o Other   3 

• New referrals by district location: 
o Tararua   1 
o Manawatu  8 
o Palmerston North City 28 
o Horowhenua  19 

In total, 402 sessions were delivered this quarter – 389 sessions 
were delivered in the previous period. 

Service for children with chronic or life limiting conditions 
• 29 new referrals this quarter (17 females) – an increase of 11 

compared to the last quarter. Twenty two of the new referrals 
were from hospital-based services and seven from community-
based referrers 

• There were also two re-referrals.  New referrals this quarter: 
o Cardiac   3 
o Diabetes   6 
o Autism Spectrum  5 
o Renal               0 
o Respiratory                      2 
o Other   13 (genetic, neurological,           

gastrointestinal, dermatological) 
o Non-qualifying conditions  1 

• New referrals by ethnicity: 
o NZ European  24 
o Maori   5 

• New referrals by district location 
o Palmerston North City 17 
o Horowhenua  4 
o Manawatu  6 
o Tararua                            2 

158 total sessions delivered – 228 sessions were delivered in the 
previous quarter. 
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Annual Plan Deliverable 

 
Progress Update 

Status As at 31 March 2016 

(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 

B 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 

A The DHB Diabetes Leadership Group has made 
steady progress on the stock take of activities 
against the Diabetes Standards supplemented by a 
community forum.  The results from the audit and 
the community forum are being collated and will 
form the basis of a prioritisation process.  
The Diabetes Leadership Group membership is 
drawn from the MidCentral system and reports on 
progress and findings are provided to governance 
groups via the Clinical Network Leadership Group 
governance structure.    

(AP12)  Complete implementation of the 
recommendations of the gestational diabetes 
mellitus national clinical guideline by 31 May 
2016 

A Central PHO is collaborating with Planning and 
Support, and the Diabetes and Endocrine Services 
regarding the involvement of PHO dietitians in both 
obese pregnant women with an HbA1c <40 and 
women with an HbA1c 41-49 (pre-diabetic).   

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 14/18 11/15 21/25 21/28 21/28 15/18    

(%) 81.0% 77.8% 81.3% 77.8% 73.3% 84% 75% 75% 83.3%    
 For quarter 51 / 64 (79.7%) 46 / 58 (79.3%) 57 / 74 (77.0%)  
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Indicator 2: Over 95 percent of patients presenting with ACS who undergo coronary angiography have 
completion of ANZACS QI ACS and Cath/PCI registry data collection within 30 days 

 

2015/16 Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May 
By month 19/19 21/21 26/27 18/19 18/18 14/15 25/25 28/28 28/28    

(%) 100% 100% 96.3% 94.7% 100% 93.3% 100% 100% 100%    
 For quarter 66 / 67 (98.5%) 50 / 52 (96.2%) 81 / 81 (100%)  

* 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:   

Threshold for door to cath time met. Three coronary angiogram sessions per week are undertaken 
in the shared DSA room in Medical Imaging where diagnostic cardiac angiography is completed. 
Other high risk patients are transferred to Wellington Hospital for angiogram +/- PCI. 

Indicator 2:  

Threshold for ANZACS-QI ACS and Cath/PCI registry data completion achieved.  

2015/16 Annual Plan Deliverables  
Cardiology Services 

Status Progress Update  
As at 31 March 2016 

(AP49)  Cardiology capacity increased through establishment 
of second DSA machine within medical imaging 

 

o business case completed by December 2015 A Behind originally planned dates.  Business 
Case Project Group established March 
2016, comprising clinical cardiology staff 
with management support and external 
support from the Central Cardiac Network – 
the business case is focusing on a PCI 
capable cath lab. Patient pathways in 
progress to map journey and demonstrate 
clinical and financial benefits to the 
organisation.  
Project end date yet to be confirmed as 
Project management support yet to be 
confirmed also. 
Given delay in commencement of the 
project consider completion date end 2016. 

o DSA machine installed by June 2016, and six 
monthly post event audit completed 

Develop business case for establishment of a 
dedicated cardiac catheterisation lab (Cath lab) by 
28 February 2016, aligned to existing infrastructure 
development 

D As above – deferred to 2016/17 subject to 
business case and work with central 
region’s Cardiac Network 

o Implementation plan for dedicated Cath lab 
established by 30 June 2016   

Establish a local heart failure registry aligned to the 
heart failure collaborative clinical pathway already in 
place, by 31 December 2015 

G In progress in collaboration with a 
community based provider. 

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 Not achievable within the current capacity 
of the shared DSA room within medical 
imaging. Additional sessions are provided 
however on an ad hoc basis in the event of 
leave or absence of other services which 
use the facility. 
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Upgrade existing facilities to accommodate 
pacemaker implantation outside of operating 
theatres (DSA room) by 31 September 2015. 

D The establishment of a dedicated cath lab 
with PCI capability (as above) will also 
facilitate pacemaker implantation. 

(AP52)  Accelerated Chest Pain Pathway (ACCP)   

Implement local ACPP which aligns with regional policy 
incorporating EDACS (emergency department assessment of 
chest pain score) by 31 December 2015 
o implementation plan finalised by 30 September 

2015 identifying roles and responsibilities 
B 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. 

o implementation completed by 31 December 
2015 

B 

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

G Regularly undertaken – ongoing activity 
through Cardiology governance group. 

 

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 4:  Stroke services 

Indicator: 
Reporting period 2015/16 Quarter 3 

Data collection period Oct - Dec 2015 
confirmed results 

Jan-Mar 2016 
provisional results 

6 percent of potentially eligible stroke 
patients thrombolysed 
 
 

Numerator 4 2 
Denominator 57 51 

Percentage  7% 4% 
 

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

Numerator 53 42 
Denominator 62 54 

Percentage  85% 78% 

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:     

Target met for quarter 2 but provisional data shows a result below target for quarter 3.  

There is currently an increase in availability for stroke thrombolysis after-hours. However, we are 
still unable to guarantee 24/7 thrombolysis cover, particularly after-hours, with only three part-
time neurologists taking part in the roster.    

In order to guarantee 24/7 cover for thrombolysis we have embarked on a Ministry of Health led 
Telestroke regional project with two other DHBs (more details on the next page) which is set to 
start later on in the year. We are hopeful that this will lead to a sustainable/long term 
implementation with the necessary staff and resources put in place.    
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This project has been discussed in MidCentral with Radiology, Emergency Department and SMOs 
as well as regionally at the Stroke Network with the endorsement of MidCentral’s management 
team.      
Acute Stroke Service:   

Target met for quarter 2 but provisional results for quarter 3 currently show lower than target rate.  
The clinical team is confident that the target has been attained, and will be shown once all eligible 
clinical records for the period are coded. 

There do not appear to be any significant barriers to the provision of the organised stroke services 
for acute patients at present.  

Patients continue to be allocated in ward 26 (our geographically designated Acute Stroke Unit). 
Those patients not admitted to the ASU, were not eligible due to other principal conditions of 
concern that treatment elsewhere took priority (such as oncology, dementia, and surgical).  
Outreach services by the specialist stroke service team continue to be provided to referred patients 
who have had a stroke who are located elsewhere.  

Patients who have had a transient ischaemic attack (TIA) not requiring admission for more than 
48 hours are being managed in Medical Assessment and Planning Unit or the Emergency 
Department with input provided by the Acute Stroke Team.  

2015/16 Annual Plan Deliverables  
(AP52)  Regional Stroke Services 

Status Progress Update  
As at 31 March 2016 

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 The Telestroke Pilot Project was presented 
and discussed at the last Stroke Regional 
Network meeting. It will follow a hub and spoke 
model whereby Capital & Coast Neurologists 
will be assessing patients via Telestroke 
afterhours. The three ‘spoke’ hospitals taking 
part in the Project are MidCentral, Nelson 
Marlborough and Hawke’s Bay (Whanganui 
DHB is not participating). A wireless telestroke 
device will be provided by the Ministry of 
Health to each of the participating DHBs. 

Embed the stroke thrombolysis service to ensure 
continual improvement and progress against 
national targets, including participation in the 
national thrombolysis register 

G There are weekly MDT meetings in the Acute 
Stroke Unit. There are also Service 
Improvement and education meetings taking 
place regularly. Thrombolysis data continues 
to be collected and presented locally, 
regionally and nationally. There is a monthly 
Thrombolysis Governance meeting where all 
the calls are critically reviewed. Educational 
meetings on TIAs and thrombolysis take place 
in ED for junior doctors including NIHSS 
training. 

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 

D Closed.  There are no plans to develop a 
specific community stroke rehab service as 
such – provision of community based 
rehabilitation and support continues to be 
available through the general referral process. 
Eligible patients who have had a stroke have 
been (and continue to be) referred to 
community based rehabilitation services which 
include occupational therapy physiotherapy, 
social work and rehabilitation/therapy services. 

o identify a community based provider by October 
2015 and establish pilot programme by March 
2016 

 

144



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 Data collection and reporting processes in 
place. 
 
Provisional data for qtr 3 shows that 12 of the 
54 (22%) patients who were admitted with an 
acute stroke were transferred to inpatient 
rehabilitation – all of whom (100%) were 
transferred 10 days. 
Referrals to community based rehabilitation – 
therapy services – continue. 
 
 

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 Central Region DHBs and Ministry of Health advisors held on 14th April 
– notes submitted as required. 
 
 
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 percent 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 3, 2015/16  
Milestone Age: 24 months Total Maori Pacific NZ European Asian Other 
No. eligible children 532 189 29 228 39 47 
Fully immunised for age 504 176 26 217 39 46 

Actual 94.7% 93.1% 89.6% 95.1% 100% 97.9 
Target 95% 95% 95% 95% 95% 95% 

 
Milestone Age: 5 years Total Maori Pacific NZ European Asian Other 
No. eligible children 630 213 31 289 48 49 
Fully immunised for age 586 201 31 268 44 42 

Actual 93.0% 94.4% 100% 92.7% 91.7% 85.7% 
Target 90% 90%     

Data as at 04.04.2016 
 
MidCentral is disappointed that that the immunisation coverage rate has fallen to being just 
below target at 94.7 percent for the 2-year old cohort.   There were 23 children (4.3 percent) 
declined their immunisation at 2 years of age which was a higher than average rate for the 
year (3.2 percent). 
 
Immunisation coverage for the 5-year old cohort has however remained stable at 93 percent 
for the total population.  With 33 children (5.2 percent) declined and one child (0.2 percent) 
opted off (counted as not fully immunised) being the same rates as for the year to date, it will 
be challenging for the DHB to increase the coverage to the new target by end of June 2017.  
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The 2016/17 annual plan has a focus on improving this coverage rate and reducing the 
number of children recorded as declined or opted off.  This group of children is probably the 
most difficult to track and trace but the Immunisation Team is slowly managing to find them 
and offer immunisation.  It is very encouraging to note the 5 year coverage rates for Maori 
(94.4 percent) and Pacific children (100 percent) are above the total and means at this stage 
we are focusing in the right area. 
 
 
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 31 March 2016 
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 
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. 

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

A 

Te Waiora is nearing completion of its restructure that 
will better position the practice to integrate with the 
Horowhenua IFHC approach.  
Horowhenua Community Practice continues to provide 
Te Waiora with support across a range of clinical and 
business activities under the umbrella of the 
Horowhenua IFHC.  
The Otaki IFHC stakeholder working group has recently 
refreshed their IFHC development plan. 

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

G 

Feilding IFHC is now operating in their new purpose built 
facility. The IFHC integrates pharmacy, radiology, 
mental health, labs and a range of MHC services under 
one roof. Central PHO’s technical and communications 
services are being used by all tenants in the building 
which helps encourage collaboration across services. 
Both the community and the staff are proud of this new 
service.  
Kauri IFHC now expects to be in their new purpose built 
facility at the end of June 2016. The IFHC is working on 
standardised use of coding by clinicians to better 
understand performance and population health trends.   
The Horowhenua IFHC is due to form a Steering Group 
who will develop a Locality Plan for consideration by 
MDHB and Central PHO for 2016/17 planning. 
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o 75-80% of PHO enrolled population 
covered by IFHCs by 30 June 2016 

G 

It is anticipated that around 77% of the enrolled 
population will be covered by an IFHC.  Feilding, Kauri, 
Radius and Tararua have formed IFHCs.  
See above re Horowhenua IFHC development. Otaki 
has a governing committee that is working on an IFHC 
concept for their area.  
The Westend IFHC is expected to incorporate seven 
existing general practices (establishment phase 
anticipated in 2016/17).  
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 have provided customers with a choice of practice 
which is creating some enrolment movement between 
practices. In addition, we expect that 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 Project Manager commenced January, project 
governance board established and project plan 
endorsed. The project plan has been broadened to 
encompass alignment of PHC nurses, with an initial 
focus on district nursing and GP Teams. Scope of 
District Nursing Service configuration across the DHB is 
underway, and a call for EOIs from co-design partners is 
complete. Selection being finalised, and is focused on 
ensuring a mix of rural and urban IFHCs and a Maori/ iwi 
provider with a population of high needs. It is envisaged 
co-design will occur with four partners. 

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

A POAC provision extended to wider practices after 
completion of the co-design pilot of 2015. POAC 
provision increased into a further 3 practices bringing 
participation to a total of 4 IFHCs and 4 GPTs covering 
57% of the MDHB population.  A focus of extending into 
the Horowhenua region remains with an expected 
commencement of April. 

o Two further POAC packages co-
designed and aligned to collaborative 
care pathways by 30 June 2016 

G Three additional pathways under development currently 
to include acute congestive heart failure, adult 
rehydration and paediatric gastroenteritis. All are on 
track for completion next quarter. 

(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 

R Pushing the Shared Care Record into ED requires an 
update to the MDHB Concerto (Clinical Portal).  This has 
been overdue for some time and is now expected to be 
completed November 2016, The IGC has asked for a 
meeting with the ED director to ask what the mitigations 
are until this has been implemented. 

o Patient portal (“Manage My Health”) 
rolled out to practices and IFHCs 

A Roll out continues with the recent technical set-up at 
Radius Medical IFHC. They are now in a testing phase 
before going live. 3 IHFCs (Tararua Health Group, 
Feilding HealthCare Partners Ltd and Kauri Health) and 
2 practices (Central City Medical and Cook Street) are 
providing patients with access to the Patient Portal. This 
is via the ‘Manage My Health’ platform. Further rollout is 
constrained by the limited resources committed to the 
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programme, currently approx 0.1FTE. 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 
MedTech's involvement. The Business Services Team 
are preparing to recruit additional project support using 
funds attracted from the Ministry of Health for the Patient 
Portal programme. This will 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 38% of the PHO's enrolled population are currently 
covered by practices offering patient portal.  Radius 
Medical are in a testing phase and expected to soon go 
live taking the population covered to 49%.  There are 
plans to extend rollout to further IFHCs. Despite the 
resource constraints described above, Central PHO is 
on target to have 60% of the population covered by 30 
June 2016. 

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.  
On hold. 

o Business intelligence and ICT 
supports general practice teams and 
IFHCs to increase their ability to 
proactively manage health needs of 
population  

A While there is still a lack of dedicated resource in this 
area, significant progress has been made to upskill 
certain members of staff to meet this target. However 
funding needs to be released for appropriately skilled 
individuals to support the Business Intelligence aspect of 
IFHC development  

o Business case developed by 31 
October 2015 

D This project has put on hold; inability to fund 
development requirements in 2015/16 year. 
 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  
• Palmerston North City Council workshop on 

adopting a “no sugar sweetened beverages policy” 
postponed due to other issues arising.  This will 
happen next quarter. 

• HPS staff are encouraging schools to become 
“water only” in line with Ministry of Education and 
Health guidelines. Many primary schools are already 
fizzy free and we are currently undertaking an audit 
to ascertain schools, which may need support to 
develop and implement a policy. 

• A draft national DHB nutrition policy has been 
established and is currently under consultation.  
This draft will extend our present nutrition policy to 
include banning sales of artificial sweetened 
beverages and having a traffic light system for food 
offerings – the hard line being no red food for sale.  
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At present this policy is “suggested only”, however 
this could change. 

• The World Health Organisation has released its 
report on Ending Childhood Obesity.  One of the 
recommendations calls for tighter controls on 
advertising of unhealthy foods to children and the 
PHS is preparing a submission to NZ Advertising 
Standards Authority and have encouraged other 
organisations to do the same. 

• Work has started on a multi-agency workplace 
health initiative. 

• The first draft of the healthy lifestyles report is 
completed 

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 
* Time frame has been revised to 30 
June 2016 

G The first draft is completed and is in the 
review/consultation stage. 

(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) 

D Turbokidz project deferred due to DHB financial 
position; reconsidered for 2016/17 annual plan. 

o Work with IFHC to ensure better 
integration of HPV information 
between public health service and 
general practice teams 

G 2016 HPV consenting process was undertaken in 
February and March 2016.  All consent forms data has 
been entered into SBVS.  By April 30 2016 PHS will 
generate a report for GP Teams indicating the Yr 8 
students whose parental choice was “prefer GP” to 
ensure follow up. 

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 

A Meeting planned with Feilding IFHC later in April 2016 
to explore opportunities for alignment with PHS. 

(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. 

B Completed.  Successful provider selected. 

o New contract in place by 31 
December 2015 

A New contract will commence 1 July 2016 

o Participate in regional breastfeeding 
initiative as from 1 July 2015 

B Completed 
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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 Progressing well.  Community Birth Services have 
implemented a peer support programme that is having 
significant outreach and numbers of peer support 
persons trained.  This ultimately will have a positive 
impact on the number of women supported to continue 
to breastfeed. 

(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 Five Collaborative Clinical Pathways were published in 
Q3 2015/2016, these were: 
• COPD – Suspected 
• COPD – Stable Management 
• Sore Throat – Prevention of Rheumatic Fever (3-

35 years) 
• Advance Care Planning 
• Death: After Death Care and Legal Requirements 
A further five Collaborative Clinical Pathways are due 
to be published in April 2016, these include: 
• Early Pregnancy 
• Post-Menopausal Bleeding 
• Heavy Menstrual Bleeding 
• Sub-fertility 
• Adult Rehydration 
An additional 23 Collaborative Clinical Pathways are 
due to be published in May-June 2016, these include: 
• 6 Cancer Pathways (Colorectal, Breast and 

Gynaecology Cancer pathways) 
• 14 Contraception Pathways 
• 2 Frailty Pathways (identification and 

management) 
• 1 Acute Heart Failure Pathway 

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

R Behind schedule and re-scoped. A renewed draft 
Terms of Reference document has been completed. 
Key objectives of this ‘new’ project include: 
• Achieve and maintain agreed quality standards to 

ensure best practice, evidence-based care is 
provided 

• Primary care clinicians are well supported in the 
excision of skin lesions by secondary care 
clinicians 

• Increased number of skin lesion excisions in 
general practice 

• Reduction in referrals for minor skin lesions to 
secondary care/specialist care services 

• Decrease in hospital waiting times 
• Better working relationships between primary and 

secondary care clinicians 
The intention remains that the development of the skin 
lesions pathway will re-commence when the electronic 
referral system which supports the electronic 
submission of images from general practice team 
members to specialists has been implemented. 
It has been recommended that a Governance/Steering 
Group be established to support this piece of work. 
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- Education for general practice 
teams is sourced and provided by 
30 March 2016 

D Now subject to principal work programme (above). 

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

D Now subject to principal work programme (above). 

(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 

B Completed 

- Engagement with orthopaedic 
service and general practice 
undertaken by 31 December 2015 

B Completed 

- Proposed model finalised and 
implementation plan developed 
by 28 February 2016 

D Pilot completed, decision deferred regarding ongoing 
resourcing delivery of Orthopaedic FSA clinic in IFHC.  
Final decision Q4  

- Commence implementation from 
1 April 2016 

 Not applicable this quarter, but given decision deferred 
until qtr 4, this will not commence from April 2016. 

(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 

 

- Analysis of specialist follow-up 
appointments undertaken by 
medical and surgical sub-
specialties by 31 September 2015 

A Specialty specific analysis undertaken on a project by 
project basis (e.g. orthopaedics clinic pilot, urology 
FCT project, cardiology – heart failure patients). 

- Sub-specialty follow-up 
assessments which could 
potentially be undertaken by 
general practice identified, and 
proposal developed by 31 
December 2015 

A Although behind schedule is back on track with 
particular projects underway.  In progress in the 
urology service as part of the Faster Cancer Treatment 
service improvement project.  Agreement has been 
obtained as to the type of stable patient who could 
potentially be transferred from hospital-based services 
to the general practice environment for ongoing 
monitoring and follow up.  Better management of how 
and where patients are monitored will provide the 
opportunity for increased capacity in Urology to 
manage new referrals. 
Heart Failure patient case reviews at Kauri Health with 
MCH Cardiology team and GP – commenced March 
2016. 
Completion of the Community Sleep Assessment pilot 
due April 2016 – outcomes will determine a new 
integrated model of service delivery with community 
based sleep assessment provided by primary care 
teams. 
Skin lesion service – both in the development of CCPs 
and management of potential shift in focus re-
commencing when the electronic referral system which 
supports the electronic submission of images from 
general practice team members to specialists has 
been implemented. 

- Engagement with PHO and 
hospital clinical and management 
leadership groups and relevant 
services undertaken by 28 
February 2016 
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- 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 
priority patient groups 
 

 
 
 

B • Medical and Surgical Services undertake medical 
and nursing review of “Long stay patients”; 
identification of those patients on admission more 
likely to breach the long stay mark. 

• Ward based multidisciplinary long stay patient 
meetings. 

• Senior clinical and management staff including 
Supportlinks - barriers to discharge identified and 
strategies to address potential obstacles. 

- Formalise integrated discharge 
approach for long stay patients by 
31 September 2015 
 
 

A 
 

Attendance of community providers to ward MDT 
meetings presently occurs (but not formalised) and 
notification system to inform GPs of long stay patients 
has not yet been completed.  No further progress has 
been made on formalising this over this quarter 

- Identify other priority groups for 
integrated discharge approach, 
and implement at least one per 
quarter during 2015/16 

D Deferred (due to commitments to other priorities) to 
2016/17 Annual plan project focused on utilisation by 
patients of acute care system and further work on the 
roadmap for IFHC and specialists out of hospital work. 

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 

D On hold.  Originally part of regional service 
development work.  Sub-regional plan for 
Ophthalmology will be aligned with the DHB direction 
through refreshed Memorandum of Understanding with 
centralAlliance that is currently underway. Deferred 
until 2016/17 

- 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 

- Implement revised model of care 
for integrated sleep services by 
30 November 2015 

A Milestone date delayed and revised with completion of 
the business case and community sleep assessment 
pilot report on track for 30 April 2016. 

- Monitor the development of the 
integration of the sleep service to 
determine the increase in 
provision of community-based 
sleep services  

This will be monitored as part of the establishment of a 
new model of care for Sleep service delivery including 
community based overnight sleep assessment.  

- Review clinical nurse specialist 
(secondary care) capacity to 
undertake primary care education 
and service delivery alongside 
general practice teams by 30 
September 2015 

B Completed.  Secondary care CNSs already 
undertaking work with General Practice Teams in 
respiratory, diabetes, cardiology, cancer, mental health 
and health of older people services 
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- Implement new clinical nurse 
specialist arrangements 
progressively as from 1 
November 2015 

D Working with central region’s Directors of Nursing in 
benchmarking of roles in conjunction with validation of 
CNS role using ‘Strong’ model. Regional job 
standardisation of CNS roles has commenced across 
the region to align role content and expectation. 
Therefore further local development subject to 
outcomes of regional work. 

(AP 23b) Institute direct GP access to diagnostics in line with collaborative clinical pathways  
o Identify priority areas for access G Community Referred access via IFHCs as priority 
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 Cardiology pathways confirmed as priority 

(AP24)  Establishing effective links with IFHCs   
o Working through the AMT, establish 

appropriate and sustainable 
communication and networks with 
IFHCs as they develop 

G Agreement reached over approach for key relationship 
managers for each IFHC, for both the IFHCs and 
MidCentral Health 

o Identify potential means, including 
electronic, fora, key relationship 
manager  by 30 August 2015 

G Use of IFHC Locality Plans, engagement over high 
risk/high need populations and targeted initiatives  

o Determine most appropriate means 
and responsibility for implementation 
by 30 November 2015 

G Determined by leads for each programme of work 

o Implement MCH responsibilities by 
28 February 2016, and thereafter for 
each IFHC that develops 

G MCH Operations Directors providing  oversight 

o Together with AMT, review 
arrangements by 31 December 2016 

 Not yet due 

(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 Deferred due to DHB financial constraints impacting on 
this project – funding options under consideration. Will 
be rolled over to the 2016/17 MDHB annual plan. 

o Business case developed by 31 
January 2016 

o Develop implementation plan by 30 
April 2016 

o Implement in accordance with 
timeline 

(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 AMT 

 

- Proposal to AMT by October 2015 B Completed.  
- Subject to feasibility and 

approved business case develop 
an implementation plan by 31 
January 2016 

B Completed.  
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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 On track. Proposal submitted and accepted by Ministry 
of Health/Hospice NZ endorsed. Implementation 
underway.  

- A model of integrated funding and 
support for palliative care is 
scoped and available for 
comment by 30 March 2016 

B Completed. The scope has been finalised including 
SWOT analysis and review. Areas around flexible 
workforce, interface teams, data capture are in the 
process of completion as finalisation of the full project 
draws near.  

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 

D Mental Health Services determined a reprioritisation 
pending a broader project to provide an across sector 
MH service for Older Adults with Mental Health & 
Addiction needs (MH & A). Timelines for this are yet to 
be generated. MH NASC continue to utilise the 
interRAI Assessment tool with the MH supplement for 
Older People with MH & A. 

- Community based service 
provider options for residential 
care for older people with mental 
illness are expanded by 30 June 
2016 

- Specialist processes for 
supporting older adults with 
mental illness are supported and 
known across the district by 30 
March 2016 

- Connected up specialist and 
community supports for older 
people are utilised and on a 
continuum by 30 June 2016 

 

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 31 March 2016 

1 Home and Community support services for older people  

• Confirmation of transfer of funding from 
in-between travel settlement 

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 contribute to preventing entry 
into ED or inpatient wards by 30 
September 2015 

B Completed.   

o Wait times for Needs Assessment & 
Service Co-ordination (NASC) services 
are reduced using short term community 
supports by 30 December 2015 in 
Horowhenua 

B Completed. 

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 

B Completed. 

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 

B Completed. 

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:  Q3, January– March 2016 

Data period: October – December 2015 
Numerator 2367 
Denominator 2568 
Percentage 92% 

 

• Number of facilities that remain fully 
trained in the use of LTCF interRAI 

B 26 Fully Competent (required number of nurses trained) 
9 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 

• Percentage of older people in aged 
residential care by facility who have a 
second interRAI LTCF assessment 
completed within 230 days of 
admission 

 Report period:   Q3, January – March 2016 

Data period 
Numerator 160 
Denominator 249 
Percentage 64% 
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• Time taken for any referral from any 
source to complete (not triage) an 
interRAI assessment 

 
 

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:  January – March 2016 

Time frame of 
referral assessment  

Total number 
of referrals 
assessed  

Percentage 
of completed 
assessments 

< 24 hours 330 58% 
24 - 48 hours 21 3.69% 
2 - 20 days 111 19.54% 
20 - 30 days 36 6.3% 
> 30 days 70 12.32% 

Total assessments completed in the quarter: 568 
 

• Use of interRAI measures to 
benchmark performance with other 
DHBs 

G On track.  
Data is now freely available for planning purposes 
and regionally work continues to develop dashboard 
indicators.  

3 Dementia care pathways 
• Detail of improvements to support and 

services available following a dementia 
diagnosis (e.g. education, increase 
funding, information, ongoing support 

B • Marion Kennedy Club Cognitive Stimulation 
Therapy (CST) 

• Ten staff across the district attended CST training 
in November 2015 by Auckland University and are 
rolling this out to their facilities.  

• Further copies of the June Andrews “Dementia 
book” sponsored to WiAS attendees. 

• Memory Walk in Levin and Palmerston North – 
200 attendees 

• ACP into dementia care and other clinical 
pathways (Map of Medicine) – ACP into READ 
codes at GP practices.   

• Review of carer education courses coming up to 
improve access to education for the carers 

• New intake of WiAS education programme for 
ARC staff. 

• Elderberries publication on EPOA, cognition and 
caring for the person with dementia.  

• Promotion of frailty “frailty awareness week” in 
November /December.  Week long resources at 
various intersections within health.  

• Living well with dementia – raising 
awareness and early intervention 

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 program is cognitive stimulation therapy (CST) 
embedded into the program.  A second site providing 
CST commenced in August 2015 (Marion Kennedy 
Centre).   

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 
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o Options to increase public 
awareness of dementia are 
progressed quarterly through a 
targeted communications plan in 
place by 31 December 2015 

B Completed. Permanent working group set up to 
review and identify areas of opportunities to raise 
awareness of dementia.  Allocated resource to 
provide project support to this group. Dementia 
design stakeholder group held in Palmerston North in 
October 2015.  

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 

B Completed.  
• Palliative Care Partnership and education to 

aged residential care via Arohanui Hospice and 
general practice occurs regularly.  

• 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.   

• CNS – MidCentral Health supports aged 
residential care facilities and recent HOP group 
targeting frailty alongside a IFHC launched in 
November 2015.  

• Nurse Practitioner and Health of Older People 
teams in three distinct geographical areas 
provide general practice support.  

• New permanent Psycho geriatrician support 
commenced full time September 2015 
MCH clinician meets monthly with PG facility to 
engage better discharge outcomes between 
hospital and facility. 

• InterRAI DHB data shared amongst clinicians at 
MCH to support identification of appropriate 
planning 

• 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 

B Completed.   
Evidence of rollout occurring through ARC audits and 
attainment of CI’s.  
‘Let’s talk about health’ brochure developed called 
“Keep your eyes on falls” circulated to the wider 
sector in March 2016. 

5 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 

B Discussions held this quarter around the initiation of 
ACP conversations in practice and the measurement 
of these with Total Health Care, the Palmerston 
North Practice Nurse group and the Horowhenua 
Practice Nurse group. Presentation on ACP to MDHB 
Nurse Educators.  On line ACP awareness survey for 
health professionals developed and distributed in 
November.    
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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 
 
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 2016 school calendar year data is reflected in this report. Information provided is on the first two 
months of service delivery.  

SBHS programme delivered within MidCentral DHB: Manawatu College, Horowhenua College, 
Waiopehu College, Tararua College, Totorua College of Accelerated Learning, Queen Elizabeth College, 
Te Kura Kaupapa Maori o Tamaki Nui A Rua; Te Kura-a-iwi o Whakatupuranga Rua Mano. Teen Parent 
Units – Palmerston North and Levin.  Alternative Education Centers: Dannevirke, Pahiatua, Levin, 
Highbury Whanau Centre (HWC), Manawatu Community High School (MCHS) and Kelvin Grove 
Alternative Education (KGAE) 

 
MDHB has the highest number of staff in the central 
region who have registered for the ACP on-line 
training modules.  Specific data for illustration is 
being sought from the National Cooperative.   

6 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 

A Although behind originally planned dates, the 
Fracture Liaison Nurse has completed the Project 
Implementation Plan which will frame the model for 
service delivery and development.  This includes a 
data audit which confirms a gap in the care of fragility 
fracture patients in this region.   
One of the KPIs for service delivery is the 
establishment of an integrated service in 
collaboration between primary and secondary care.  
The Fracture Liaison Nurse commenced in 
November 2015 and to date has worked establishing 
the service and associated infrastructure, and 
networking with key stakeholders.  Commencing mid-
April two community based and one secondary care 
based clinic will be held weekly with approximately 5 
– 10 patients seen per week. Inflow into the service 
will be monitored to ensure performance to target 
and clinics have been confirmed at two different 
IFHC and one hospital based clinic.  Patient referrals 
are now being triaged and booked. 

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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Tararua College is the latest school to implement the SBHS programme. Discussion around the facilities 
to run the service has progressed well. The SBHS Public Health Nurse (PHN) position has been 
appointed. 

PDSA Cycles 
All SBHS Colleges: Extended PHN scope of practice continues which includes the provision of 
medication for the treatment of a number of health presentations at the nurse-led clinics. SBHS PHNs 
continue to work under standing orders; there has been ongoing education and an audit to support the 
standing order delivery. Professional development provided by Family Planning Dec 2015. PDSA cycle 
reviewed and reset for 2016. 

Waiopehu College: PDSA Cycle - Appointment system established 2015 is fully operational and will 
continue for 2016. Next reporting period will see another PDSA cycle commenced. 

Horowhenua College: PDSA Cycle - Sexuality programme. Continued to promote the concept of SBHS 
PHNs supporting the college to deliver a sexual health education programme. Meetings with SBHS - 
PHNs, Health Promoter and school staff held to set the sexuality programme for 2016. After consultation 
the school has opted not to deliver “Mates and Dates” programme – the school will continue with their 
own programme. Next reporting period will see another PDSA cycle commenced. 

Tararua College: SBHS establishing the clinic process with the college – PHNs and the college working 
together ensuring the processes are working for all parties. PDSA cycle will be developed as the SBHS 
moves forward in 2016. 

Te Kura Kaupapa Maori o Tamaki Nui A Rua and Te Kura-a-iwi o Whakatupuranga Rua Mano:  PDSA 
cycle – Public Health Service and MidCentral Maori Health providers have worked together over the past 
three months looking at the level of service and who is doing what in Kura Kaupapa Maori Medium 
Schools across the region.  

Service improvement - PDSA cycle development for 2015/6  
1. Student Feedback – “Your Clinic, Your Voice, Your Health” pamphlet developed and has been in the 

SBHS colleges since February 2016.  
2. Health Promoting Schools Rubric – Moving towards HPS, Manawatu College and Waiopehu College.  
3. Sexuality Education programme – “Mates and Dates” programme to be delivered at Waiopehu 

AP Deliverable (AP 36)   Status Progress as at 31 March 2016 

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 B New development work not required – current work 

proceeding.  Proposed action closed. 
o Develop modules and agree the 

components with education 
o Rollout by 30 June 2016  Now not applicable. 

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 
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CPHO continues to support Youth Groups providing increased opportunities for early screening and  
intervention to occur. There has been an emphasis on education and information in relation to access 
and support within the Children's Action Plan (CAP) for Horowhenua. Central PHO is supportive of this 
and has been open to the development of creative service delivery to assist vulnerable members of the 
MidCentral communities. 

There has been an increase in referrals for 10 -11 year olds who do not meet the service criteria.  
Central PHO Primary Solutions service have been creative, in some instances (e.g. CAP) with the 
Packages of Care options process for 10 -11 year olds whose parents are eligible for a POC.  This has 
proved successful as it supports the child and the family member to work together on identified issues 
with our providers that are specialised in Child Adolescent and Family Therapy.       

There continues to be discussion and further proactive collaboration regarding the on-going development 
and implementation of the Primary Mental Health Youth Stepped Care model of practice. 

Locally the Connected Workforce (Central PHO, YOSS, MASH, Supporting Families) are collaborating 
on a service delivery pathway for young people. The action plan developed to date includes:  

1. Collaboration across primary and secondary mental health services.   
2. The development of a single district wide assessment/living inclusive of scale of acuity, and 

risk.  
3. The use of WRAP plan, inclusive of the involvement of family, peer support, Whanau, GP, 

school, physical healthcare.  
4. Flow chart processes identified for mild-high risk clients.  
5. Training for use of an assessment framework.  
6. The identification of change champions within teams (NGO, CPHO, DHB 
7. Shared client record: single trackable process   

Youthline has now been contracted in 2016 to provide the Stand Tall group in four areas (Otaki College, 
Tararua College, Horowhenua College and Feilding College).  The CACTUS programs will be re-run 
over the coming quarters; the NZ Police, Life to the Max, the respective Colleges (Otaki, Manawatu and 
Waiopehu) and CPHO are working closely to evaluate the programs with the view to how these can be 
improved upon. Manawatu College is a little different to Otaki and Waiopehu Cactus as they have a 
Leadership Component embedded in their programme which has been inspirational for those attending 
the programme and wanting to come back as a Leader. 

Service provision is limited by FTE capacity. The demand for PMH Coordinator brief intervention is 
increasing, subsequently they are identifying an increased need for longer term intervention as more 
complex high needs are being highlighted through assessment.  The PMH Coordinators are finding a 
single intervention (4 sessions) is insufficient to meet the client’s needs, resulting in a referral on to a 
contracted provider to continue to support the referred person’s needs. This is reflected in the increase in 
brief intervention numbers for youth and the increase in contacts with individual clients made by PMH 
Coordinators and subcontracted providers. 

It appears from information contained within the initial referral and first assessment that some clients 
may not meet the threshold for secondary mental health care i.e. CAFs.  Increasing PMH Coordinator 
FTE capacity would support the client from an early intervention viewpoint, thus allowing identified 
providers to intervene earlier to meet the need identified at assessment.  

Enhanced collaboration between Central PHO, YOSS and CAFs has been implemented to support the 
increasing demand for intervention. Currently the assessment and identification of individuals identified 
as benefitting from 1:1 psychological input is being completed by YOSS and CAFs, with follow up 
intervention supported by Central PHO Packages of Care. This has improved access for the Youth and 
has strengthened networks between services involved. 

The opportunity to improve discharge planning is an area of activity that would benefit from an integrated 
approach to support the client integrating into the community through the creation of a pathway; this 
process is in initial phase as part of the collaboration of service delivery as noted above with CAFS and 
YOSS. At present Primary Mental Health is going through a Service Redesign Project to increase access 
and improve equity of outcomes for different populations, increase system performance, and effective 
use of resources and partnerships across the continuum of care. 
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AP Deliverable  (AP36) Status Progress as at 31 March 2016 

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 

D Unable to progress due to DHB financial constraints. 
This deliverable has been closed 

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 31 March 2016 

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 

A Deferred until the 2016/17 annual plan due to DHB’s 
financial situation and in line with Ministry of Health’s 
work around SLATs for youth. 

o Develop an evidence  based best 
practice professional development 
programme by December 2015 

D Deferred due to DHB current financial situation. 

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. 

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 31 March 2016 

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) 
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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. Paper completed for funding approval. 

G Slight delays due to issues regarding the upload of 
directory information – currently being resolved. 

o Work with youth advisory group to 
determine further roll-out across 
the district 

G Progressing as planned 

o Work with public health (social 
marketing initiative no 8) re youth 
service health messaging 

G This work is about to commence. 

 

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 

   

 
 
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 31 March 2016 

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 

G Progressing well, albeit behind original planned dates.  
Researcher employed to complete stocktake – will be 
completed by end of May 2016 

o Develop implementation plan by 
October 2015 

A Awaiting completed stock take before implementation 
plan developed. 
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o Implement in accordance with timeline A Progressing behind plan will gain momentum once 
stocktake completed 

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 NCPAS statistics: 
2016 January  February March 
Reports of concern 11 11 15 
NCPAlerts 
(Number of children) 

21 15  Not yet 
available 

Note 2:  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. 

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. 
1.0FTE lead professional also in place for 18/12 until 
31 January 2017 

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 Ongoing.  Issues are also highlighted to the DHB 
Portfolio Manager as they arise by the Children’s Team 
Director – this works well.  Currently able to meet 
demand.  Can be challenging at times but offers an 
excellent opportunity to re-examine opportunities for 
service delivery closer to home for these families. 

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 

B Completed and ongoing 

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 On track 

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 

A Behind plan but work continues alongside education 
colleagues.  Will be completed by 30 June 2016. 

o Secure 1fte psychology and 1fte 
occupational therapy resource for the 
cognitive testing and associated 
resources by 30 June 2016 

D Closed – unable to be achieved this year.  Will be 
reprioritised in the 2016/17 annual plan due to the 
current financial status of the DHB.   

o Implement pathway across the district 
and government agencies as from 30 
June 2016 

D Closed – unable to be achieved this year.  Will be 
reprioritised in the 2016/17 annual plan due to the 
current financial status of the DHB.   
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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 

D Closed – unable to be achieved this year.  Will be 
reprioritised in the 2016/17 annual plan due to the 
current financial status of the DHB.   

o Secure appropriate resource to ensure 
sustainability (administrative therapy 
component, physical space and IT 
technology) by 31 May 2016 

D Closed – unable to be achieved this year.  Will be 
reprioritised in the 2016/17 annual plan due to the 
current financial status of the DHB.   

(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 

B Completed 

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 Assessment tools have been reviewed as per the 
COPMIA report from the local group.  The report is in 
its final draft and will be finalised in April.  Delay has 
occurred due to project group meetings over January 
and February 

o Extend assessment tools to include 
assessment of children by May 2016 

G Work in progress. 

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 

 Work in progress. 

 

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 

 

 
 
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 
 
(2015/16 target:  55% reduction from 2009/10 – 2011/12 baseline = 1.0 per 100,000 
population; number of cases:  2) 
 
Rheumatic Fever Prevention Plan progress:  
The ‘Sore throat management for the prevention of rheumatic fever’ collaborative clinical 
pathway is complete and available to clinical staff via Map of Medicine. The pathway was 
officially launched in March at the local Child Health Forum. Further promotion of the 
pathway to general practice teams is planned for Q4.           
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New Acute Rheumatic Fever hospitalisations:  
There have been no new initial hospitalisations for acute rheumatic fever in MidCentral DHB 
during Q3 2015/2016. The total number of new ARF hospitalisations in the MDHB area 
during the 2015/2016 year to date is therefore one (population rate approx 0.6/100,000).   
Other new cases of Acute Rheumatic Fever: (Note: non-hospitalised cases are not included in 
the data for achievement of the Better Public Services target) 
 
There have been no notifications of non-hospitalised ARF cases in the MidCentral DHB area 
in Q3 2015/2016.  
 
 
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 – 2015/16 January February March Qtr 3, 

2015/16 

95% of accepted referrals for an elective coronary 
angiography will receive their procedure within 3 months  

100% 100% 96.4% 98.5% 
36 36 46 46 53 55 135 137 

95% of accepted referrals for CT scans will receive their 
scan within 6 weeks  

92.9% 92.3% 93.3% 92.9% 
540 581 538 583 603 646 1,681 1,810 

85% of accepted referrals for MRI scans will receive their 
scan within 6 weeks  

100% 100% 100% 100% 
341 341 368 368 414 414 1,123 1,123 

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

100% 100% 100% 100% 
9 9 11 11 9 9 29 29 

65% of people accepted for a non urgent diagnostic 
colonoscopy will receive their procedure within 6 weeks  

83.6% 92.2% 97.2% 91.1% 
117 140 154 167 137 141 408 448 

65% of people waiting for a surveillance colonoscopy will 
wait no longer than 12 weeks beyond the planned date 

60.7% 56.8% 77.5% 63.7% 
68 112 54 95 55 71 177 278 

 
Surveillance Colonoscopy  

Wait times for symptomatic colonoscopy patients (urgent and non urgent) have again been 
exceeded this quarter. Clinician leave and public holidays from end of 2015 to early 2016 
resulted in reduced capacity to meet the waiting time targets for surveillance colonoscopy.  
The strategic plan over the last 3 months to ‘catch up’ has resulted in maintaining the 
throughput of symptomatic patients, along with a gradual increase in surveillance 
colonoscopy target percentage. The result for April has increased to 96.1% exceeding the 
target for surveillance colonoscopy.  
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Diagnostic waiting times for CT scans 

The Radiology department continues to implement actions to reach the CT target with 
results still at around 93 percent per month. As previously reported the service is operating 
at maximum scanning capacity with the currently available CT MRT and Radiologist 
resources.   

A planning/forecasting dashboard is in place which easily identifies patients’ waiting times 
so any longer wait times can be addressed before they breach the indicator timeframe.   
However MidCentral Health’s data still contains the planned patients’ data in the waiting 
time indicator.  This is unable to be corrected with the current RIS and will continue to 
adversely contribute to the indicator wait time.   

Requests for CT examinations continue to grow and the increase has reinforced identified 
issues in demand management. A visit to Christchurch DHB was undertaken in March with a 
view to identifying further improvements that could be made to capacity and demand 
management.  Work on this is underway.  A project manager is in the process of being 
appointed to assist with this and a wider department strategic view.   
 
 
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) 

Target:  ≥85% of patients receive their first cancer treatment (or other management) within 31 days 
from date of decision-to -treat 

2015/16 
January February March Quarter 3 

Total 

Number of patients whose first treatment was 
within 31 days of decision to treat 

35 56 60 151 

Number of patients referred  43 65 71 179 
Percentage treated within 31 days 81.4% 86.2% 84.5% 84.4% 

 
Just short of target this quarter, influenced by the lower result in January.   
 
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 

Jan Feb Mar Quarter 
Total 

Total Patient treatments 40 56 45 141 
Patient treatments outside 4 weeks (non capacity reasons) 9 11 4 24 
Patient treatments within 4 weeks 31 45 41 117 
Patients ready for treatment in the month 31 45 41 117 
Percentage ready for treatment waiting less than 4 weeks 100% 100% 100% 100% 
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MidCentral DHB residents only 
Reasons for Radiation Treatment or Chemotherapy 
Outside 4 Weeks 

Number of Patients 
Jan Feb Mar Quarter 

Total 
Patient request / choice 4 4 1 9 
Clinical considerations 4 3  7 
Other management 1 4 3 8 
Department facility / capacity constraints     
Total  9 11 4 24 

 
MidCentral DHB continues to meet the target waiting times, for both radiotherapy and 
chemotherapy, for those patients who are ready for treatment. 
 
 
System Integration 

SI1: Ambulatory sensitive (avoidable) hospital admissions 

The number of ASH admissions per 100,000 population, by age group, expressed as a percentage of 
the national rate: 
 0 – 74 years 
 45 – 64 years 
 0 – 4 years 
 
On hold - subject to the MoH review – being reinstated in the 2016/17 year. 
 
 
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.   
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SI4: Standardised intervention rates (SIRs) 

• Major joint replacement procedures, a target intervention rate of 21.0 per 10,000 population 
(Quarter 1 only, for previous 12 months) 

• Cataract procedures, a target intervention rate of 27.0 per 10,000 population (Quarter 1 only, for 
previous 12 months)  

• Cardiac surgery a target intervention rate of 6.5 per 10,000 of population   
• Percutaneous revascularization a target rate of at least 12.5 per 10,000 of population  
• Coronary angiography services a target rate of at least 34.7 per 10,000 of population 
For any procedure where the standardised intervention rate in the preceding 12 month period is 
significantly below the target an exception report is required 
 
Year Ended 31 December 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 

2015/16 National target intervention rate per 10,000 
population 

6.50 34.7 12.5 

DHB Raw Intervention Rate 10,000 6.90 41.12 11.99 
National Interventions per 10,000 6.07 32.87 11.88 
Std Intervention Rate per 10,000 6.24 37.06 10.82 
Std Intervention Rate per 10,000 - Lower 95% CI  5.18 34.40 9.41 
Std Intervention Rate per 10,000 - Upper 95% CI  7.50 39.92 12.44 
Actual Discharges  118 703 205 
Expected discharges 115 624 225 
Change in SIR from 12 months to December 2014  1.00  8.82  2.85  

Significant difference 
Not significantly 
different 

Not significantly 
different 

Significantly below 

Population 170,965 170,965 170,965 
 
The standardised intervention rates (SIRs) for cardiac surgery and cardiology procedures 
have continued to increase; the SIRs for cardiac surgery and angiography for the 12 months 
ending December 2015 are not significantly different from the national target rates. 
 
Angiography 

• Access to the DSA room for cardiac angiography remains at 3 sessions per week. 
Previously upgrades elsewhere within the medical imaging department were considered 
to support extra cardiac angiography sessions and enable pacemaker implantation 
outside of operating theatre.  

• Further consideration and planning has resulted in the re-establishment of the Cath Lab 
Business Project group. This group is completing patient pathways which will guide the 
establishment of a dedicated cardiac catheterisation lab with PCI (and pacemaker) 
capability -  the completed business case will demonstrate the clinical and financial 
benefits in establishing this service within the MidCentral DHB (and will be consistent 
with the service development planning for cardiac services within the central region). 

• Project timelines are yet to be confirmed while dedicated project management support is 
sourced. 

Angioplasty and Cardiac Surgery 

• Angioplasty and cardiac surgery is provided by Capital and Coast, and access is 
determined by that DHB’s capacity and capability, as well as the clinical status of the 
patient who requires either transfer as an inpatient or elective admission after discharge 
from MidCentral Health. 
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General 

• New Echocardiography equipment has been purchased and significant work has been 
completed on systems and process to improve efficiencies within the service and reduce 
waiting times. 

• The newly created Cardiac Diagnostic and Outpatient department is nearing completion 
– this has been established within the existing footprint of the organisation in an area 
within medical imaging. This will enable all diagnostic and outpatient consultation 
services to be managed in one area of the hospital – currently these are held across 3-4 
locations across the hospital. This will enable more efficient clinic scheduling and 
diagnostic service delivery. 

• The Accelerated Chest Pain Pathway is in place and supports patient prioritisation and 
treatment decisions. 

• The MCH Cardiology Service access and patient management is supported by the 
“Central Region minimum standards for referral and access to cardiac care”. 

• FTE Cardiologists in post – full establishment – however the recently appointed 4th 
Cardiologist is completing General Medicine requirements at 0.4 FTE until August 2016. 

• A second Cardiology Registrar has been added to the service as of December 2015.  

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

• Cardiology outreach clinics commenced in Wanganui in April 2015 with a visiting 
cardiologist from MidCentral Health. 

 
 
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: March 2016 Maori Pacific Asian Other Total 
Number of women screened in last 3 years 4,365 658 1,980 25,117 32,120 
Eligible enrolled population* 6,979 982 3,167 31,280 42,408 

Percentage 62.5% 67.0% 62.5% 80.3% 75.7% 

* Hysterectomy adjusted. 

2015/16 Annual Plan 
initiatives 

Milestones Progress as at 31 March 2016 

(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 total population coverage has improved 
slightly over the last quarter with increased 
coverage being achieved for “Other” women. 
However coverage for Māori and Pacific 
women has declined. These results may be 
in part due to the impact of changes in 
methodology for obtaining coverage 
numerators from February 2016. The 
Cervical Screening Steering Group is aware 
of these potential impacts and continues to 
focus on equity of screening coverage as a 
priority.    
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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 

12 months to 31 December 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 (days) MDHB National MDHB 

Acute 22,144 55,561 1,333,464 1,268,467 2.51 2.69 2.56 ≤2.95 
Elective 5,203 8,270 198,478 189,691 1.59 1.69 1.61 ≤1.67 

Data Source:  Ministry of Health.  Report run date 16 March 2016 
Note change in methodology for measuring ALOS applied from July 2016. 
 

Elective ALOS:   
 
Achieving quarterly improvement target, 
with a very small decrease in the elective 
average length of stay to 1.69 days for the 
12 months ending December 2015 (1.70 
for 12 months ending September 2015).   
 
 
 
 
 
 
 
 Acute ALOS:   
 
Achieving quarterly improvement target, 
with a small decrease in the acute average 
length of stay to 2.69 days for the 12 
months ending December 2015 (2.75 for 
12 months ending September 2015).   
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 OS8: Reducing acute readmissions to hospital 
Standardised rate of acute readmissions to hospital within 28 days of previous discharge 
(for all ages and for aged 75+ years) 
 
The acute readmissions model is currently under review and re-development.  Data is not 
available for reporting this quarter.   
 
 
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 1 / 120 0.83% Outstanding 
3 4 / 128 3.13% Partially achieved 
4    

(2)   Recording of non-specific ethnicity in 
new NHI registration 

 

1 1 / 650 0.15% Outstanding 
2 1 / 660 0.15% Outstanding 
3 0 / 622 0.00% Outstanding 
4    

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

1 1 / 650 0.15% Outstanding  
2 5 / 650 0.76% Achieved 
3 6 / 622  0.96% Achieved 
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 1,820 / 1,883 96.65% Partially achieved 
3 1,609 / 1,654 97.28% Achieved 
4    

(2)    National Collections file success rate 
(PRIMHD, NMDS, NNPAC and NBRS 
records) 

1 Average 96.9% Partially achieved 
2 Average 98.6% Achieved 
3 Average 98.2% Achieved 
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 92.6% Outstanding 
2 5,521 / 6,413 86.1% Achieved 
3 5,749 / 6,537 87.9% Achieved 
4    

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

1 27,790 / 82,052 33.9% Not Achieved  
2 28,460 / 82,786 34.4% Not Achieved 
3 48,310 / 74,129  65.2% Not Achieved 
4    

* These measures consist of data for the period December 2015 to February 2016 (extracted 07/04/ 2016) 
** National collections (Q3): NBRS 98.11%  NNPAC       97.01%  
    NMDS 99.37%  PRIMHD    98.28% 
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Focus Area 1:  National identity data 
 
New NHI registration in error (causing duplication) 

Fluctuating results continue each quarter (particularly noted as having achieved an 
outstanding result last quarter followed by partially achieved this quarter), which is both 
frustrating and disappointing.  We continue to liaise with the Ministry of Health in our 
efforts to sustain improvements, particularly with regard to receiving transcript logs so that 
we can communicate any duplicate errors with staff involved. There seems to be some hold 
up with receiving these the transcript logs from the MoH, which is hindering us from 
following up with ongoing targeted training in a timely manner.  We continue to maintain 
regular oversight of NHI registrations and implement ongoing remedial action wherever 
possible (including regular follow up with and training of staff). 
 
Focus Area 2:  National collections 

Timeliness of National Non-admitted Patient (NNPAC)  

Although there was a considerable improvement in the result for this period, albeit with 
around 8,000 fewer records submitted in the file load, the difference in loading complete 
NNPAC data and the service continues to be below expectations.   MidCentral DHB 
undertakes a once-only NNPAC batch submission after the final monthly results have been 
confirmed, to ensure completeness of data.  Currently our ability to do additional batches for 
the same month is limited by our submission tool.  We are replacing the tool as part of a data 
collection system refresh which comes online in 2016/17 so should be operational by quarter 
one.  We expect improvements in NNPAC timeliness to show from that period. 
 
Focus Area 3:  PRIMHD Data Quality 

a) File load success:  (98.28%) 13,583/13,821 – Target achieved 

b) Data quality audits and corrective actions (including Mental Health Act data) 
Date(s) of audit Corrective actions 

Ongoing The PRIMHD site coordinator (part time position) continues to undertake 
regular data quality checks.  Reconciliation between various data sets in 
different systems continues (including data checking of data provided by Te 
Pou and applying their extract criteria and calculation formulae to verify that 
PRIMHD extract is feeding the data correctly).  So far the figures do not vary 
significantly. 
 
File load success rate continues to be achieved. 
 

 

Output 

OP1 Mental health output delivery against plan 
Each DHB must monitor, evaluate and report on the delivery of Mental Health Services set out in its 
Annual Plan Production Plan (Expectation: +/- 5% variance of planned volumes) 
 
Template submitted as required.  Delivery of Mental Health Services against the annual 
production plan year to date is within the variance threshold, with the occupancy rate of 
acute bed days returning to expected levels this quarter.   
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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  

Provisional 
results (raw 
average score) 
February 

Number of 
respondents 

 MidCentral Weighted 
Average * (95% CI) 

New Zealand Average 

May  Aug Nov Feb May Aug Nov Feb 

Communication 8.2 180 8.3 8.1 8.6 8.1 8.4 8.4 8.3 8.2 
Partnership 8.5 171 8.5 8.1 8.7 8.5 8.5 8.4 8.4 8.4 
Coordination 8.3 168 8.2 7.9 8.8 8.1 8.4 8.4 8.4 8.3 
Physical and 
emotional needs 

8.6 171 8.7 8.4 8.9 8.5 8.7 8.7 8.6 8.6 

* 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. 

Surveys continue to be administered as required. Email addresses continue to be collected, 
although there have been very few collected so far and the survey remains predominantly 
paper-based managed in-house.  

The weighted average scores for the February survey were lower across all domains 
compared to the higher than average scores received in November, but all scores were about 
the same as the national average for this period.  The response rate for the February survey 
remained at a satisfactory level (45.5 percent) even though the external survey provider 
supplied an incorrect response due by date in the first instance.  The national response rate 
was 29 percent. 
 
 
DV5: Childhood Obesity Health Target Development 
The new childhood obesity health target will be part of the health targets programme from 1 July 
2016. Prior to becoming a health target measure from quarter 2 2015/16 DHBs will report  will report 
on the number of children who had a B4SC and were identified as obese (BMI ≥ 98th percentile) by 
deprivation and ethnicity. 
 

 

01 July to 31 December 2015 
 

Deprivation Ethnicity 
1 2 3 4 5 NS Total Maori Other Total 

Number of children who had a B4SC 
identified as obese* and were 
referred from the B4SC to a relevant 
service 

 2 1 3 4  10 2 8 10 

Number of children who had a B4SC 
identified as obese* and were 
already under care of a service 

 1   1  2 2  2 

Number of children who had a B4SC 
identified as obese* and the 
parent/caregiver declined the referral 

4 2 8 7 8  29 11 18 29 

Numerator: 4 5 9 10 13  41 15 26 41 
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Denominator: 

The number of children who had a 
B4SC and were identified as obese 
(BMI >98th percentile) 

6 13 24 27 39 1 110 49 61 110 

*classification of obese is a BMI >98th percentile 
* Data source:  MoH – B4SC data from 01 July to 31 December 2015 
 
Percentage of children who had a B4SC identified as obese and referred to a relevant service 
(includes referrals sent and acknowledged, declined, and already under care only, i.e. excludes referrals sent but 
not acknowledged) 

Ethnicity Maori Other Total 
MidCentral 31% 43% 37% 
National 24% 24% 24% 

 
Deprivation 1 2 3 4 5 
MidCentral 67% 38% 38% 37% 33% 
National 23% 23% 24% 22% 26% 

 
Data quality concerns  

MidCentral continues to be concerned by the inability to reconcile the data reported by the 
Ministry of Health and data extracted by the DHB’s B4SC administrator. Despite numerous 
conversations with Ministry staff (who have been extremely helpful), these issues were 
identified:   
• the number of children identified in the same period for "The number of children obese 

and referral declined" – MoH report identifies = 29 children whereas MidCentral’s data 
identifies 37   

• the only data that did match was the "under care" statistic 
• we do not currently have the BMI levels to record in the B4SC database that are above 

98% as a selection in the drop box range of options available to enable an accurate match 
with the target (greater than 98 percent).  

We reiterate our suggestion that to ensure consistency and quality of data, particularly when 
used as comparative information for public reporting, each DHB B4SC administrator staff 
must be trained to export the data using the same process or the data will be erroneous and 
make targeted action to address any shortfalls in performance expectations more difficult to 
undertake and subsequently verify.  
 
Local Activity underway and key local activity required to manage the new target 

MidCentral DHB has formed an “Obesity Health Target” group to drive the programme of 
work around the target.  The group meets monthly.  We are looking to utilise existing 
programmes and services (despite these being limited) as we have no new funding to support 
this programme of work.  We are looking to use Massey Psychology Service and our existing 
relationship with them to develop some training programmes around healthy BMI and 
managing the conversations with families. 
 
Potential issues to manage the new target 

• Apart from the Active Families contract, the DHB has no other “healthy families” pilot 
programmes or initiatives in our district 

• The current DHB financial position will not support new funding for this programme 
• Limited capacity for the Central PHO dietetics staff to manage a significant influx in 

referrals 
• Existing reluctance for families to even acknowledge the need for support is coming 

through from our experienced B4SC staff – the push back from parents appears to be 
increasing 
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• Risk to the uptake of the B4SC programme is real as the word gets around regarding the 
obesity target and the impact of the BMI and the subsequent conversations – these need 
to be dealt with very delicately (hence our desire for intensive training and support for 
staff).  This has significant ramifications for the whole B4SC programme and the larger 
benefits of the health checks before children start school may therefore be at risk as an 
unintended consequence 

 

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 
Qtr3 YTD Qtr3 YTD Qtr3 YTD 

Total number of B4 School Checks 
completed 

128 385 379 1,145 507 1,530 

Percentage of target population with 
B4 School checks completed 

25.6% 77% 24.7% 74.5% 24.9% 75% 

 
The quality focus this quarter has been the timeliness of the B4 School Check. Improvement 
is being seen as we try to see children earlier and as closer to the age of four as possible. 
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Electives Initiative and Ambulatory Initiative 
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.    
 
Quarter 3:  01 July – 31 March 2016 

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 

6,752.7 6,662.2 -90.5 98.7% Additional 2,355.3 
Total 
CWDs 9,016.0 

First Specialist 
Assessments (FSAs)  

Total 
FSAs   22,245 16,382 19,661 3,279 120.0% 

 Medical 8,286 6,090 7,976 1,886 131.0% 
 Surgical 13,959 10,292 11,685 1,393 113.5% 

Community Referred Tests* Total 34,854 25,673 37,126 11,453 144.6% 
Non Admitted Procedures Total   5,818 4,283 4,409 126 102.9% 

Grouped Procedures ** Total   3,387 2,496 2,219 -277 88.9% 

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

• Case weighted discharges are 1.3% (n.90.5 CWDs) behind plan year to date, but are 
within the threshold tolerance level. 

• First specialist assessments are well ahead of plan year to date – in both medical and 
surgical health service specialties. 

• The total volume of community referred tests delivered year to date has already 
exceeded the annual planned volume.  This has occurred in the community referred 
radiology and community referred cardiology tests; the remaining four areas are behind 
plan year to date. 

• Of the non admitted procedures, minor operations (ENT and General surgery) and 
urodynamics (n.630, 155.6% and n.54, 151.4% respectively) are ahead of planned volume 
of procedures year to date  

• Of the grouped procedures, the volume of colonoscopy procedures is well ahead of plan 
year to date (n.232, 135.4%); all others are behind plan. 

Elective Services Patient Flow Indicators (ESPI) status: 

ESPI 
January  February March 

Level Status 
% 

Improve 
Required 

Level Status 
% 

Improve 
Required 

Level Status 
% 

Improve 
Required 

1 23 100% 0 23 100% 0 23 100% 0 
2 221 4.5% -221 6 0.1% -6 60 1.4% -60 
3 8 0.1% -8 8 0.1% -8 8 0.1% -8 
5 140 8.8% -140 14 0.9% -14 30 1.7% -30 
6 3 3.8% -3 9 11.7% -9 12 15.6% -12 
8 487 99.8% 1 678 100% 0 860 99.9% 1 

Report Run Date: 16 May 2016 
 
Achieving target waiting times for volume of patients referred for an FSA and for those given 
a commitment to treatment remains a significant challenge on a month by month basis. 
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Well Child / Tamariki Ora services 
Provide quarterly reports of data based on the following table. 

For quarter ending March 2016 
Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers) 
Total number of enrolled children at end of quarter 1459 
Number of new babies enrolled during quarter 105 
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 783 
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)  

• Number of antenatal contacts 0 
• Number of face to face contacts 21 
• Number of telephone contacts 8 
• 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 155 
• Number of telephone contacts 67 
• Number of contacts in a group setting 0 

Number of Joint Additional contacts (JACs) delivered during quarter 2 
Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during 
quarter 

14 

Reports required for provider arm WCTO services (if applicable)     
Total number of enrolled children at end of quarter 11 
Number of new babies enrolled during quarter 1 
Number of clinical FTEs delivering the Service 0.2FTE 
Number of non-clinical FTEs delivering Services 0 
Number of core contacts delivered during quarter 8 
Number of Early Additional Contacts (EACs) delivered during quarter 

• Number of antenatal contacts 0 
• Number of face to face contacts 3 
• Number of telephone contacts 7 
• Number of contacts in a group setting 0 
• Number of face to face contacts 13 
• Number of telephone contacts 20 
• 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 

 
 
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.   
 
Template submitted as per reporting requirements. MidCentral has found issues with some 
of the data elements previously identified as being able to be provided in the initial 
Remediation Plan, either in quality/consistency or how it integrates with different data sets 
after we started testing and submitting to the Ministry.  The resolution of these issues will be 
an iterative process as MidCentral DHB works with the Ministry's Data Management Team 
to improve the quality of data submitted over the coming months. 
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Establishment of Green Prescription Initiative 
Number of adult referrals to the Adult Service and number children and families to the Active Families 
programme for the quarter by referral source, age group, gender and ethnicity.  Brief narrative on 
highlights and challenges for the quarter.  Referral total year to date against annual target.  The DHB 
will also be required to report annually as part of quarter four reports on their performance against the 
nine KPIs (outlined in Clause 2.4), and a description of how they will improve their performance in the 
KPIs that are not met. 

Summary report for quarter 3: 

Active Families programme 
Number of children referred this quarter:  41 

GRx Active Families (children) referrals year to date:  154  Annual target: 50 

Gender: Age of children: Ethnicity of children: Referral source: 
Male 24 Under 5 yrs 13 NZ European 15 Paediatrician 1 
Female 17 5 – 9 yrs 14 Maori 20 GP  8 
Not stated 0 10 – 14 yrs 8 Pacific 4 Practice Nurse 2 
 15+ yrs  3 Asian 1 Public Health Nurse 0 

 Indian 0 Dietician/Nutritionist 0 
Other  1 Self 22 
Unassigned 0 B4SC Coordinator 7 

   Other (Youth Social Workers) 0 
Comments:   

Exceeding annual target volumes.  The Active Families programme has commenced in 
Shannon, Feilding and Dannevirke with very good referrals and attendances at all three 
programmes. Shannon School plays host to Shannon Active Families, Dannevirke High 
School the Dannevirke Active Teens programme and Timona Park held the Feilding Active 
Families. A number of children also took part in Whanau Tri.  
Sport Manawatu is exploring different approaches to increase programme uptake in the 
Levin district with an emphasis on working with local Iwi to raise awareness of the 
programme and the benefits associated with the programme.   
 

Adult Services programme 
Number of referrals this quarter: 406 (Direct: 345 / Repeat: 61)  

Referrals year to date: 1,051  Annual target: 1,488 

Gender: Age of referrals: Ethnicity of referrals: People referred 
with diabetes:  

Male 121 0 – 29 yrs 53 NZ European 265 Type 1 8 
Female 285 30 – 49 yrs 128 Maori 102 Type 2 66 
Not stated 0 50 – 64 yrs 129 Pacific 8 Pre-diabetes 30 
 65+ yrs 96 Asian / Indian 7 Diabetes   

Not stated 0 Latin American 0 unspecified 
 African / Middle Eastern 1  

Other European / American 19 
 Other 4 
   
 

Not stated / Unassigned  
  

Comments: 

Attendance to weekly Green Prescription (GRx) classes has been consistent across the 
district. The GRx team continues to promote services in numerous community events and 
establishing relationships with stakeholders.  
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During the quarter, 94 participants graduated from the 10 week GRx programme and have 
identified sustainable exercise options to continue with. On average 127 participants attend 
weekly GRx community classes. Numerous participants have either joined or looking to join 
a gym and are involved in swimming, aqua aerobics, badminton, netball and Whanua Tri 
training. 

The GRx team is investigating the opportunity to support referrers by developing an online 
referral system. The team is holding discussions with Central PHO, and will make contact 
with other referrers in the region once there is a clear process identified. Currently referrals 
are received via script/fax and there are challenges regarding completeness and legibility of 
forms.  
 
 
Disability Support Services (DSS) Increase of Funding 
A performance monitoring return (PMR) is to be used for additional reporting on DSS 214, 215, 216 
and 217 and submitted each quarter. 
 
Template submitted as required.  
 
 
Boost Hospice Care Funding 
Certification that the DHB has met the service requirements as set out in clause 2.2. In the case that 
the DHB has not met the requirements set out in clause 2.2, an exception report is required  
 
The Boost Hospice Funding 2009 was provided to the Hospice as a contribution to cost 
pressures. Accordingly, we report that all monies received from the Ministry for this purpose 
have been passed on to the Hospice. No Additional services have been provided as a direct 
result of this funding at that time.  

Since this time however, additional services have been provided by the Hospice including 
additional social worker support and various clinical and part project roles to support service 
delivery.  

During the past three years the Hospice has after a lengthy collaborative process created a 
District wide strategic plan with implementation being finalised in the 2016/17 year.  The 
plan provides our district with good palliative care direction in the future and has significant 
support sector wide. 

The Hospice has continued to report on their volumes across their services and the DHB has 
recently audited the Hospice, whereby there were no corrective findings.  
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TO Hospital Advisory Committee 
Community & Public Health Advisory 
Committee    

FROM General Manager - Strategy, Planning 
and Performance 
General Manager – Clinical Services & 
Transformation 

  
DATE 23 May 2016   

  MEMORANDUM SUBJECT Renal Plan for MidCentral DHB 
 
 
1. PURPOSE 
 
The purpose of this report is to update the committees on the Renal Plan Project. No 
decision is required.  
 
2. SUMMARY 
 
The last six weeks have focused on continuing research, analysis of service and 
benchmarking information, short term capacity planning and work on future facility 
requirements. 
 
The final stage of the project will concentrate on completion of analysis and evaluation 
and write-up of the draft plan. 
 
 
3. RECOMMENDATION 
 
It is recommended: 
 
 that the report be received  
 
 
 
 
 
 
Craig Johnston Mike Grant 
General Manager General Manager 
Strategy, Planning and Performance  Clinical Services & Transformation 
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4. PROJECT UPDATE 
 
Project work since the last update to HAC/CPHAC has involved: 

• Continuing research and engagement with stakeholders 
• Analysis of local service and benchmarking information 
• Analysis of New Zealand Dialysis and Transplant Registry (ANZDATA) data 
• Short term capacity planning 
• Development of a draft incentre facility footprint 

 
4.1 Project governance 
 
Two additional consumers have joined the steering group to ensure adequate Māori and 
Whanganui representation. The steering group met on 10 May to review project 
progress. This included a presentation on service statistics and consideration of a paper 
outlining options to increase capacity for the short term. 
 
4.2 Statistics 
 
Diabetes is the most common cause of renal disease. Age standardised rates for Central 
PHO in the following graph show that ethnicities other than European have high and 
rising rates of diabetes, particularly Pacific. 
 

 
Source: Central PHO 

 
A combination of local data and ANZDATA has been used to understand the trends in 
dialysis and transplantation (renal replacement therapy, RRT). Latest ANZDATA is 
available to December 2014, however it does not provide a breakdown by DHB 
population. 
 
The incidence or number of new patients receiving RRT is rising for New Zealand. 
However this is not the case for the MidCentral Service as shown below. This is 
surprising given the changing demographics in the sub-region (more older people and 
Māori and Pacific) who tend to have higher rates of kidney disease. 
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Source: ANZDATA 

 
However, the prevalence or total number of people receiving RRT has risen. Between 
2005 and 2015 numbers for the MidCentral service rose from 169 to 215 or 27 per cent. 
This compares to 38 per cent for New Zealand. Increased survival is the reason that 
prevalence has risen for the MidCentral Health service (noting that incidence has not 
increased). The latest ANZDATA report showed that MidCentral Health had higher 
survival compared to New Zealand. The following two graphs illustrate the trends in 
growth by modality. The number of patients living with transplants has increased 
slightly, the major growth has been in facility haemodialysis. Total dialysis rose 
significantly between 2011 and 2012 but has showed slow growth since. 
 

  
Source: ANZDATA 

 
78 per cent of patients receiving dialysis reside in the MidCentral DHB area and 22 per 
cent in the Whanganui DHB area. It would be expected that a higher proportion would 
reside in Whanganui. However, over the 2014 and 2015 calendar years there were 
higher numbers of new patients starting dialysis from Whanganui and also from the 
Horowhenua district. Over half of all new patients came from these areas (26 per cent of 
the total from each). 
 
Ethnicity proportion for new patients was: 
Asian – 2% 
Pacific – 15% 
Māori – 26% 
Other (European) – 56%  
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Comparison of new patients with existing patients shows there are more Pacific and 
Other (European) new patients and less Māori.  
 
There are very few patients starting dialysis over 75 years (2 patients over 2014 & 2015 
or 4 per cent) however the proportion of total patients in February 2016 was 13 per 
cent, this latter statistic is related to patients aging as they remain in the service. 
 
4.3 Benchmarking 
 
There are 11 DHBs providing renal dialysis services across the country. Current 
statistics and other information was collected through requests to renal units. The 
graph below shows the location of dialysis (facility or home) by DHB. For New Zealand 
overall this was 52 per cent from a facility and 48 per cent from home. MidCentral’s 
split was 60/40.  
 

 
Source: DHB Renal Unit Managers 

 
Compared to the majority of DHBs, MidCentral had a relatively high proportion of 
facility dialysis. While the population being served by MidCentral has a higher 
proportion of Māori and Pacific and people over the age of 65 years compared to New 
Zealand, the graph shows that the variation in the location of dialysis cannot wholly be 
explained by demographic factors. Discussions with DHBs indicate that home dialysis 
rates are likely to be influenced more by the modalities available to patients and the 
approach taken to modality choice.  
 
The South Island DHBs offer very limited incentre dialysis which is mainly used for 
training and those needing interim support. A community programme of supported 
dialysis (10 patients for Southern and 9 patients for the Canterbury group) supplement 
their main approach of home dialysis. Other DHBs with high rates of home dialysis take 
a strong line with choice and patients do not receive incentre dialysis unless home 
dialysis proves to be impossible. 
 
The trend across the country is increasing facility dialysis and lower home dialysis but 
there is significant variation. DHBs with the highest proportions of Māori & Pacific 
reported the greatest increases in facility dialysis (Northland, Hawkes Bay and 
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Waikato). The exception was Counties Manukau where home dialysis has been growing 
at a faster rate than facility dialysis. 
 
Over one third (35 per cent) of all facility dialysis was delivered from a satellite facility, 
mostly in areas with large population catchments except for Northland which has two 
satellites. Canterbury is the only large service with no satellites and instead provides 
supported dialysis at home.  
 
4.4 Short term capacity issues and options 
 
For the long term, it is clear facility changes are required. The immediate capacity 
problems will require a quick fix, however it is important that the option chosen reflects 
as much as possible what we know about future service requirements and also fits with 
the Master Health Services Plan (2022). 
 
A paper outlining seven short-term options to manage capacity was prepared and 
discussed by the steering group at their May meeting. The options did not include 
shortening patient’s dialysis times as has occurred at other DHBs whilst waiting for 
alternative facilities. There are currently 87 patients having facility dialysis, catering for 
an additional 12 patients could provide sufficient capacity for the next 2 years if other 
strategies were also put in place now to reduce the rate of facility dialysis growth. These 
strategies would include: review of predialysis education and practices; increasing the 
focus on home training; and providing more support for patients.  
 
The options considered included two options utilising existing capacity (extended hours 
or opening on Sundays), three options making alterations to existing facilities and two 
options commencing services in other MidCentral districts (Levin and Dannevirke). 
Commencing a three chair service in the Horowhenua Health Centre was favoured due 
to the match with health need (high proportion of patients from this area), high patient 
acceptability, avoidance of further congestion in the incentre unit, facility suitability and 
low capital cost. Minimal alterations would be required. The service would be for stable 
patients and criteria would be required for patient selection and an acute pathway in 
place for unwell patients. The service would start with three patients and could build up 
to 12 patients over time.  
 
The other options such as extending incentre hours, opening on Sundays or making 
alterations could be kept as back-up options. 
 
4.5 Consumer feedback 
 
Consumer input has occurred via interviews, responses to the open letter sent to all 
renal service users, review of complaints and the results of a survey of Whanganui renal 
patients undertaken in 2014. 
 
Themes of problem areas include: 

• Travel from Whanganui, Dannevirke and Horowhenua. This takes the majority 
of the day with very early starts and patients described the experience as 
tiring/draining and having a big impact on their lives. Often the next day is spent 
recovering. 

• Dialysis at home 
o Low awareness of home dialysis and particularly peritoneal dialysis in the 

community, requires more promotion and emphasis. 
o More people would be dialysing at home if they had opportunity to spend 
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time with patients successfully home dialysing so they could get a better 
understanding of how dialysis might fit into their lives. 

o Some patients have found the renal unit a challenging environment with 
regular exposure to new clinically demanding situations. This doesn’t help 
people feel confident to train and dialyse at home. Others thought dialysis 
was the nurses job.  

o Insufficient support. Patients have had difficulty getting in contact with 
staff and there is no call system after hours, patients feel they don’t have 
enough back-up when dialysing at home. 

• Renal unit 
o Processes – dialysis schedule changed to inconvenient times or at short 

notice, patients arriving all at once, and issues with communication. 
o Facilities – space in the incentre unit grossly inadequate with privacy 

issues, constant juggle of equipment and no room for family/support 
people. The waiting area was a significant issue for people as there is none 
inside the unit. They have to wait outside the locked unit in the corridor.  

o White House – this was described as having a better atmosphere but there 
were similar criticisms about lack of space for dialysis, boxes stacked to 
the ceiling in the reception area, nowhere suitable to wait (a few chairs 
against a wall) and the place being locked. 

 
4.6 Facilities 
 
The terms of reference identified the unsatisfactory nature of the facilities. Current 
requirements for an incentre facility are being developed using the Australasian Health 
Facility Guidelines and information obtained from other DHBs.  
 
 
5. NEXT STEPS 
 
The following work is planned for the remainder of May and June:  
 

• Facility planning and costing 
• Analysis of service data 
• Evaluation of a proposed service model 
• Write-up of the report. 

 
The steering group will meet on 27 June to consider the draft report.  It will then be 
reviewed by the Executive Leadership Team before submission to HAC and CPHAC. 
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TO Community & Public Health Advisory 
Committee 
Hospital Advisory Committee  

FROM Stephanie Turner  
General Manager Māori Health & Disability 
Māori Health Directorate – Pae Ora 

DATE 25 May 2016 

SUBJECT 2015/16 MAORI  HEALTH PLAN ANNUAL PROGRESS REPORT 

1 PURPOSE 

This report updates the Committee on 2015/16Annual Māori Health Plan initiatives.  It 
includes an update of the National Indicators for Māori health and the planned 
initiatives within the primary health care, maternal, child and youth, mental health and 
addictions and health of older people portfolios.  This update is for information only. 

2 SUMMARY 

The 2015/16 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 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 Māori Health Plan are 
also coordinated with the work programmes of Central PHO, the District Management 
Groups and Regional Clinical Networks where applicable.  

The national priorities for Māori health include Data Quality, Access to care, Child 
health, Cardiovascular disease, Cancer, Smoking, Rheumatic Fever, Oral Health, Mental 
Health and Addictions, Sudden Unexpected Death of an Infant (SUDI) and 
Immunisation.  

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 2015/2016 
Annual Māori Health Plan.  

Some of the key Māori Health Plan achievements over the year include: 
• immunisation coverage targets for children are being consistently achieved
• more Maori are enrolled with the Central Primary Health Organisation (PHO)
• increasing numbers of Maori are being given brief advice and help to quit

smoking as well as having their risk assessed for cardiovascular disease
• lower than national rates for Maori being admitted to hospital for ambulatory

sensitive conditions

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

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

 
 
 
 
 
 
Stephanie Turner 
Director 
Maori Health and Disability
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4 HIGHLIGHTS 
 
4.1 Primary Health Care 
 
The Primary health care programmes that have been implemented over the 2015/16 
year seek to strengthen partnerships in health care delivery and further build the 
capacity and capability of general practice teams and integrated family health centres to 
be the health care home for patients and their whanau. Inclusive to this is the ongoing 
focus on building relationships, integration, referral pathways with Māori provider 
services and the Whanau Ora collectives/providers. Further to this is the requirement to 
build the cultural competence of primary care teams both through the cornerstone 
accreditation process and the development of an equity tool and cultural competency 
framework to build the cultural responsiveness of primary care teams. With the recent 
development of the Maori Health Directorate – Pae Ora the relationships between 
MidCentral DHB and the Whanau Ora collectives are strengthening alongside a 
developing relationship with the Maori Health Unit with CPHO. 
 
Te Tihi Whanau Ora Collective has continued to build on their strengths; they have 
focused on further developing their organisational capability, skills, and practice 
approach. Cementing Te Ara Whanau Ora as the whanau engagement process, and 
continuing with the development of  service enablers such as their website, and whanau 
engagement tools (whanau ora cards) ect. The professional development of the 
navigator service is being continually strengthened through scheduled training and 
cultural supervision sessions, team building days and the review and development of 
service provision. The newly formed Pae Ora Team is developing shared workforce 
development opportunities and referral pathways to further build opportunities for 
whanau to access services across the continuum of care.  The Whanau Ora Strategic 
Innovation Group (WOSIDG) continues to meet monthly with a number of excellent 
initiatives including a shared Family Violence initiative in partnership with the Police.  
 
4.2 Integrated Family Health Centres 
 
Integrated Family Health Centre (IFHC) development has continued to progress in 
Palmerston North, Feilding and Foxton.  The Kauri Health Group has begun the 
construction of their new IFHC in Featherston Street.  While the Feilding IFHC opened 
last month. Further conversations are being held in response to the findings of the 
community profile that was completed of the western communities of Palmerston North 
(Highbury, Takaro, West End).  The community of that area identified a number of key 
considerations that need to be factored in any development in that area. This will be an 
area of development in the 16/17 year.  
The various IFHC projects are having ripple effects across a number of services.  Of 
particular interest is the: 
• integration of specialised medical and nursing services 
• new models of pharmacist services that have a greater focus on the appropriate 
 use aspect of medicines management in sub populations and by individuals. 
 
Ensuring a Māori worldview, leadership and Māori health service development 
expertise is provided across IFHC developments will continue to be an ongoing focus for 
the Māori Directorate over 2016/17 in partnership with the Maori Health Unit CPHO. 
This focus is central to supporting IFHC’s to be responsive and relevant for Maori in 
accessing Primary Health assistance earlier thereby assisting to reduce acute 
presentations. 
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4.3 Central PHO/Alliance Leadership Teams 
 
Discussions around the development of the MALT (Māori Alliance Leadership Team) 
have commenced with the CPHO and Maori Providers. With the development of the 
Maori Directorate it is an important mechanism to actively support and integrate Maori 
leadership across the continuum of care.  It is envisaged that the MALT will further 
enable all iwi health providers, all Māori health providers and all whanau ora 
collectives/providers to come together regularly to discuss and share strategic ideas and 
approach for advancing Māori health gains across the district. 
 
 
5 NATIONAL INDICATORS FOR MAORI HEALTH 
 
5.1 Data Quality and Access to Care 

Performance indicator:  Percentage of Maori population 
enrolled with Central PHO.   
Target: 100% 

 
* NZ Statistics:  Medium projected population – 2013 Census 

base, 2015 Update 

Target achieved?  No.   

The estimated Māori population in our district 
represents about 20% of the total estimated 
population. 

As at January 2016, there were 28,198 eligible 
Maori enrolled with the PHO; an increase of 738 
people over the twelve months from January 2015 
although a small decline in the enrolment rate 
(83.8%) relative to January 2015.  Based on the 
medium projected population statistics, this 
represents 83.2% of the Maori population (2013 
Census base, 2015 update) and 18.2% of the total 
enrolled population as at January 2016. 

The non-Maori population enrolment rate 
remained the same over the twelve months to 
January 2016 at 91.3% (n. 126,980) although there 
were 966 more people enrolled. 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Work with Māori Health providers and Whanau Ora 
navigators to support increasing enrolment of Māori in 
PHO 
o 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. 

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

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

 
 

G 

 
Te Ara Whanau Ora is an integrated 
assessment plan that all Whanau Ora 
Providers utilise across the District. 
Enrolment with a GPT is a key element in 
the Te Ara Whanau Ora Plan 
 
Ongoing  
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5.2 Newborn Enrolment programme 

Performance indicator:  Percentage of children born in 
MidCentral’s district and enrolled on the National 
Immunisation Register (NIR) who have a General 
Practitioner 

Target:  ≥98% 

Target achieved?  Yes 

For children born between 01 May 
2014 and 30 April 2015  

Māori Total 

Number enrolled on the NIR 679 2,114 
Percentage of children on NIR 
registered with a General Practitioner 

97.8% 98.7% 

 
For children born between 01 May 
2015 and 30 April 2016  

Māori Total 

Number enrolled on the NIR 689 2,134 
Percentage of children on NIR 
registered with a General Practitioner 

98.1% 99.1% 
 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Embed the Newborn enrolment programme with all 
providers 
o Quarterly updates provided to Child Health/Tamariki 

Ora District Group 

 
 

B 

Completed establishment of reporting 
system; ongoing business. 

o Agreed actions to address identified areas for 
improvement implemented by agreed timeline 

o Work to ensure 100% compliance for GP enrolments 
(Code B compliance) by 30 June 2016 

o By 31 September 2015, establish reporting system to 
provide details of children attending Emergency 
Department who are not enrolled with a general 
practice 

o Work with these families to ensure they receive health 
services, including immunisation as required 

B Underway / ongoing 

o ED child attendance reports reviewed 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 

G As and when available.  All children 
presenting to ED without a GP who live 
within the district are followed up in order 
to support the family to enrol with a GP 
Team. 

 
 
5.3 Ethnicity data collection 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Monthly monitoring of ethnicity data collection, identifying 
practices where results are less than target and working 
with them to improve their processes 

 
G 

Central PHO Board and Clinical Board 
receive enrolment and utilisation data and 
information quarterly.  

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

 

 
G 

CPHO Maori enrolment was 28,198 as at 
January 2016. This equates to 97% 
enrolled. 
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o Central PHO to establish a staged three-year plan by 
December 2015 to improve data quality using 
appropriate aspects of the primary care ethnicity audit 
toolkit  (NB:  the implementation timeframe will be 
reconsidered as part of the 2016/17 annual planning 
process.) 

 
 

G 

 
CPHO enrolment for Maori has climbed 
steadily, with most of the growth being in 
Palmerston North and Horowhenua 

 

5.4 Ambulatory Sensitive Hospitalisations 

Performance indicator:  Ambulatory Sensitive 
Hospitalisation rates per 100,000 population for each 
age group (expressed as a percentage of the national 
all ethnicities rate) 
 
NB:  No targets were established for the 2015/16 year 
as the Ministry of Health was undergoing a review of 
the definition, methodology and use of ASH data for 
this indicator. 

Target achieved?  Not applicable 

ASH rate per 100,000 population aged 45- 64 years 

 
ASH rate per 100,000 population aged 0 – 4 years 

 

Revised data collection since July 2015 has been used for 
retrospective trend for period ending September 2015.  Data 
now only for 0 – 4 year old and 45 – 64 year old age groups.  
Source:  Ministry of Health 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Roll out the partnering with general practice 
programme 
o Two IFHCs implement Practice Development 

 
A 

Planning with Central PHO around the concept of a 
high trust agreement has been initiated.  What a 
high trust agreement is and how it will be 
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Plans by 30 June 2016 implemented has yet to be agreed.  Work is ongoing. 

Improve access to primary care services for children 
o 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 

B 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 

Gestational diabetes guidelines will be implemented 
o Commence implementation of the 

recommendations of the gestational diabetes 
mellitus national clinical guideline as from 1 July 
2015 and complete by 31 May 2016 

A 
 

Although slightly behind scheduled date, the 
Guideline establishment work continues 
working in conjunction with the Acting Clinical 
Director Women’s Health and the steering 
group for the Women’s health review.  This will 
ensure buy in and consistency across the 
sector.  This is work is expected to be 
completed by end of June 2016. 

Collaborative Clinical Pathways (CCPs) will support 
early diagnosis, streamlined referral pathways, 
interventions and good management 
o 10 further CCPs to be established by 30 June 2016 

with selection of pathways to include 
consideration of Māori health outcomes 

 
 
 

G 

Five Collaborative Clinical Pathways were published 
in Q3 2015/2016, these were: 
• COPD – Suspected 
• COPD – Stable Management 
• Sore Throat – Prevention of Rheumatic 
 Fever (3-35 years) 
• Advance Care Planning 
• Death: After Death Care and Legal 
 Requirements 
A further five Collaborative Clinical Pathways are due 
to be published in April 2016, these include: 
• Early Pregnancy 
• Post-Menopausal Bleeding 
• Heavy Menstrual Bleeding 
• Sub-fertility 
• Adult Rehydration 
An additional 23 Collaborative Clinical Pathways are 
due to be published in May-June 2016, these 
include: 
• 6 Cancer Pathways (Colorectal, Breast and 
 Gynaecology Cancer pathways) 
• 14 Contraception Pathways 
• 2 Frailty Pathways (identification and 
management) 
1 Acute Heart Failure Pathway 
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o Finalise a collaborative clinical pathway for skin 
lesions for the district 30 December 2015: 

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

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

R 

Behind schedule and re-scoped. A renewed 
draft Terms of Reference document has been 
completed. Key objectives of this ‘new’ project 
include: 
• Achieve and maintain agreed quality 

standards to ensure best practice, 
evidence-based care is provided 

• Primary care clinicians are well supported 
in the excision of skin lesions by secondary 
care clinicians 

• Increased number of skin lesion excisions in 
general practice 

• Reduction in referrals for minor skin lesions 
to secondary care/specialist care services 

• Decrease in hospital waiting times 
• Better working relationships between 

primary and secondary care clinicians 
The intention remains that the development of 
the skin lesions pathway will re-commence 
when the electronic referral system which 
supports the electronic submission of images 
from general practice team members to 
specialists has been implemented. 
It has been recommended that a Governance/ 
Steering Group be established to support this 
piece of work. 

Increase primary care response to acute care 
o Align district  nursing service to general practice 

teams and IFHCs to support primary health care 
acute care management by 30 June 2016, 
including consideration of improvements in 
access for Māori 

 
 

G 

Project Manager commenced January, project 
governance board established and project plan 
endorsed. The project plan has been 
broadened to encompass alignment of PHC 
nurses, with an initial focus on district nursing 
and GP Teams. Scope of District Nursing Service 
configuration across the DHB is underway, and 
a call for EOIs from co-design partners is 
complete. Selection being finalised, and is 
focused on ensuring a mix of rural and urban 
IFHCs and a Maori/ iwi provider with a 
population of high needs. It is envisaged co-
design will occur with four partners. 

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

 
 

A 

POAC provision extended to wider practices 
after completion of the co-design pilot of 2015. 
POAC provision increased into a further 3 
practices bringing participation to a total of 4 
IFHCs and 4 GPTs covering 57% of the MDHB 
population.  Extension to the Horowhenua 
remains an intent this financial year. 

o Two further POAC packages co-designed and 
aligned to collaborative care pathways by 30 June 
2016 

 
G 

Three additional pathways under development 
currently to include acute congestive heart 
failure, adult rehydration and paediatric 
gastroenteritis. All are on track for completion 
next quarter. 

Specialists support general practice with complex long 
term conditions management 
o By the end of June 2016 targeted case 

 
 
 

Case reviews (with GPs, practice nurses, 
CCN/LTCs) and provision of clinical advice = 82 
(NP) + 127 (CNS) = 209 
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management for people with complex long term 
conditions will occur, with 30% of clients being 
Māori 
- Number of peer review, case review, 

collaborative consults and clinical advice 
between primary and specialist services 
increases on quarterly basis 

 
 

A 

Collaborative clinics = 2 (NP) and 3 (CNS) + 37 
joint individual consultations ( not part of a 
clinic) = total of approximately 57 collaborative 
consults  
Peer review meetings (GPs) = 3 formally 
scheduled. 
Note in this quarter NP has 20 days annual 
leave and was providing Diabetes support to 
Whanganui 12 days. 
Note CNS was on a return to work programme 
mid-January to early March on limited duties. 

- Number of Māori accessing peer review, case 
review, collaborative consults and clinical 
advice between primary care and specialist 
services will be monitored on a quarterly basis 

 
 

G 

Ethnicity data is collected in relation to 
community child health services and more 
generally with respect to collaborative clinical 
consults (diabetes services). The data informs 
ongoing service design and development. 

- Clinical accountability guideline developed  by 
30 September 2015 

 
R 

No progress this quarter due to competing 
priorities 

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

 
 

G 

Specialist diabetes support currently provided 
in 13 practice locations.  
Nurse Practitioner - Diabetes temporarily 
seconded to support Wanganui diabetes team 
eight hours per week. 

Enrolled population risk stratification to enable 
services to be targeted to vulnerable groups 
o All General Practice teams/IFHCs undertake risk 

stratification of their enrolled population at least 
annually by 31 December 2015 
- Risk stratification tools implemented across all 

general practices from 1 October 2015 

 
G 

Risk stratification is being used to inform 
preventative care programmes and other IFHC 
service planning 

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

 
A 

IFHCs who make up approximately 75% of the 
enrolled population use the risk stratification 
for some preventative care planning. 
The use of this tool by smaller practices is 
spasmodic and is determined by the skill and 
time available of staff whereas IFHCs tend to 
have risk stratification as a dedicated task. 
Refinements are currently being made to the 
risk stratification tool to make it easier for both 
IFHCs and smaller practices to use 

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 Turbo Kidz project 

D Turbokidz project deferred due to DHB financial 
position; reconsidered for 2016/17 annual plan. 

o Work with IFHC to ensure better integration of 
HPV information between public health service 
and general practice teams 

G 2016 HPV consenting process was undertaken 
in February and March 2016.  All consent forms 
data has been entered into SBVS.  By April 30 
2016 PHS will generate a report for GP Teams 
indicating the Yr 8 students whose parental 
choice was “prefer GP” to ensure follow up. 
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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 

A Meeting planned with Feilding IFHC later in 
April 2016 to explore opportunities for 
alignment with PHS. 

Vulnerable children 
o 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: 

 
 

D 

Deferred due to DHB financial constraints 
impacting on this project – funding options 
under consideration. Will be rolled over to 
the 2016/17 MDHB annual plan. 

- Engage with the sector (primary and 
secondary, including other government agency 
partners) by 30 October 2015 

D 

- Business case developed by 31 January 2016 D 
- Develop implementation plan by 30 April 2016 D 
- Implement in accordance with timeline D 

o Embed Children's Team Tamariki te Tuatahi 
within the Horowhenua and Otaki community: 
- Implement the social worker/health broker 

model by 31 August 2015 

B Completed. Role in place commenced 15 June 
2015. 1.0FTE lead professional also in place for 
18/12 until 31 January 2017 

- 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 
and as required. 

- Through Children's Team governance group, 
monitor impact on MDHB services, ensuring 
capacity in place to meet demand - ongoing 

G Ongoing.  Issues are also highlighted to the DHB 
Portfolio Manager as they arise by the 
Children’s Team Director – this works well.  
Currently able to meet demand.  Can be 
challenging at times but offers an excellent 
opportunity to re-examine opportunities for 
service delivery closer to home for these 
families. 

Youth 
o 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 

 
D 

 
Unable to progress due to DHB financial 
constraints. This deliverable has been closed 

(Also refer to cardiovascular and oral health sections) 
 

5.5 Breast Feeding 

Performance indicator:  Percentage of Māori infants 
exclusively or fully breastfed at discharge from LMC 
and at three months; and, receiving breast milk at six 
months 
 
Targets by June 2016: 

• Exclusive or fully breastfed at Lead Maternity Carer 
(LMC) discharge (4-6 weeks):  75%  

• Exclusive or fully breastfed at 3 months:  60%  
• Receiving breast milk at 6 months:  65% 

Targets achieved?  No 

 Māori Total 
As reported at 
September 2013 2014 2015 2013 2014 2015 

Exclusive or 
fully breastfed 
at  discharge 
from LMC  

65% 68% 55% 67% 69% 61% 

Exclusive or 
fully breastfed 

44% 40% 40% 51% 53% 49% 
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at 3 months  
Receiving 
breast milk at 6 
months  

50% 46% 48% 57% 61% 58% 

Source:  As published by the Ministry of Health, “Indicators 
for the Well Child/Tamariki Ora Quality Improvement 
Framework” 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Increase breastfeeding rates within the district through 
partnership between general practice teams and lead 
maternity carers.  
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, and this will be 
based on Ministry of Health new service 
specifications and direction and ensure the model 
is responsive to Māori needs 
- RFP for suitable provider developed by 31 

September 2015 
- New contract in place by 31 December 2015 

B 
 
 
 
 
 

 
 
Completed.  

 
B 
 

 
 
 

 
 
Successful provider selected 

 

B 
 
New contract will commence 1 July 2016 

o Baby friendly accreditation status maintained for 
Palmerston North Hospital and Horowhenua 
Health Centre  

 
B 

Both services have BFHI Accreditation  

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

G 
Paruru Mowai is bedding in well, using quality 
improvement methodology to make improvements 
as required. 

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

The Maternity Quality & Safety programme 
Coordinator is working closely with the Womens 
Health Review Steering group to support 
improvements. 
 

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

G 
Progressing as planned 
 

o Develop collaborative clinical pathway for early 
pregnancy using map of medicine tool, by 30 
November 2015 

A 
Almost completed 
 
 

o Participate in regional breastfeeding initiative as 
from1 July 2015 

G 

A MDHB Breastfeeding Improvement Collective 
commenced in 2015 and has met four times. The 
collective includes the Pepi Haumaru coordinator, 
MQSP Coordinator, Midwifery Advisor, Well Child 
Providers, Lactation consultants- both DHB and 
private and consumers. The collective have 
commenced some projects, developed a Terms of 
Reference and have organised a Mama Aroha Talk 
Card training day. 
 

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 

This work is progressing well.  Increasing numbers of 
peer support workers are being trained through this 
initiative to enable a range of support networks for 
breast feeding mothers as required. 
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Increase birthing options for women in Palmerston 
North 
o Explore feasibility of a primary birthing unit in 

Palmerston North: 
- Business case developed by November 2015, 

incorporating financial viability, clinical 
governance, facility ownership and procurement 
options 

- Implementation plan developed by March 2016, 
with roll-out to commence as from April 2016 

- Undertake six-monthly post event audits 
throughout 

G 
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 

D 

D 

 
5.6 Cardiovascular Risk 

Performance indicators: 

a. Percentage of eligible enrolled population who have 
had their cardiovascular risk assessed  in the last five 
years 
Target: Māori and Total:  90% by June 2016 
 
b. Percentage of eligible Māori men enrolled in the PHO 
aged 35-44 years who have had their cardiovascular risk 
recorded within the past five years 
Target:  Māori men aged 35-44 years:  90%  
 

 
Targets achieved?  No 

 
Percentage of Māori men aged 35-44 years who have 
had their CVD risk assessed: 

Period ending MidCentral All DHBs 
Num Den % % 

December 2015 824 1339 61.5% 66.3% 
March 2016 853 1365 62.5% 68.1% 

 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
All general practices have an integrated long term 
conditions improvement plan inclusive of diabetes 
improvement plan 
o All general practices will have long term conditions 

plans in place by 30 June 2016  

G 

Long Term Condition Improvement Plans are being 
developed as a project of the DHB Long Term 
Condition District Group. 

o Pre-diabetes management activities are 
incorporated into general practice teams and 
IFHCs’ long term conditions plan by 30 June 2016 

G 

Pre-diabetes Working Party, also a subcommittee 
of the Long Term Condition (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. 

Increased management of moderate to advanced long 
term conditions in primary health care 
o Increase comprehensive self-assessments and care 

plans use 
- Central PHO promotes comprehensive self-

management assessment care planning tools 

G  
18 Enhanced Care Plus (EC+) Practices                                                       

13 General Practice Teams (GPTs) using Ma   
Health Comprehensive Health Assessmen   
EC+ or Community Clinical Nurse Long Te  
Condition referral)                                               

5 EC+ GPTs using paper based CHA                       
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to general practices by 31 September 2015 5 Houston/Profile practices - not Manage My Health 
aligned         

5 GPTs not yet using CHA and care planning tools   
 

- Alliance Leadership Team monitors general 
practice use of comprehensive self-
management assessment care planning tools, 
and follow up occurs with general practices on 
individual basis as required,  

G Central PHO Board and ALT receive quarterly 
reports on the uptake of the Comprehensive 
Health Assessment tool. 
In addition this reporting will be incorporated 
into the Practice Performance Report and 
Practice Plan.  
YTD to 31 March 2016: 1186 CHAs completed 
(824 [69%] by GPT). 

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

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

 
 
 
G 

Central PHO continues to actively advertise Living 
Healthy Life (LHL) programmes in the Weekly Mail 
out and via email to all Central PHO 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 LHL 
programme occur via Community Clinical Nurses 
(CCN), 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 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. Two courses were completed this 
quarter - Palmerston North and Levin.  

 
# participants 
commencing 
courses 

# participant  
completing f   
more session  

NZ Maori 4 3 
Pacific 0 0 
NZ European 17 13 
Other  1 1 
TOTAL 22 17 

 

- Alliance Leadership Team (ALT) monitors 
uptake of self-management courses on a six-
weekly basis, working with individual general 
practices as required 

 
G 

Central PHO Clinical Quality Team and the Stanford 
Coordinator monitor uptake of LHL across all 
IFHCs/GPTs. Aggregated data and exception 
reporting is provided to governance. 

Carry out health promotion activities 
o Central PHO to promote and focus support to 

engage whānau and Maori 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 

 
 

G 

 
Central PHO Maori Health Unit and Whānau 
Ora Providers continue to work in partnership 
with another successful Whānau Tri 
programme held in this last quarter  
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5.7 Cardiovascular Disease 

Performance indicators:   

a)  Percentage of high risk patients receiving an 
angiogram within 3 days of admission (Day of 
Admission being ‘0’) 
Target:  ≥70% 
 
b)  Percentage of patients presenting with acute 
coronary syndrome (ACS) who undergo coronary 
angiography that have completion of ANZACS QI 
ACS and Cath/PCI registry data collection within 
30 days 
Target:  ≥95% 

Targets achieved?  Yes 

 

 
Note:  Fluctuating rates for angiograms influenced by 
small numbers for Māori 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Maintain wait times for angiograms 
o High-risk patients referred for an angiogram 

receive this within 3 days of admission 

  

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 M   
By month 17/21 21/27 13/16 14/18 11/15 21/25 21/28 21/28 15/18    

(%) 81.0% 77.8% 81.3% 77.8% 73.3% 84% 75% 75% 83.3%    
For quarter 51 / 64 (79.7%) 46 / 58 (79.3%) 57 / 74 (77.0%)  

 

Implement the regional Accelerated Chest Pain 
Pathway  
o 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 plan finalised by 30 

B 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. 

0.0%
10.0%
20.0%
30.0%
40.0%
50.0%
60.0%
70.0%
80.0%
90.0%

100.0%

Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4

2013/14 2014/15 2015/16

Percentage of high risk patients receiving an 
angiogram within 3 days of admission to 

hospital

Maori Total Target
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September 2015 identifying roles and 
responsibilities 

- Implementation completed by 31 
December 2015 

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

Data monitoring 
o Registration data shall be reviewed by the 

service on a quarterly basis and actions put in 
place to identify any areas for improvement 

G Regularly undertaken – ongoing activity through 
Cardiology governance group. 

 

5.8 Breast Screening 

Performance indicator:  Percentage of eligible women 
aged 50 – 69 years who have had a mammogram in the 
last two years 
Target:  ≥70% 
 

Target achieved?  No 

Breast screening two-year coverage rate 
As at December 2015 Māori  Total 
Number of women screened 
in last two years 

1,630 16,592 

Eligible population 2,505 21,490 
Percentage screened 65.1% 77.2% 

 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Improve the breast screening rates within the district 
o Implement the outcome of the Support to Service 

review within agreed timelines 
  

 
G 

Currently sitting with the NSU following an RFP 
process. New contracts are expected in 
November 2016 

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

 
 

G 

Maori coverage is improving in MDHB region 
and once we address the reporting issues we 
will be able to show this, this is the result of 
ongoing health promotion, working closely 
with local Maori Providers and General 
Practice and the introduction of an annual 
mobile visit to Levin (use to be every two 
years). 
 

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

 
D 

Not progressed at this time due to the 
potential changes in contract formation  

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

B Now business as usual and integrated into the 
standard booking process  

o Undertake in February 2016 MDHB’s annual data 
matching process to identify unscreened and 
under-screened Māori women 

G Data match occurs annually in PN and then 
three months before the mobile unit visits.  
The data match schedule is up to date for 
MDHB and ongoing. 

PHO Performance Indicators 
o Regular review of the PHO clinical performance 

indicator for breast screening undertaken by the 
PHO Clinical Board, including consideration of 
Māori access rates, and remedial action agreed and 
implemented 

G Breasts Screening coverage rates are reported 
to the Central PHO Clinical Board six weekly.  
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5.9 Cervical Screening  

Performance indicator:  Percentage of eligible women 
aged 25-69 years who have received cervical screening 
services within the last three years 
Target:  ≥80% 
 
 

Target achieved?  No 

Cervical screening three-year coverage rate: 
As at March 2016 Māori  Total 
Number of women screened 
in last three years 

4,365 32,120 

Eligible population 6,979 42,408 
Percentage screened 62.5% 75.7% 

 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Improve cervical screening rates within the district 
o 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 

o Utilise local monthly cervical screening data to 
monitor general practice activity and provide 
support and follow-up where required (ongoing) 

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

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

o Implement the outcome of the Support to Service 
review within agreed timelines 

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

G - A Steering Group has been established and 
meets regularly to provide strategic leadership 
to improve coverage through activities in the 
current cervical screening action plan, 
including (but not limited to) monitoring 
coverage data, work to improve ethnicity data 
collection and screening recall for priority 
women in general practice, and supporting 
outreach screening services including clinics in 
high priority geographical areas.     

A - An RFP proposal has been submitted by an 
alliance of local service providers to the 
National Screening Unit (NSU) to support 
increasing screening coverage for priority 
women. The outcome of that RFP process is 
expected to be advised by NSU in July 2016 
with any approved funding to take effect from 
Nov 2016. 

A - Screening coverage targets for the total 
population and priority groups have not yet 
been achieved. The latest NSU data (to 31 
March 2016)  shows total population coverage 
is at 75.7% with significant inequities persisting 
for Māori (62.5%), Pacific (67.0%) and Asian 
women (62.5%) compared to NZ 
European/other women (80.3%). Of particular 
note, since February 2016 the ethnicity and 
domicile of a screened woman is obtained 
from the Ministry of Health’s National Health 
Index (NHI). Prior to this date, demographic 
information was obtained from the NCSP 
Register. Analysis of the impact of this change 
on data to the end of December 2015 shows 
that in the MidCentral district this results in a 
large reduction in coverage for Māori women 
(down 5% - the largest reduction seen 
nationally for Māori coverage), a slightly 
smaller reduction for Pacific women (down 
3.6%) and a slight increase in coverage for 
Asian women (up 2.0%) and for the total 
population (up 0.8%).  
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Improve colposcopy attendance rates 
o Monitor colposcopy attendance rates to reduce 

“did not attend” rates for Maori women to <15% 
by 30 June 2016   

 
A 

The colposcopy “did not attend” (DNA) rate for 
Māori women in April 2016 was 23.5%. This is 
a reduction on DNA rates for Māori women in 
the previous 4 months (since Dec 2015). 
Further work is being prioritised to build on 
these improvements in 2016/17.   

PHO Performance indicators – clinical 
o Regular review of the PHO clinical performance 

indicator for cervical screening undertaken by the 
PHO Clinical Board, including consideration of the 
following and remedial action agreed and 
implemented: 
- Māori access rates 
- pre-call and re-call rates 

o Continue to improve cervical screening options and 
access for women 

o Continue to promote cervical screening to Maori 
women through local promotional initiatives 

 
 

G 

Cervical Screening coverage rates are reported 
to the Central PHO Clinical Board six weekly. 
Central PHO reporting functions have been 
developed in response to changes to the 
national reporting of cervical screening data. 
These reports are being tested for accuracy. 
We are currently unable to report pre-call and 
re-call rates. 
 
The Central PHO Cervical Screening 
Coordinator and Māori Health Team continue 
to work actively to increase coverage rates for 
Māori women  including promotion at hui and 
other community events. 
Central PHO is an active participant in the 
Cervical Screening Steering Group. 

 

5.10 Smoking  

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

Target achieved?  No 

Percentage of mothers who re smokefree at two 
weeks post natal, 01 July – 31 December 2014 

 Māori  Total  
MidCentral 60% 76% 
All DHBs 59% 80% 

Source:  WCTO Quality Improvement Indicators, published 
September 2015 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Decrease the number of smokers in our district 
o 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 
compliance to smoking cessation champions 
and professional leaders 

 
 
 

G 

 
 
Targets consistently maintained. Target rates 
for Maori contine to be met with notable high 
prevalence 35% for Maori 16% for total 
hospitalised population. MidCentral continues 
to monitor on a weekly and monthly basis at 
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an individual service level and whole of 
hospital. 

o Further implement the MidCentral DHB Tobacco 
Control Plan 2015-18 
- Matanga work clinically within four general 

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

G 

12 general practice teams across MDHB have a 
Matanga positioned in their clinic a minimum of 4 
hours or maximum 16 hours per week.  These 
general practices are those with highest Maori and 
PI smoking patient numbers.  Matanga placed in 
general practice clinics are phoning Maori 'missing 
patients' to identify smoking status, BA & referral 
into service. 

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

G 

Smokerlyzer project - TOAM delivering smokerlyzers 
to midwifery practices and maternity services. 
Teaching midwives how to use smokerlyzer and its 
purpose. Supporting them and ensuring they have 
resources available.  

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

G 

National barriers remain to the use of NRT starter 
packs, precluding their use with primary health 
providers. 
However, all MidCentral community pharmacy 
teams are enabled to provide brief advice, to 
initiate NRT in the pharmacy, and to refer to Te Ohu 
Auahi Mutunga cessation support service 

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

Initial contact has been made with the Manawatu 
Mutlicultural Centre in an effort to link with refugee 
communities.  Efforts are ongoing. 

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

B 
Sponsorship of the Manawatu Turbos continues. 

o Support Maori women during pregnancy and post-
natally to be smoke-free 
- LMCs will work with women, general practice 

teams, well-child providers/tamariki ora to 
support access to smoking cessation 
opportunities (ongoing). 

- Support use of smokelyzers as per initiative 
above. 

- MDHB LMCs to provide information on all 
cessation service options, and alternative 
methods to support women to quit eg 
acupuncture, antenatal Maori worldview 
programmes that emphasize whakapapa 
continuum; pepi to adulthood and the links to 
health and wellbeing in adulthood (ongoing). 

 
A 

Up until the last quarter March 16 rates for 
offering Brie Advice and help to quit smoking 
for pregnant Maori women were achieved. 
This last quarter saw 89.2% of 65 pregnant 
women seen by LMCs offered advice and 
support to quit. For Maori pregnant women 
82.1% of 28 Maori women who identified as 
smokers were offered Brief Advice to quit.  
Of note is the fixed term contract between the 
MOH and Te Whakahuia for the Matanga 
Midwife has ceased in the last quarter.  

 
5.11 Immunisation  

Performance indicator:  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% 
 
 

Target achieved?  No 
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Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Maintain immunisation coverage rates with oversight of 
the DHB’s immunisation plan by the Immunisation 
Stakeholder Group 
o Regular reports provided to MDHB’s immunisation 

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

 
G 

Immunisation rates for Māori have been 
consistently around 94%.  For the 12 months 
ending May 2016, 750 of 800 (93.8%) eligible 
Māori infants had had their full course of 
immunisations by their 8 month old milestone 
age. 

 

Performance indicator:  Percentage of the eligible 
enrolled population immunised against seasonal 
influenza (aged 65 plus) 
Target:  ≥75% 
 

Target achieved?  No 

As at September 2015: Māori – 64.0% 
   Total – 70.6% 
949 (64%) of 1482 Māori aged 65 plus years were 
recorded as having had their influenza vaccination as 
at end September 2015; slightly less than the 
percentage recorded for December 2014 (67.8%) 
Current influenza season not yet complete 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
PHO Performance Indicator 
o Regular review of the PHO clinical performance 

indicator for influenza vaccinations undertaken by 
the PHO Clinical Board, and remedial action agreed 
and implemented 

o Encourage general practices to recall enrolled 
patients aged 65+ for their annual influenza 
immunisation 

o Carry out an annual influenza promotional 
campaign using national material 

o Implement the Immunisation Plan 2015/16 in 
accordance with stated timelines 

o All Iwi/Māori providers continue to provide 
immunisation services to their kaumatua and at risk 
clients 

o Immunisation rates for age residential care staff 
are increased during the 2015 immunisation round 

o Plans are put in place for home based support 
service clients and staff to be a target group for the 
2016 immunisation programme 

 
 

G 

Oversight by Immunisation Stakeholder Group 
continues consistently as business as usual  
 
Annual Influenza campaign has commenced  
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5.12 Rheumatic Fever 

Performance indicator:  Number and rate of people 
hospitalised for acute rheumatic fever (per 100,000 
DHB population) 
Target: <1.0 per 100,000  (2 cases) 
 

Target achieved?  Yes 

The total number of new ARF hospitalisations in the 
MDHB area during the 2015/2016 year to date is one 
(population rate approximately 0.6/100,000) 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Implement the DHB’s Rheumatic Fever Prevention Plan 
o Review and update the Rheumatic Fever 

Prevention Plan by 31 October 2015, ensuring 
Iwi/Māori providers and Whānau Ora projects are 
engaged 

 
 
B 

 
 
Completed on track 

 
5.13 Oral Health  

Performance indicator:  Percentage of pre-school 
children (aged 0-4 years) enrolled with the community 
oral health service  
Target: 95% 

 

Target achieved?  No 

 
3,604 of  3,940 estimated population of Māori children 
aged 0 – 4 years were enrolled with the community 
oral health service – the same rate and similar number 
(small increase of 26) as in the previous year.  

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Work with IFHCS and well child/Tamariki Ora providers 

to identify opportunities for increasing access to/use 
of service by 31 July 2015 

 
 
 

G 

Enrolment of children aged 0 - 4 years has 
increased from 93 percent in 2014 to 99.8 
percent of an estimated population of 11,220 
eligible children in 2015.   This improvement 
has been largely attributed to the newborn 
enrolment programme and efforts to see 
children at a young age, particularly with Maori 
and Pacific newborns being seen by 5 - 6 
months of age. Although the enrolment rate for 
Maori children was below target at 91.5 
percent and was the same as in 2014, the 
increase in the estimated population for the 
2015 year was greater than the increase in the 
number of children enrolled. 

Using the "plan, do, study, act" methodology, 
implement at least one initiative per quarter over the 
next 12 months 

 
 
 
 

G 

Initiatives to improve the caries free rates 
include developing a business case for approval 
to implement a comprehensive fluoride 
application programme (in line with the DHB’s 
position statement on fluoridation of water 
supplies) and an initial pilot scheme with a 
particular focus on high risk Maori and Pacific 
preschool children.  The Annual Plan and Maori 
Health Plan for 2016/17 have this as an area of 
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focus for improvement actions. 

Monitor access and utilization levels on quarterly basis 
Implement “Titanium”, and electronic dental record 

 
 
 
 

A 

Addressing the rate of arrears will be assisted 
by implementation of the electronic clinical 
information system for the oral health service, 
which is scheduled for the 2016 year.  Not only 
will this enable more accurate, complete and 
on-time data collection at an event level, it will 
also enable a reporting system with current 
information on the oral health status, risk 
identification, examination timeframes, recall 
activities and arrears management for all 
children enrolled with and seen by the service. 

 
5.14 Mental Health  

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

No target 

12 months to 30 June 2013 (baseline year) 
Māori:  150 per 100,000 population (48 people) 
Non-Māori:  78 per 100,000 population (107 people) 

12 months to September 2015: 
Section 29 
CTOs 

MidCentral All DHBs 
Maori Non 

Māori  
Maori Non 

Māori  
Number 48 93 2,120 3,880 
Rate per 
100,000 

143 67 294 100 

MidCentral’s rate for Māori is about half that of the 
rate for Māori across all DHBs. 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Reduce the rate of Māori on the MHA sec29 CTOs 
relative to other ethnicities 
o Identify the factors driving the rate for Māori under 

compulsory treatment 

A This KPI project has had a delay caused by the 
changes related to the external mental health 
review and restructuring 

o Establish baseline data by September 2015 G Baseline levels of actual utilisation have been 
monitored and reported through the DAMHS 
office 

o 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 2016 

A A clinical review process of all Maori clients in 
Oranga Hinengaro under the Mental Health 
Act, and in other services has been established 
in order to identify factors which influence 
higher levels of utilisation of the MH Act 
Key factors that have been identified to date 
include rurality, and lack of access to services in 
rural areas. Further work is required to fully 
implement the prevention approach 

o Identify strategies to reduce reliance on utilising 
the MH Act June 2016  

A Key strategies are focusing on utilisation of the 
assessment stages of the MHAct where the 
process does not go on to proceed to become 
an Order under Compulsory Treatment  

o Implement the identified strategies by June 2016 A Implementation is part of the focus for the first 
quarter of 2016/17 
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5.15 Sudden Unexpected Death in Infancy (SUDI) 

Performance indicators:   

a)  SUDI deaths per 1,000 live births 
Target:   0.5 or less per 1,000 live births 

b)  Percentage of caregivers provided with SUDI 
prevention information at Well Child Tamariki Ora Core 
Contact 1 
Target:  100% 

Targets achieved?  No 

Five Year Annualised Average Rate of Sudden 
Unexpected Death in Infancy, Māori, non-Māori and 
Total Population, 2010-2014 

 Maori Non Maori Total 
Number 7 - 7 
Rate 1.68 - 0.63 

Note: No number or rate is given where there are less than 
three events.  Source:  Ministry of Health 

Reduced number and rate per 1,000 live births relative 
to the 2005-2009 period (2.34/1,000, n.10) for Māori 
in our district. 

SUDI information at Core Contact 1, 2014:   
 Maori Non Maori Total 
MidCentral 50.2% 72.3% 65.7% 
All DHBs 48.0% 62.6% 59.5% 

Source:  Ministry of Health  

Although MidCentral’s rates are better than those 
reported for all DHBs in 2014, they are still lower than 
expected for all ethnicities. 

Project initiatives / Action Milestones Status Progress as at 31 May 2016 
Implement SUDI 2015/16 work programme: 
o Upskilling of general practice teams and LMCs, 

ensuring they are equipped with best practice 
guidelines and resources 

 
G 

 
Progressing as planned  

o Iwi/Iwi providers are engaged in their own SUDI 
prevention work, tailoring this to the needs of 
their people, supported by the Pepi Haumaru Co-
ordinator 

 
 

G 

 
Progressing as planned  

o Undertake community awareness campaign in 
specific locations, such as Kohanga Reo, teen 
parent units, about safe sleeping messages, 
shaken baby prevention and smoke free 
environment for babies 

 
 

G 

 
Progressing as planned  

o Maternal services continue to provide the Pepi-
Haumaru Keeping Baby Safe education material to 
all mothers and whanau in the hospital and 
community- settings 

 
G 

 
Ongoing  

o Children’s services continue to provide the Pepi-
Haumaru Keeping Baby Safe education material to 
mothers of babies of less than one year of age and 
whanau in the hospital and community settings 

 
G 

 
Ongoing  

o Pepi Haumaru Co-ordinator  will be involved in the 
regional well child improvement programme 

- regional well child improvement programme 
established by 31 September 2015, including 
specific MidCentral DHB initiatives 

 
B 

 
Completed and ongoing  
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- regional well child improvement programme 
rolled out in accordance with timelines, and 
monitoring to occur via quarterly reviews by the 
regional steering group 

 
G 

 
Completed and ongoing  

o Increase provision of SUDI information at core 
contacts 1-3 to 80% by 30 June 2016  

 
G 

1 March – 31 March 2016 quarter: 
Core 1 = 76% 
Core 2 = 81% 
Core 3 = 78% 

o Child Health/Tamariki Ora District Group oversees 
implementation of SUDI plan 

G Completed and Ongoing  

Mothers-to-be encouraged to enrol with Lead 
Maternity Carer 
o 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 

 
 

G 

The MQ&SP steering group continues to 
support the rollout of the 5 in 10 programme 
across the district.  This programme supports 
the 5 things to do within the first 10 weeks of 
pregnancy. 

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

 
D 

This data is not available.  The number of 
women who commence and attend pregnancy, 
parenting and education courses across the 
district will be available from 1 July 2016 once a 
sole provider is in place delivering on this 
contract. 

(Also refer to Newborn enrolment programme and Smoking – tobacco plan sections)  
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TO Community and Public Health 
Advisory Committee 

 

 
   

FROM General Manager 
Strategy, Planning & Performance  

 

   
DATE 20 May 2016   Memorandum    

SUBJECT STRATEGY, PLANNING & 
PERFORMANCE OPERATING 
REPORT 

  

 
1. PURPOSE 
 
This report provides an update on recent activities of the Strategy, Planning, and 
Performance team.  It is for information and discussion, no decision is required. 
 
 
2. SUMMARY 
 
The Health of Older Persons portfolio reports on an impressive provider audit report 
and on activities of two District Groups. 
 
Current activity of Pae Ora – Māori Health Directorate is summarised, including the 
development of a Maori Quality Strategy and a Workforce Development Strategy. 
 
The Mental Health and Addictions portfolio summarises the significant work 
underway to develop a Population Outcomes Framework.   
 
The Primary Care portfolio reports on outcomes from the Fit Whānau Triathlon 
programme and the current unique initiative that uses community pharmacy teams 
to boost smoking cessation rates. 
 
The Child and Youth Health portfolio provides a summary of the background and 
current work on the child obesity target and an update on the future of the 
Horowhenua Social Sector Trial. 
 
Information on an Annual Plan initiative is not reported due the inclusion of an 
Annual Plan Update separately on the Committee’s agenda. 
 
 
3. RECOMMENDATION 
 
It is recommended: 
 
  that this report be received 
 
 
 
Craig Johnston 
General Manager,  
Strategy, Planning & Performance 
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4. LOCAL MATTERS 
 
4.1 Health of Older Person 
 
4.1.1 Audit Results 
 
This month a pleasing result has been achieved by one of the local Home and 
Community Support Providers.  Lavender Blue has received a perfect audit result 
with no findings and no corrective actions required.  
 
Home and Community Support Providers are required to be certified that they 
comply with the 2012:8158 standards.  All six MidCentral contracted providers 
received this certification in 2013 and the next round of audits is currently underway.  
It is unusual in this district to have no findings, this provider is to be commended for 
their commitment to providing a quality service. 
 
4.1.2 District Groups 
 
The Older Persons District Group continues with current work plan initiatives which 
include dementia, advanced care planning and health of older persons teams. 
 
The Palliative Care District Group work plan includes support for the Arohanui  
Hospice aged residential care initiative around development of a quality framework 
for palliative care.  This initiative is predicated on the 2005 palliative care 
partnership work between Hospice and certain General practice teams which has 
provided a stable platform to support the quality framework. 
 
Ministry of Health funding secured last year enabled the sector to work together in 
developing stronger linkages and solutions for end of life care support.  Recruitment 
is underway to fill the necessary positions for the initiative. 
 
4.1.3 Other Activities 
 
Two other activities reported this month include: 

• a dementia workshop with Whanganui and MidCentral DHB staff looking at 
dementia friendly communities alongside ‘Third Sector’ organisations, and, 

•  finalising annual plan and regional service plan initiatives for the 2016/17 
year. 

 
4.2 Pae Ora - Maori Health 
 
4.2.1 Pae Ora Team Implementation  
 
Recruitment to the Pae Ora Team – Maori Directorate is now complete with 
appointments to the Tikanga Cultural Competency Facilitator positions.  In 
collaboration with the Public Health Unit we have seconded 0.4 FTE to sit as a part 
of the Pae Ora - Maori Directorate Tikanga Cultural Competency Facilitator aspect of 
the team.  Two individuals are involved in this important aspect of Maori Health.  A 
formal Powhiri for these positions will be held on 13 June 2016.  
 
4.2.2 Maori Health Plan 2016/17 
 
Feedback was received from the Ministry of Health on the Maori Health Plan 
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2016/17.  The feedback was generally positive with some minor technical 
adjustments and some further work in regards to initiatives which actively challenge 
the equity gaps in MDHB.  These amendments and further work are being 
undertaken in partnership with the Manager DHB Planning and Accountability to 
ensure alignment and integration with the MDHB Annual Plan 2016/17. 
 
4.2.3 Key Developments  
 
A Maori Quality Strategy and Workforce Development Strategy are currently in draft 
form.  These key strategies provide a framework and basis of the Pae Ora – Maori 
Directorate Work plans for 2016/17.  They complement and integrate the Quality 
Plan and Workforce objectives and seek to lift the responsiveness and skills of MDHB 
staff in relation to Maori whanau across the district. 
 
These strategies will remain in draft until the strategic imperatives work is finalised 
to ensure that the focus, activities, and measures actively contribute to the strategic 
imperatives of MDHB. 
 
Pae Ora – Maori Directorate continues to work in partnership with the Maori Health 
Unit at Central PHO on shared initiatives to further the achievement of positive 
health gains for Maori across the continuum of health and disability services.  These 
are primarily focused on the development of an equity tool for use across services 
and the improvement in ethnicity data collection. 
 
The Pae Ora – Maori Directorate had a key role in supporting the recent Mental 
Health Service Workshop.  This workshop was significant from a Maori health 
planning perspective with a range of external stakeholders and mental health sector 
providers being present.  Outcomes from this workshop will actively contribute to 
improving the experience of Maori whanau accessing mental health and addiction 
services. 
 
4.3 Mental Health and Addictions  
 
4.3.1 Population Outcomes Framework development 
 
A co-design workshop was held in March at Caccia Birch in Palmerston North.   
Co-designers included community members, consumers, providers and DHB 
personnel who sought to develop population level outcomes and what this may look 
like across the age continuum.   
 
Subsequently a second workshop was held specifically with the MASH Trust mental 
health and addictions team.  This second workshop with one provider signals the 
emerging MDHB approach of commissioning services using an outcomes-based 
framework. 
 
Overall, the two workshops covered the following population and sub population 
groups: 

• Children under 10 years with experience of mental health and addictions; 
• Māori whānau with experience of mental health and addictions; 
• Youth/Rangatahi; 
• Adults/Kaumatua; 
• All People. 
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This framework aspires to achieve whole of population wellbeing at a district level.  It 
sets the scene for services to be purchased which will contribute to achieving these 
macro outcomes.   
 
A mission statement drafted at the co design workshop: 
 
All people living with, or who have experienced mental health and addiction in the 
MidCentral District are: 

• Culturally secure; 
• Connected and resilient; 
• Valued and healthy. 

 
This approach aims to develop a deeper understanding of how systematic, targeted 
care is beneficial for defined populations of people with mental distress and/or 
addiction problems plus the wider community.  The rationale is that improved client 
outcomes contribute to the population level outcome.  
 
Work continues over the next two months to negotiate and finalise the population 
and client outcome measures with the provider (MASH Trust) for their new contract.  
Additionally, more socialising of this cooperative planning towards improving the 
care of such defined populations and turning the curve up or down, is required across 
the providers’ clinicians and mental health and addiction continuum of care.   
 
Discussion is underway with Sector Services, Ministry of Health to shift from a 
HealthPac contract to an Outcomes Agreement (MBIE contracting framework).  The 
wider objective, from a planning perspective is to implement this framework across 
MDHB NGO Mental Health Addiction service providers. 
 
4.4 Primary Health 
 
4.4.1 Fit Whānau Triathlon Final Report 
 
Sport Manawatu has provided the final report on the Whānau Triathlon programme, 
a summary report on which was provided to the Committee at its last meeting. 
 
The programme involves participants registering for a series of weekly information 
and activity session over 10 weeks leading up to the event itself, which was held on 
March 20th.  The programme targets Māori and Pacific Island people with chronic 
illnesses, or who are at risk of developing a long term health condition.  Registered 
participants undergo a small amount of clinical testing during the 10 week 
programme. 
 
While the programme is aimed at Māori and Pacific Island whānau, it is open to 
anyone and has a focus on getting those that are not active to undertake some regular 
activity. 
 
The programme is delivered at various places across the MidCentral district – Levin, 
Feilding, Palmerston North, and Dannevirke, utilising local facilities.  It also links 
with local sporting and activities expertise, including professional triathletes, to teach 
programme participants simple water and cycling skills, and the physical, mental, 
and emotional ins and outs of the sport of triathlon.  Participants are well prepared, 
but still anxious prior to the event. 
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The triathlon itself is a low key, fun event without elite athletes and/or high level 
competition.  That said, many participants are very self-motivated to complete the 
event, or better previous times. 
 
Highlights of the programme and event include: 

• A total of 780 participants in the event, of which 244 registered to do the 10 
week training programme (against a target of 190).  Of those 244, 234 had not 
participated in the programme before and 210 completed 8 or more weeks of 
the programme; 

• 125 children under the age of 8 years completed the Tamariki Tri; 
• 57% of programme participants identified as being of Māori or Pacific Island 

descent; 
• Pre-existing conditions in programme participants included being obese or 

overweight (29%), having asthma (16%), having high blood pressure (7%), and 
having diabetes (7%); 

• 98% of programme participants surveyed reporting being more physically 
active than before the programme, and 96% indicated that they planned to 
participate in other events following the 2016 Whānau Tri; 

• An average of 4.55kg was lost across programme participants; 
• Programme participant BMI reduced by 1.5kg/m2 on average; 
• The average programme participant heart rate at the end of the programme 

was 9 beats per minute (bpm) less than at the start, reducing from an average 
of 93bpm to 84bpm; 

• The average programme participant blood pressure at the end of the 
programme was lower than at the start, reducing from an average of 144/95 to 
140/86. 

 
A number of participants reported getting involved to support family members who 
had decided to become more active.  This event is relatively unique in this regard, 
relying on promotion via friends, family, and communities, with good results. 
 
An understated aim of the Whānau Tri is to maintain activity levels of people who 
have become active as a result of the programme.  To that end, Sport Manawatu runs 
a Whānau Tri Club that includes past participants, and does its best to connect 
participants with future events, such as the various events within the Waitarere Great 
Forest Run. 
 
In conclusion, the Fit Whānau Triathlon continues to be a unique activity that relies 
on MidCentral DHB support.  The event is growing in stature and producing some 
very good short term results, and has an increasing focus on how to transform short 
term gains into long term beneficial health outcomes. 
 
4.4.2 Smoking Brief Advice and Cessation Support in Community Pharmacies 
 
As part of the 2015 variation to the national Community Pharmacy Services 
Agreement (CPSA), DHBs agreed to commit one-off funding of $750k nationally to 
pharmacies to be used for patient-centric initiatives.  Such initiatives were to be 
agreed with DHBs and implemented by June 30th 2016. 
 
MidCentral DHB’s population-based spend of the national CPSA commitment was 
approximately $30,000 and management worked with the MidCentral Community 
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Pharmacy Group (MCPG) to agree how this money would be spent.  The DHB was 
keen for any initiative to add value to primary health care and promote integration of 
pharmacy within the wider primary care sector. 
 
Consequently, the initiative for this district agreed with MCPG was the provision in 
community pharmacies of: 

• Brief advice for smokers to quit, on behalf and as an extension of general 
practice teams; 

• Initiation of nicotine replacement therapy (NRT) in the pharmacy, because 
feedback from TOAM indicates that many people accessing NRT don’t start 
using it, and; 

• Referral to Te Ohu Auahi Mutunga (TOAM), the MidCentral smoking 
cessation support provider, for ongoing cessation support, which increases the 
chances of quitting 5-fold. 

 
Implementation involved a small project team with members from MCPG, TOAM, 
Central PHO, and MidCentral Public Health Unit working together to develop the 
service to meet patient and stakeholder need, including creating documentation, 
developing web-based referral systems, and planning and providing training for 
pharmacy team members. 
 
The project team provided training to approximately 100 staff from all 31 MidCentral 
community pharmacies in late April/early May, with service provision starting on 
May 1st, to coincide with the beginning of World Smokefree month. 
 
The project includes the requirement (where at all possible) that the patient’s general 
practice is notified (with the patient’s permission) of the brief advice provided in a 
community pharmacy so that general practice records are maintained and pharmacy 
team activity against health targets is recorded.  In a small number of pharmacies, 
this data is entered directly into the patient record via a MedTech portal located in 
the pharmacy. 
 
Project stats for the initial project period from May 1st to May 18th (which includes 
thirteen weekdays and five weekend days) are that 23 of 31 pharmacies had provided 
the service to 152 smokers, including 40 Māori and one pregnant woman.  Of these 
152 people, 129 were started on NRT and 125 were referred to TOAM, which 
compares very well with historical referral patterns from other providers (see Table 
below). 
 
Sources of Referrals to TOAM 

Referred By 
Number of Referrals 

January to December 2015 
(12 months) 

Number of Referrals 
January to March 2016 

(3 months) 
General practice/primary care 828 208 
Hospital services 1085 257 
Midwife 145 20 

Other 93 11 
Other community services 62 15 
Other healthcare providers 156 13 
Pharmacy 21 14 
Self 228 79 
Community pharmacy project referrals from May 1st to 18th, 2016 = 125 

214



 
This project differs from pharmacy smoking cessation services provided in other 
DHBs, in that it is developed by an alliance of five key stakeholders (MCPG, TOAM, 
Central PHO, MDHB Public Health, and MDHB Strategy, Planning, & Performance), 
and is focused on increasing quits rather than just the provision of NRT.  As such it is 
believed to be a unique model and is attracting attention from other DHBs.  The 
project team are claiming it as a world first. 
 
4.5 Child & Youth Health  
 
4.5.1 B4SC Obesity Target 
 
The Government recently announced a package of initiatives to prevent and manage 
obesity in children and young people.  The package provides targeted interventions 
for those who are obese, increased support for those at risk of becoming obese and 
broad approaches to make healthier choices easier for all New Zealanders.  The focus 
is on food, the environment, and being active at each life stage, particularly during 
pregnancy and early childhood. 
 
One in nine children in New Zealand is currently identified as obese with a further 
two overweight.  Childhood obesity spans all ethnicities, genders, and levels of 
deprivation. 
 
Obesity is particularly concerning in children as it is associated with a wide range of 
health conditions and increased risk of premature onset of illness.  It can affect a 
child’s immediate health, educational attainment, and quality of life.  The DHB is 
keen to support this new target and focus on the children to ensure they are able to 
grow up to lead healthy lives. 
 
The new Childhood Obesity Target is: 

“By December 2017, 95% of obese children identified in the Before School 
Check (B4SC) programme will be referred to a health professional for 
clinical assessment and family based nutrition, activity and lifestyle 
interventions.” 

 
The target will allow the DHB to build on some of the great work we already have 
underway, raise awareness of existing services and better link up other services to 
provide the best support for families and whānau. 
 
A multi-disciplinary steering group has been formed to lead this programme of work 
and is meeting regularly.  With no new funding the group is looking to support and 
extend existing services and models of care and provide a multi disciplinary 
approach to managing the families that wish to engage. 
 
One of the biggest barriers identified from the B4SC team to date is that many 
families struggle to acknowledge their child as overweight, let alone obese.  Given 
this, a major focus will support professional development across the sector, namely 
B4SC teams, Dieticians, General Practice Teams, Well Child Providers and Lead 
Maternity providers.  This will be provided by Massey Psychology service and 
support having the critical conversations with families in a culturally appropriate and 
sensitive way. 
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Key to success of the programme is that following the B4SC that wherever the family 
present consistent messaging is provided, in order to do this a Collaborative Clinical 
Pathway will be developed for use across the sector. 
 
The Ministry of Health visited the DHB in late April and were satisfied and 
encouraged by the DHB’s direction and approach to date. 
 
4.5.2 Future of Social Sector Trial Horowhenua 
 
MidCentral District Health Board received notification 5 May 2016 from the Ministry 
of Health that the Social Sector Trial (SST) in Horowhenua will end in its current 
format.  The SST will be transitioned to exit to a locally led model from 1 July 2016 to 
31 December 2016. 
 
The Ministry indicated reduced central funding to transition into the new model but 
how this evolves is yet to be determined.  
 
The process of transition will commence imminently and the Portfolio Manager 
Child, Youth and Intersectoral Partnerships will continue to support this work.  The 
DHB does not envisage this transition causing too many issues as the Horowhenua 
community is well integrated and working well together across key Government 
Agencies and Non Government Agencies (NGOs). 
 
The Committee will be kept up to date with this work as information is disseminated. 
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TO Community and Public Health 
Advisory Committee 

FROM Finance Manager 
Funding and Planning 

DATE 12 April 2016 Memorandum 
SUBJECT FUNDER FINANCE REPORT – 

RESULT OF 30 APRIL 2016 

1. PURPOSE

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. SUMMARY

The Funder’s 30 April 2016 YTD result was a positive variance to budget of $578k. 

Additional Elective income of $601k has been negotiated with the Ministry of Health for 
the year to 30 June 2016. 

Inter District Flow wash-up initial forecast from Ministry is expected in June 2016. 

The forecasted financial cost of bed days for Dementia, Hospital care and Rest Home 
patients is forecasted to be a negative variance to budget of $251k.  

Funder’s financial forecasted result against budget to 30 June 2016 has increased to a 
positive variance of $1,411k. 

3. RECOMMENDATION

It is recommended: 

that the report be received 

Steve Tanner 
Finance Manager,  
Funding & Planning 
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4. KEY EVENTS  
 
 
4.1 Result for 30 April 2016 
 
The Funder’s Year to Date (YTD) result to 30 April 2016 is a surplus of $578k over 
budget. This has resulted from a revision of provisions for committed expenditure, 
increased rebates receivable provision based on current information and our 
progression through the financial year. 
 
 
 4.2 MidCentral Health wash-up 
 
The 2015-16 PVS arrangement features no wash-ups except for Inter District Flow 
Regional Cancer Treatments. 
 
 
4.3 Elective Income  
 
The Funder has accrued elective income as per the elective initiatives budget and this 
will be adjusted in subsequent months based on actual activity. We are monitoring the 
progress of this target with Hospital Services directly each month.  
 
Further Elective income of $601k has been negotiated with the Ministry of Health. 
Whilst the additional income net of costs will be beneficial to MidCentral Health, it will 
be financially neutral to Funder. 
 
 
4.4 Inter District Flows - Inflow and Outflow 
 
The Funder is paying an extra $2,019k to MidCentral Health as an YTD wash-up for 
Inter District Flow Cancer Patients based on higher than expected levels of activity. The 
Funder has accrued an extra $2,019k Inter District Flow inflow income as this is 
expected to be reimbursed from other DHB’s.  
 
Ministry reports indicate that the Inter District Flow inpatient inflows to Palmerston 
North Hospital and inpatient outflows are close to budget, at 108 percent and 101 
percent respectively.  
 
We have taken accruals for expenditure of IDF’s with other DHB’s based upon shared 
reports. We expect to have an indication from the Ministry on a forecasted IDF wash-up 
by mid June 2016. 
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4.5 Disability Support Services (DSS)  
 
Expenditure on Disability Support Services is an area of risk to the Funder because it is 
demand driven and because it is affected by the demographic aging of the population.   
The major expenditure item with Disability Support Services is Aged Residential Care.  
The growing number of people in the 65 + and 85+ age groups is offset to some extent 
by improvements in care which support more people to age at home, but overall the 
number of people in Aged Residential Care continues to grow.  The following graph 
tracks change in Residential Care bed days across the various categories over the last 
twelve months.  
 
Table:  Growth in Aged Residential Care April 2015 to April 2016 
 

 
 
 
The two noticeable trends over the last twelve months are an increase in the growth rate 
for resthome level care and a decrease in the growth rate for dementia level care.   
 
The rate of growth for total expenditure is reasonably stable and is in line with the 
assumptions underpinning the 2015/16 budget, which were based on demographic 
forecasts.  
 
Total expenditure on Aged Residential Care is very slightly higher than budget. Based 
upon the YTD spend of $49,169k when extrapolated over twelve months, an over spend 
to budget of $251k is forecast to 30 June 2016. 
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5.  FUNDER FINANCIAL PERFORMANCE 
 
The Funder’s 30 April 2016 YTD result is $578k favourable to budget. This is primarily 
attributable to an increase in provision for rebates receivable. The forecast for the year is 
consistent with the revised annual plan adjusted for key factors to forecast a surplus to 
budget of $1,411k. The key factors here are increased accruals for rebates receivable, 
release of expenditure provisions no longer required or realised, netted against 
increased expenditure provisions for national ring-fenced funding commitments that 
have annual financial wash-up processes applied. 
 
 

 

Midcentral DHB - Funder
Income and Expenditure - By Ring Fenced Area YTD Annual
For the period ending 30 April 2016 Actual Budget Variance Forecast Budget Variance

 $000  $000  $000  $000  $000  $000

Personal Health Income (a) 339,391 332,755 6,637  404,433 400,317 4,116
Personal Health Expenditure (b) 336,859 330,800 6,059 401,032 398,305 2,7 27
Personal Health Surplus/(Deficit) 2,532 1,955 57 8 3,401 2,012 1 ,389

Mental Health Income (a) 34,009 33,597 412 40,842 40,316 526
Mental Health Expenditure (b) 34,032 33,596 435 40,520 40,316 204
Mental Health Surplus/(Deficit) -23 0 -23 322 0 322

Disability Support Income 68,152 67,788 364 81,550 81,346 204
Disability Support Expenditure 68,584 67,800 7 85 82,200 81,346 854
Disability Support Surplus/(Deficit) -432 -11 -421 -650 0 -650 

Maori Health Income 1,672 1,672 0 2,007 2,007 0
Maori Health Expenditure 1,028 1,672 -644 1,457 2,007 -550 
Maori Health Surplus/(Deficit) 644 0 644 550 0 550

Governance Income 2,047 2,046 0 2,456 2,456 0
Governance Expenditure 2,246 2,046 200 2,656 2,456 200
Governance Surplus/(Deficit) -200 0 -200 -200 0 -200 

Total Funder Surplus/(Deficit) 2,522 1,944 57 8 3,423 2,012 1 ,411

Note on variance
(a) Due mainly to extra funding  from MoH that has corresponding increase in expenditure
(b) Extra expenditure due to extra funding
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