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Part 1

Order
1.

APOLOGIES

2.

LATE ITEMS

3.

CONFLICT AND/OR REGISTER OF INTERESTS UPDATE

3.1.

Amendments to the Register of Interests

3.2.

Declaration of conflicts in relation to today's business

4.

MINUTES
Pages:
1-6
Documentation:
minutes of 24 November 2015
Recommendation: that the minutes of the previous meeting held on 24 November
2015 be confirmed as a true and correct record.

4.1.

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

5.

MATTERS ARISING FROM THE MINUTES
To consider any matters arising from the minutes of the meeting held on 24 November
2015 for which specific items do not appear on the agenda or in management reports.

6.

2015/16 WORK PROGRAMME
Pages:
7 - 14
Documentation:
Chief Executive Officer’s report dated 26 January 2016
Recommendation: that the updated work programme for 2015/16 be noted.

7.

STRATEGIC PLANNING

7.1.

Regional Service Plan Implementation – 2016/17 RSP Development update
Pages:
Documentation:

15 - 20
Report from the Manager, DHB Planning and Accountability
dated 20 January 2016
Recommendation: that this report be received

7.2.

Annual Plan Implementation – Patient Safety and Clinical Effectiveness,
update 1
Pages:
Documentation:

21 - 99
Report from the Director, Patient Safety & Clinical Effectiveness
dated 15 January 2016
Recommendation: that this report be received
7.3.

Annual Plan Implementation – Workforce update 1
Pages:
Documentation:

100 - 118
Report from the Manager, Human Resources and Organisational
Development dated 11 January 2016
Recommendation: that this report be received.
7.4.

Annual Leave update
Pages:
Documentation:

119 - 123
Report from the Manager, Human Resources and Organisational
Development dated 18 January 2016
Recommendation: that this report be received.

8.

GOVERNANCE

8.1.

Terms of Reference Review and Committee Structure
Pages:
124 - 136
Documentation:
Report from the Chairman dated 22 December 2015
Recommendation: that the report be received, and members’ views on future
committee structures and roles be provided to the Board Chair.

9.

OPERATIONAL REPORTS

9.1.

Provider Division Operations Report, November/December 2015
Pages:
Documentation:

137 - 166
Report from the General Manager, Clinical Services and
Transformation dated 22 January 2016
Recommendation: that this report be received.
10.

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

11.

DATE OF NEXT MEETING
15 March 2016

12.

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

Item
“In Committee” minutes of the previous
meeting
Operations Report:
: Potential Serious Adverse Events and
Complaints
Women’s Health update
Quarterly Contracts update
Annual Plan Process update – Funding
Envelope 2016/17

Reason
For reasons stated in the previous
agenda

Reference

To protect personal privacy

9(2)(a)

Subject of negotiations and to
protect personal privacy
Subject of negotiations
Subject of negotiations

9(2)(a) and
(j)
9(2)(j)
9(2)(j)
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MidCentral District Health Board
Minutes of the Hospital Advisory Committee meeting held on 24 November
2015 commencing at 8.45 am in the Boardroom, MidCentral District Health
Board

PRESENT
Barbara Robson (Chair)
Lindsay Burnell
Karen Naylor
Phil Sunderland

Cynric Temple-Camp
Dennis Emery
Duncan Scott

In attendance
Kathryn Cook, CEO
Mike Grant, General Manager, Clinical Services and Transformation
Carolyn Donaldson, Committee Secretary
Ann Chapman (part meeting)
Nadarajah Manoharan, Board Member
Amanda Driffill, Service Manager, Medical Subspecialties (part meeting)
Anne Amoore, Manager, Human Resources & Organisational Development
Barbara Ruby, Quality & Clinical Risk Coordinator
Carrie Naylor-Williams, Service Manager Patient Flow (part meeting)
Chris Nolan, Service Director, Mental Health Service (part meeting)
Chris Simpson, Service Manager, Sub-Specialties, Peri-operative/Anaesthetic/ICU Services
(part meeting)
Cushla Lucas, Service Manager, RCTS (part meeting)
Di Orange, Team Leader, Radiology (part meeting)
Greig Russell, Medical Administration Trainee
Janine Ingram, Project Manager, Mental Health (part meeting)
Lee Welch, Quality & Clinical Risk Coordinator
Leona Dann, Director of Midwifery (part meeting)
Lyn Horgan, Operations Director, Hospital Services
Maggie Oulaghan, Business Manager (part meeting)
Michele Coghlan, Director of Nursing
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness
Neil Wanden, General Manager, Finance & Corporate Support
Nicholas Glubb, Operations Director, Specialist Community & Regional Services
Robyn Shaw, Service Manager, Electives (part meeting)
Sarah Donnelly, Service Manager, Medical & Surgical Wards and Emergency Department
(part meeting)
Stephanie Turner, Director of Maori Health & Disability
Syed Ahmer, Clinical Director, Mental Health & Addiction Service (part meeting)
Vivienne Ayres, Manager, DHB Planning and Accountability
Wayne Blissett, Maori Health & Disability
Public (3)
Communications (1)
Media
WELCOME
A welcome was extended to Mr & Mrs Hume.
1.

APOLOGIES

2
An apology was received from Kate Joblin.
2.

LATE ITEMS

There were no late items.
3.

CONFLICT AND/OR REGISTER OF INTERESTS

3.1

Amendments to the register of interests

There were no amendments.
3.2

Declaration of conflicts in relation to today’s business

Karen Naylor declared a conflict in relation to the part 2 section of the Operations Report,
item 14, in terms of her role in the women’s health service.
Duncan Scott declared a conflict in relation to the Regional Service Plan, Radiology
Information System, in terms of the MRI contract held by his company.
The general declaration of a conflict of interest in relation to the Operations Report was
noted for Cynric Temple-Camp due to his coronial duties.
The Chair advised Mrs Hume had asked to address members.
Mrs Hume spoke to the meeting. The main points mentioned were:
-

Dialectial behaviour therapies (DBT) reporting (database and reporting
update/identification of ongoing quarterly timeframes for reporting this data)
Erica’s action plan (the action plan report didn’t meet their expectations; feedback on
what should be included in this plan was not included; specific expectations for
outcomes or timeframes).
A request that the reporting keep to the original template to allow comparative
tracking.

The General Manager, Clinical Services and Transformation responded, thanking them for
raising the issues, and for partnering with MidCentral Health on what was a very difficult
journey. He advised the issues relating to the DBT database and reporting would be covered
at the workshop being held following this meeting. The other issues raised would be covered
at a meeting scheduled for later in the afternoon between Mr & Mrs Hume, and the Clinical
and Service Directors, Mental Health & Addiction Services. The CEO acknowledged the
concerns expressed, and said that going forward an opportunity to see information relating
to Erica’s action plan would be provided to Mr & Mrs Hume before it was made public. This
had not occurred this time, for which she apologised.
4.

MINUTES

It was recommended
that the minutes of the meeting held on 13 October 2015 be confirmed as a true and
correct record.
4.1

Recommendations to Board

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

MATTERS ARISING FROM THE MINUTES

There were no matters arising from the minutes.
6.

WORK PROGRAMME
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It was recommended
that the updated work programme for 2015/16 be noted.
The order paper was rearranged, so that the Mental Health Service update was discussed
next.
6.4

Mental Health Service – Update 2

The Chair expressed concern about phase 2, noting that a lot of progress had been made and
staff were to be commended for their hard work to make improvements, however she did not
feel she had an insight into the care provided in the community – what had changed since
the review, how were things measured etc. The Clinical Director, Mental Health & Addiction
Service, advised this information was available, but the Committee needed to clarify what
sort of data they wanted to see. He agreed the information had not yet been provided to
members. The General Manager, Clinical Services and Transformation, said the request was
very similar to that expressed by Gloria Johnson back in February at an earlier workshop,
who had asked “how would the committee know and be confident, that the service was
providing optimum care for patients and families”. The Service Director Mental Health &
Addiction Service, confirmed the issues raised relating to reporting, particularly around the
clinical review of Erica Hume, and processes by which there would be input into the
formulation of reporting, would be discussed at the workshop following this meeting. The
workshop would also discuss the concerns raised about community services. The discussion
would look at the total picture, how it works and what improvements can be made in future.
The Service Director Mental Health & Addiction Service then went through the report,
commenting on the key initiatives. Following the Mental Health Advisory Group forum last
week, there was now a plan to progress a gap analysis and work with the community to cover
a variety of issues. The report indicated working with PHO partners and practices to include
a primary mental health model. Other options being considered included development of a
paper for redesigning the unit. This would be a considerable challenge. The report
commented on the over-utilisation of the unit, double shifts, and overtime. Future reporting
would provide some clarity on issues and better data.
Mr Emery noted that 17 percent of the MCH population were Iwi Maori. He said the report
was very light on reference to Iwi Maori, and he wanted to see more involvement in future
reports. Management advised this would happen in terms of Maori Mental Health and the
consumer engagement with Mana o Te Tangata Trust (previously Journeys to Wellbeing),
and there was a specific item on this matter on the workshop agenda.
The Chair referred to the Partners in Recovery forum held earlier in November, and asked if
it would be possible to have a brief summary report of the key themes that came out of it, for
the next meeting. Management agreed adding there was a considerable amount of work
being done around the outcomes from the meeting, and that a report was being written.
The work of the Director of Area Mental Health Services was acknowledged.
The Service Director Mental Health & Addiction Service said he hoped to present more detail
about where improvements were being made at the forthcoming workshop. Considerable
work had been undertaken to ensure the HAC report and relevant data was clear and
understandable and work will be ongoing to ensure that data represented in the report was
accurate and timely. The issue of over utilisation of capacity and double shifts in ward 21
would be discussed as well at the workshop. A project has commenced which aims to
improve the match of resource to demand including rostering improvements and staffing
levels. One of the learnings was that the necessity for double shifts had stabilised but not
decreased. Consideration was being given to residential placements, and how a patient
changed from being an inpatient to being an outpatient and required services. Dr Ahmer
advised on the structure used at Hawkes Bay DHB. Whilst MDHB’s arrangement was
similar, it did not have transitional sub acute beds for use for people being discharged.
Lindsay Burnell left the meeting.
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There was discussion on some of the issues relating to patient flow, which could not work
without networking. Residential care could be a “log jam” which created issues. A more
effective service coordination process was needed within the district that was both mental
health and aged residential care focused. This would provide a seamless flow for patients
post discharge from the ward.
Lindsay Burnell returned to the meeting.
There was discussion on the graphs in the appendices. In response to a query about why
there was a spike on certain days, management advised it could be for a number of reasons,
eg the condition of patients.
Mrs Naylor expressed concern at not seeing any improvement in the number of double shifts
and overtime. The Service Director Mental Health & Addiction Service said this issue was a
top priority along with managing the over-utilisation of the unit. He outlined the work being
done including recruitment, rostering, managing the over-utilisation, and unexpected staff
absences. It was important to recruit staff above the requirement for the funded 24 beds.
Members were referred to the information on page 104 of the report, which covered bed
state, (funded and unfunded,) and occupancy.
Management advised they would provide more information in relation to recommendations
4 and 5 of the key actions arising from the longitudinal clinical review of the care of Erica
Hume.
Management also commented on the recent surveillance audit. There were no new corrective
actions for mental health. Two previous ones remain at a low level as they require a bit more
work. Overall, the result of the audit was positive.
It was recommended
that this report be received.
7.

STRATEGIC PLANNING

7.1

Regional Service Plan Implementation – Update Quarter 1, 2015/16

Mr Emery advised a Maori Caucus Board had been formed to work with Hospice NZ in
relation to palliative care.
The low MDHB figures for accessing maternal mental healthcare were noted. Management
felt it was related to data collection in terms of the low starting point of nurses who provide
the service and the collection of the data to maternal mental health. This issue would be
resolved.
It was recommended
that this report be received.
7.2

Development of the 2016/17 Regional Service Plan – approach and
timeline/16

It was advised the possibility of establishing a regional residential maternal mental health
service, similar to those in Auckland and Christchurch, was not being considered.
It was recommended
that this report be received.
7.3

Secondary Care initiatives update

It was noted that although the heart failure patient case review and management service
being established was based at Kauri Health Care, the service would be progressively rolled
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out across all the Integrated Family Health Centres. This would cover up to 80 percent of the
population.
The need for further education in supporting clinicians to capture all eligible patients with a
high suspicion of cancer, when triaging referrals for the faster cancer treatment initiative was
noted. MDHB wanted to move to a more effective approach, for example a reduction in
patients presenting with first symptoms of cancer through the Emergency Department,
noting that patients can enter the system in a number of ways.
Mr Sunderland advised he had just received the latest Health Target results, which were
good for MDHB.
Members were advised a business case was to be presented to the Minister shortly, looking at
rolling out a bowel screening programme possibly in 2017.
Dr Temple-Camp left the meeting.
Management were commended on this report, which members felt provided good
information for them.
It was recommended
that this report be received.
7.4

Non-financial Performance Measures for quarter ended September
2015

It was noted there were a number of changes to the performance measures and reporting
deliverables this year, in addition to increases in target values for several of the performance
measures.
Issues with data quality, particularly mental health data held by the Ministry of Health, were
noted.
Dr Temple-Camp returned.
It was recommended
that this report be received.
7.5

Evaluation of MidCentral District Health Board’s Team Development
Programme

It was recommended
that this report be received.
8.
8.1

OPERATIONAL REPORT
Provider Division Operating Report - September/October 2015

The committee was updated on the recent certification audit visit, which was very positive.
Nine of the previous 30 actions have been closed, leaving 21 corrective actions. There are no
high priority actions. The final report was expected in 4-5 weeks.
The General Manager, Clinical Services and Transformation then spoke to the financial
section of the report, noting there was a deficit of $300,000 for the month, which was a
variance of $800,000 to budget. Good work was continuing in terms of working on a new
financial forecast for year end. However, it will be January/February before any
improvement in the financial situation is seen.
The Manager, Human Resources and Development, advised that while overall there was a
reduction in the “over two years” leave balances from July figures, that was mainly due to
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leave buy-out and termination balances. The accrued annual leave in most months was
higher than the leave being taken. A more detailed analysis of annual leave accruals, annual
leave taken, and the financial impact will be provided to the next meeting. This would
include the detail of the calculations (maths detail). A member expressed her concern that
there was not any progress being made in reducing the outstanding leave balance, and
suggested long service leave should probably be included in the reporting. The CEO assured
members that every staff member with excess leave was required to have a plan in place to
reduce it.
Management advised they had received good feedback from patients and families on last
week’s patient safety initiative.
Management confirmed that as far as was currently known, the national mental health
serious adverse events report would be a separate report again this year. It was not known
when it would be published.
The reducing average length of stay was noted, with a suggestion it would be good to keep an
eye on readmission rates.
Ann Chapman arrived.
It was noted that the number of new patients waiting >4 months in urology as at October
2015, (figure 1, page 226), should be 2, not 30.
It was recommended
that this report be received.
9.

LATE ITEMS

There were no late items.
10.

DATE OF NEXT MEETING

2 February 2016
11.

EXCLUSION OF PUBLIC

It was recommended
that the public be excluded from this meeting in accordance with the Official
Information Act 1992, section 9 for the following items for the reasons stated:
Item
“In Committee” minutes of the previous
meeting
Operations Report:
:
Potential Serious Adverse Events
and Complaints
2016/17 Annual Plan Development:
Update and Assumptions

Reason
For reasons stated in the previous
agenda

Reference

To protect personal privacy

9(2)(a)

Subject of negotiations

9(2)(j)
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TO
FROM

Hospital Advisory Committee
Chief Executive Officer

DATE 26 January 2016
SUBJECT
1.

2015/16 Work Programme

MEMORANDUM

PURPOSE

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

SUMMARY

The draft price:volume schedule for 2016/17 and the planning assumptions for that year are still
under development as part of the planning and budgeting process. These will be discussed at
the planning workshop on 23 February 2016. This workshop is for board and committee
members. Meantime, a report on the funding envelope is provided.
The draft Regional Service Plan is in development and will be submitted to the Committee as
soon as it is available. Meantime, an update is provided.
As advised at the Committee’s last meeting, a number of business cases have been developed, or
are in the final stage of development, and will be presented to the Committee once we have
more certainty regarding our financial pathway. These included IT systems, Ward 21 upgrade
and Emergency Department facilities. For IT systems were will also be doing further work to
assess consistency with regional and national programmes and expectations.
Set out below is a summary of the reports provided to the Hospital Advisory Committee. This
includes reports provided to the Committee at its last meeting, its current meeting, and those
scheduled for its next meeting.
Reporting
Category
2016/17 Annual
Plan Development

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

COPY TO:

Last Meeting

Current Meeting

Next Meeting

 2016/17 Regional Service
Plan – approach &
timeline
 2016/17 planning
assumptions – hospital
related
 2015/16 RSP
implementation – update
2
 2015/16 AP – update 1
re implementation of
secondary care initiatives
 Mental health service
update 2

 Regional Service Plan
update
 2016/17 funding
envelope

 Draft 2016/17 Regional
Service Plan
 Draft 2016/17 Annual Plan

 2015/16 AP – update 1
re workforce
 Quality update (as
below)
 Site reconfiguration
update (contained in
Operational Report)

 2015/16 RSP
implementation – update 3
 Mental health service
update 3

CEO’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64 (6) 350 8910
Fax
+64 (6) 355 0616

8

Sub-regional work
- centralAlliance
Quality

Operational
Matters

 2015/16 AP: update re
centralAlliance secondary
care initiatives
 Non-financial
performance measures
for quarter ended
September 2015


 2015/15 AP – update 1
re Quality

 Non-financial performance
measures for quarter ended
December 2015

 September/October
results
 Team development
evaluation

 Contracts update
 Annual leave report
 November/December
results
 Women’s health report

 January/February results
 Business cases – Titanium;
hospital operations centre;
Ward 21 facilities; ED
reception/triage; and
eReferrals

Governance
Reporting
Workshops

 Work programme update
 Mental health strategic
planning workshop

 Terms of reference
review
 Work programme update
 Mental health strategic
planning workshop
 Annual planning (23 Feb)

 Work programme update
 Women’s health workshop

Date

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

3.

RECOMMENDATION

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

Kathryn Cook
Chief Executive Officer

ID

Update 3

Update 4

8

12

Price volume schedule (draft)

Planning workshop

Draft AP

16

17

18

Quality (inc
indicators):
Quality (inc
indicators):
Workforce:

Workforce: update 2

PNH Site Reconfiguration

22

25

26

Update 3

Update 4

Update 5

29

30

31

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Fri 22/01/16
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Facilities upgrade report, including clarification of bed
nos

35

34

Update 1 (inc progress Phase 1 recommendations,
consumer engagement)
Info re CCTV policies, clinicial governance structure

33

Mental Health Service Reconfiguration

Update 2

28

32

Update 1

27

24

23

Secondary care initiatives, inc centralAlliance: update 2

21

customer satisfaction & clinical governance
update 1
customer satisfaction & clinical governance
update 2
update 1

Secondary care initiatives, inc centralAlliance: update 1

20

2015/16 AP Implementation

Assumptions - hospital related

15

19

Assumptions - hospital related

14

2016/17 AP Development

Draft 1

Annual Plan

11

13

Approach & timeline

10

2016/17 RSP Development

Update 2

7

9

Update 1

6

2015/16 Implementation

5

4

Regional Services Plan

STRATEGIC ISSUES

2

3

HAC WORK PROGRAMME 2015/16

1

Task Name
Nov

Dec

2016
Jan
Feb

Mar

Apr

May

Jun

9

ID

Update 3 (inc key themes from Nov workshop, and,
more info re recommendations 4+5 EH longitudinal
review)
Update 4

Use of CCTV (inc storage of tapes following an incident)

Workshp re scorecard/benchmarking

Non-financial Performance Indicators

37

39

40

41

2015/16, Quarter 2

2015/16, Quarter 3

2015/16, Quarter 4

45

46

Titanium (oral health) business case

Public and sexual health electronic health record

eReferrals business case

ePrescribing business case

eAdministration business case

Business case for Ward 21

62

63

64

65

66

67

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Fri 22/01/16
Page 2

Hospital operations centre It system

61

OPERATIONAL REPORTS

Indicative case for regional cancer centre building

60

68

Linear accelerators

59

58

57

Regional Women's Health Service Update 1 (including
cancer sub-specialty workstreams)
RHWS future reporting arrangements (post evaluation Hospital Audit) - NOW JUNE 16
Business Cases

Update 4

56

Update 3

54

Major Projects 14/15 Annual Plan

Update 2

53

55

Update 1

centralAlliance Strategic Plan

52

Primary care initiatives: update 2

50

51

Primary care initiatives: update 1

48

49

Information Only

2015/16, Quarter 1

44

47

2014/15, Quarter 4

42

43

38

Update 2 (inc how phase 2 to be implemented)

36

Task Name
Nov

Dec

2016
Jan
Feb

Mar

Apr

May

Jun

10

Report 4 (results for Sep/Oct)

Report 5 (results for Nov/Dec)

Report 6 (results for Jan/Feb)

Report 7 (results for March)

Report 8 (results for April)

Report 9 (results for May/June)

Sugar Sweetened Beverages: outcome of MCH's challenge to
other businesses to go sugar-free
Confirmation re incidence of food contamination (as per HB)

Annual Leave Plan

CCDM progress report

Annual maternity & maternity quality & safety report

74

75

76

77

78

79

81

82

83

Update 3

Update 4

89

HAC terms of reference review

ED triage room/reception business case

Mental Health - continuation from Nov workshop

Women's Health

101

WORKSHOPS

2014/15 Workforce update 2

98

99

2014/15 Quality update 2

97

CARRIED FORWARD FROM 2014/15

96

95

94

GOVERNANCE

Annual report from MCH Clinical Board

93

Annual report from MCH Clinical Board

91

92

Quality

Update 2

88

90

Update 1

86

87

85

84

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Fri 22/01/16
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Women's health (inc RCA recommendation & implementation
progress)
Contract Updates (>$250k)

Report 3 (results for August)

73

80

Report 2 (results for July)

72

General Manager's Report [inc health targets, ESPIs &
Non-ESPIs, and mental health updates (alternate
meetings)]
Report 1 (results for May/June)

71

70

69

Task Name

100

ID
Nov

Dec

2016
Jan
Feb

Mar

Apr

May

Jun

11

ID

Update 3

Update 4

8

12

Price volume schedule (draft)

Planning workshop

Draft AP

16

17

18

Quality (inc
indicators):
Quality (inc
indicators):
Workforce:

Workforce: update 2

PNH Site Reconfiguration

22

25

26

Update 3

Update 4

Update 5

29

30

31

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Fri 22/01/16
Page 4

Facilities upgrade report, including clarification of bed
nos

35

34

Update 1 (inc progress Phase 1 recommendations,
consumer engagement)
Info re CCTV policies, clinicial governance structure

33

Mental Health Service Reconfiguration

Update 2

28

32

Update 1

27

24

23

Secondary care initiatives, inc centralAlliance: update 2

21

customer satisfaction & clinical governance
update 1
customer satisfaction & clinical governance
update 2
update 1

Secondary care initiatives, inc centralAlliance: update 1

20

2015/16 AP Implementation

Assumptions - hospital related

15

19

Assumptions - hospital related

14

2016/17 AP Development

Draft 1

Annual Plan

11

13

Approach & timeline

10

2016/17 RSP Development

Update 2

7

9

Update 1

6

2015/16 Implementation

5

4

Regional Services Plan

STRATEGIC ISSUES

2

3

HAC WORK PROGRAMME 2015/16

1

Task Name
Nov

Dec

2017
Jan
Feb

Mar

Apr

May

Jun

12

ID

Update 3 (inc key themes from Nov workshop, and,
more info re recommendations 4+5 EH longitudinal
review)
Update 4

Use of CCTV (inc storage of tapes following an incident)

Workshp re scorecard/benchmarking

Non-financial Performance Indicators

37

39

40

41

2015/16, Quarter 2

2015/16, Quarter 3

2015/16, Quarter 4

45

46

Titanium (oral health) business case

Public and sexual health electronic health record

eReferrals business case

ePrescribing business case

eAdministration business case

Business case for Ward 21

62

63

64

65

66

67

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Fri 22/01/16
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Hospital operations centre It system

61

OPERATIONAL REPORTS

Indicative case for regional cancer centre building

60

68

Linear accelerators

59

58

57

Regional Women's Health Service Update 1 (including
cancer sub-specialty workstreams)
RHWS future reporting arrangements (post evaluation Hospital Audit) - NOW JUNE 16
Business Cases

Update 4

56

Update 3

54

Major Projects 14/15 Annual Plan

Update 2

53

55

Update 1

centralAlliance Strategic Plan

52

Primary care initiatives: update 2

50

51

Primary care initiatives: update 1

48

49

Information Only

2015/16, Quarter 1

44

47

2014/15, Quarter 4

42

43

38

Update 2 (inc how phase 2 to be implemented)

36

Task Name
Nov

Dec

2017
Jan
Feb

Mar

Apr

May

Jun

13

Report 4 (results for Sep/Oct)

Report 5 (results for Nov/Dec)

Report 6 (results for Jan/Feb)

Report 7 (results for March)

Report 8 (results for April)

Report 9 (results for May/June)

Sugar Sweetened Beverages: outcome of MCH's challenge to
other businesses to go sugar-free
Confirmation re incidence of food contamination (as per HB)

Annual Leave Plan

CCDM progress report

Annual maternity & maternity quality & safety report

74

75

76

77

78

79

81

82

83

Update 3

Update 4

89

HAC terms of reference review

ED triage room/reception business case

Mental Health - continuation from Nov workshop

Women's Health

101

WORKSHOPS

2014/15 Workforce update 2

98

99

2014/15 Quality update 2
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TO Community & Public Health Advisory
Committee
Hospital Advisory Committee
FROM Vivienne Ayres
Manager
DHB Planning and Accountability
DATE
SUBJECT

1

MEMORANDUM

20 January 2016
2016/17 REGIONAL SERVICE PLAN DEVELOPMENT

Purpose

To provide the Committees with an update on the development of the 2016/17 Regional
Service Plan.
This update is for information – no decision is required.
2

Summary

Development of the Central Region’s Regional Service Plan (RSP) for 2016/17 is underway.
The regional planning process continues to be facilitated and coordinated by the Central
Region’s Technical Advisory Service (TAS) programme management office. At this stage,
development of the RSP is not sufficiently advanced to submit to MidCentral District Health
Board as a work in progress draft.
The strategic component of the RSP is being further considered through the regional Chief
Executives Forum. This is particularly in response to the requested refresh and update to
the 2008 Regional Clinical Services Plan and the combined Boards’ indications from the
regional workshops in the latter part of 2015. The Ministry advises that the RSP, as with
DHB Annual Plans, should reflect the strategic intentions and roadmap of the refreshed
New Zealand Health Strategy, and that there is a clear “line of sight” evident in each of the
planning documents. Consultation on the draft Strategy closed in early December; further
information and advice is expected to be received from the Ministry of Health in February.
The implementation planning component of the RSP is currently progressing with the
development of action plans for each of the work programmes that reflect regional
priorities, Government priorities and the planning guidelines issued by the Ministry of
Health. The work in progress for each of the work programmes builds on prior years’ work
and achievements guided by the relevant regional networks. The working draft work
programmes will be subject to a moderation process via the DHBs’ planners in the first
instance (scheduled for end of January) before being submitted to the regional executive
and governance groups for their consideration.

Copy to:

Strategy, Planning and Performance
Board Office, Heretaunga Street
PO Box 2056
Palmerston North
Phone (06) 350 8626
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The indicative timeframe issued by the Ministry of Health has the first draft of the RSP
being submitted to the Ministry on 31 March 2016 for their review, at the same time as the
DHBs’ Annual Plans and Maori Health Plans. It is expected that the Committees will
receive a copy of the draft RSP for consideration at their meetings in March 2016.
3

Recommendation

It is recommended:
that this report be received

Vivienne Ayres
Manager, DHB Planning and Accountability
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4

Update

Implementation planning for each of the regional work programmes for the 2016/17 year is
currently underway. The work in progress for each of the work programmes builds on prior
years’ work and achievements guided by the relevant regional networks. MidCentral DHB
has a number of clinical and non-clinical staff involved in the regional networks, so is
contributing to the development of the 2016/17 work programmes through those networks.
The regional programmes of work are:

Elective Services

Cardiac Services

Mental Health and Addictions

Stroke Services

Health of Older People

Major Trauma

Hepatitis C

Health Informatics

Workforce
As for this current year, cancer services will be included in the RSP under the umbrella of
the Regional Cancer Networks’ work programme. This will include implementing priorities
of the New Zealand Cancer Plan: Better, Faster cancer care, 2015 – 2018 as the priority for
regional planning. The draft plan to date has a focus on improving equity of access to cancer
services, timeliness of services across the whole cancer pathway and the quality of cancer
services delivered.
Although capital planning will continue to be an integral part of the RSP planning processes,
the requirement for a regional Capital Plan has been superseded by the new Investment
Management and Asset Performance (IMAP) process as advised by Treasury, which took
effect from July 2015. All District Health Boards are required to complete a Long Term
Investment Plan, which must be formally refreshed every three years (notwithstanding
regular review). As a ‘non-intensive investment agency’, MidCentral DHB is expected to
submit its LTIP by October 2016. The RSP planning processes will need to reflect the
intentions from each DHB in this regard.
A clear ‘line of sight’ between the outcomes and objectives of Government priorities
(including the refreshed New Zealand Health Strategy), national entities, the Regional
Service Plans and DHB Annual Plans is expected to be shown in each of the documents.
This will be demonstrated in MidCentral’s Annual Plan and the RSP by clear referencing of
the linkages between the respective programme plans. A further update on the refreshed
NZ Health Strategy is expected from the Ministry of Health in February.
Draft work plans for each of the regional programmes will be considered by DHB planners
and the TAS planning team at the end of January before being submitted as working drafts
for consideration by the regional executive and governance groups in February and March.
The strategic component of the RSP is being further considered through the regional Chief
Executives Forum. This is particularly in response to the requested refresh and update to
the 2008 Regional Clinical Services Plan and the combined Boards’ indications from the
regional workshops in the latter part of 2015. The Chief Executives will be further
discussing this at their meeting in February, focusing on the opportunity for the collective
Copy to:

Strategy, Planning and Performance
Board Office, Heretaunga Street
PO Box 2056
Palmerston North
Phone (06) 350 8626
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regional approach to be reframed in order to address emerging challenges as well as build
on the regional progress that has been made to date.
5

2016/17 Regional Service Plan – Programme Priorities

The current priorities and regional objectives for which action plans are being developed for the
Regional Service Plan are outlined below.
5.1

Regional Clinical Services

Elective Services
o Improve access to elective services
o Maintain reduced waiting times for elective first specialist assessments and treatment
o Improve equity of access to services, so patients receive similar access regardless of
where they live
Cardiac Services
o Improve access and timeliness of cardiac services
o Patients with a similar level of need receive comparable access to services, regardless
of where they live
o More patients survive acute coronary events and the likelihood of subsequent events is
reduced
o Patients with suspected Acute Coronary Syndrome receive seamless, coordinated care
across the clinical pathway
o Patients with heart failure are optimally managed at admission, reducing the need for
further readmission
o Reviewing and auditing Accelerated Chest Pain Pathways in Emergency Departments
Mental Health and Addictions
o Improve access to the range of eating disorders services
o Improve youth forensic service capacity and responsiveness
o Improve perinatal and maternal mental health acute service options as part of a
service continuum
o Improve the physical health of people with low prevalence disorders
Stroke Services
o Improve primary and secondary stroke prevention and reduce stroke related disability
and mortality
o Improve access to quality assured organised acute, rehabilitation and community
stroke services (including 24/7 thrombolysis services)
o Ensure all stroke patients have access to high-quality stroke services regardless of age,
gender, ethnicity or geographic domicile
Health of Older People
o Continue strengthening dementia pathways, dementia awareness, education and
support programmes across primary, secondary and community settings and in
supporting informal carers
o Proactive use of interRAI data across primary and secondary care to identify equity,
population and service trends
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Major Trauma
o Implement a regional trauma system that will result in a reduction of preventable
levels of mortality, complications and lifelong disability of patients who have
sustained a major trauma (as defined by the National Trauma Network). Includes
reporting national minimum dataset to regional registries, clinical guidelines and
Regional Destination policies for major trauma patients
Hepatitis C
o Implement a single clinical pathway for Hepatitis C care across all regions in order to
provide consistent services (including minimum requirements, minimum standards
and data collection)
o Implement integrated hepatitis C assessment and treatment services across
community, primary and secondary care services in the region (includes HCV testing
and care that will include Fibroscan services)
Cancer services
As for this current year, cancer services will be under the umbrella of the Regional Cancer
Networks’ work programmes and referred as such in the RSP. This will include implementing
priorities of the New Zealand Cancer Plan: Better, Faster cancer care, 2015 – 2018 as the priority
for regional planning. The plan is expected to focus on improving equity of access to cancer
services, timeliness of services across the whole cancer pathway and the quality of cancer
services delivered
5.2

Regional Enablers

Workforce
o Facilitate regionally based solutions to address national workforce priorities, enabling
‐ implementation of community based attachments for prevocational trainees
‐ increasing participation of Maori and Pacific in the health workforce
‐ implementation of the Children’s Action Plan
‐ recruitment of new palliative care specialist nurses and education
‐ support for the role of nurse practitioners, clinical nurse specialists and nurses
performing endoscopies
‐ support for the training of sonographers and medical physicists
o Identify and progress a regional coordinated approach to “new models of care”,
planning and development
o Demonstrate leadership and commitment that supports the development of the
region’s health workforce
o Strengthen local and regional health workforce intelligence
o Build on 2015/16 RSPs, demonstrating further progress on actions to meet milestones
Health Informatics
Continue the critical health informatics and technology priorities of the 2015/16 national
and regional programmes, building on platforms to create an electronic medical record
that supports a new level of digital capability in hospitals)
o The RSP must include the prioritised 3-year plan of all local, regional and national IT
initiatives, including the applicable critical IT priorities (see national priorities
below), with budget allocation and key deliverable to be achieved in the year. Include
actions in Annual Plan on implementation of the National Maternity Information
Systems Platform (MISP-NZ)
o The strategies the region has put in place to address the following IT delivery
challenges:
‐ regional governance, leadership and decision-making
‐ regional funding and approval model(s)
‐ regional capacity and capability
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roadmap for development of an EMR environment
o National priority initiatives:
‐ Electronic Prescribing and Administration (ePA), where applicable regionally
where not implemented as individual DHBs
‐ Regional clinical workstation (Clinical Portal) and clinical data repository
‐ Regional PAS (webPAS)
‐ Integration with the national electronic health record (design phase)
‐

MidCentral’s contribution to the Regional Service Plan from a DHB annual planning or subregional perspective will otherwise be coordinated through the Strategy, Planning and
Performance group in collaboration with the centralAlliance where appropriate.
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TO Hospital Advisory Committee
FROM Muriel Hancock
Director
Patient Safety and Clinical Effectiveness
DATE
SUBJECT

1.

15 January 2016

MEMORANDUM

Annual Plan Update
Patient Safety and Clinical Effectiveness

PURPOSE

The purpose of this report is to provide a first update on what has been achieved against the
2015/16 Annual Plan (AP) initiatives for Patient Safety and Clinical Effectiveness (attached as
Appendix 1).
The report includes results of the first five inpatient experience surveys. The report also
provides an overview of work in progress within and beyond Patient Safety and Clinical
Effectiveness including a wide range of improvement initiatives. It is for the Hospital Advisory
Committee’s (HAC) information and does not require a decision.

2.

SUMMARY

Risk management is an effective business tool that not only supports decision making, but
safeguards the organisation from likely threats and enhances organisational strategy and
service delivery. We maintain one risk register incorporated into the electronic risk system. The
risk system has reached a level of maturity that enhances the organisation’s risk management
capabilities for known risk and also identifies new risk through incident trending. The
effectiveness of risk management is endorsed in the recent certification audit report that
identified we maintain good risk management processes including risk identification,
monitoring and mitigation.
The Health Quality and Safety Commission (HQSC) offered us the opportunity to work in
partnership with them to pilot a new way of delivering the Partners in Care Programme to
District Health Boards (DHB). Previously this programme had been offered in centralised
locations requiring staff and consumers from DHBs to travel away to undertake the programme.
Partners in Care is generally referred to as Co-design. Co-design is about designing solutions
with our patients/whanau at every step of the way, right from the initial concept to
implementation and not considering it as another model, but as the best and only way of
working that ensures we deliver the right solutions.
We consulted across our organisation to identify areas/issues that might benefit from this
approach. Ongoing consultation resulted in four teams nominating themselves for this
programme. Each team includes a minimum of four DHB staff and one consumer.
The inpatient experience survey continues to be undertaken quarterly with five survey rounds
completed. The ratings of our respondents are similar to those of other DHB’s respondents. In
the most recent survey, ratings on Partnership and Co-ordination are seen to diverge. Positive
comments were far more numerous than negative comments.
COPY TO:

Patient Safety & Clinical Effectiveness
MidCentral Health
Heretaunga Street
PO Box 2056
Palmerston North
Phone +64(6) 350 8030
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Negative comments from respondents relating to Partnership covered lack of attention to
personal cares and patients feeling they were being rushed through. Negative comments
relating to Co-ordination included patients being given conflicting information and a perceived
lack of aftercare.
We are continuing to achieve our target of 80 per cent of prioritised patients receiving
medication reconciliation. The implementation of stage two of the clinical portal will include an
electronic medication reconciliation module, with process measures relating to this already
developed by the HQSC. A timeframe for moving to stage two of the clinical portal is not yet
confirmed however when this occurs we will be able to expand medication reconciliation to a
wider group of patients.
We continue to participate in the HQSC lead “Open for Better Care” campaign which focuses on
reducing harm to patients. We also continue to co-ordinate this work for the central region.
The campaign branding “Open for Better Care” provides opportunities for strengthening the
patient safety work already in progress, while at the same time learning from others about new
initiatives that reduce harm to patients. In January 2016 the campaign moved to addressing
issues of leadership and capability with regard to patient safety, in particular looking at patient
safety competencies, professional development and clinical governance etc.
We are partnering with the HQSC in implementing a national breakthrough collaborative on
the safe use of opioids in hospitals. The goal of the collaborative is to reduce harm from opioids
in hospitals, and to build capability within hospitals in medication safety and quality
improvement. Our Opioid Collaborative Working Group has established our local context
around opioid related constipation, prescribing practices, documentation and monitoring in
Star 2.
The suite of Quality and Safety Markers are detailed within this report. Two areas are below the
expected target, hand hygiene and one measure of three in the surgical site infection
surveillance. Improvement plans are continuing to be revised and strengthened. The surgical
safety checklist marker has been retired and changed to a measure relating to Teamwork and
Communication with the objective of reducing opportunity for patient harm and improving
patient outcomes.
We are continuing to make improvements in relation to falls injury reduction. We achieved 92
per cent against the target of 90 per cent for older people having a falls risk assessment and 99
per cent against the target of 90 per cent for those older people assessed as being at risk of
falling having an individualised care plan in place. The HQSC has reported a 40 per cent
reduction in fractured neck of femur resulting from in-hospital falls and approximately $1.8
million in savings to DHBs, in addition to the reduced impact on patients and families. The
central region featured at the forefront of this reduction.
Hand hygiene results for the last audit period are reported at 75 per cent which is below the
target of 80 per cent. A range of strategies have been developed to strengthen our achievement
in this area including clinical leadership from a multidisciplinary taskforce to support and
facilitate team work and advocate for local clinical leadership and accountability.
In November 2015 over a three day period, we underwent a surveillance audit for certification
against the Health and Disability Service Standards (HDSS). Eleven of the 30 corrective actions
we received in May 2014 were closed. The remaining 19 corrective actions either remained the
same or were modified in relation to the improvements that have been made. Two new
corrective actions were made which makes a total of 21 corrective actions. Five of the 21 are
rated as moderate risk and 16 as low risk. In addition, for the first time, we received a
Continuous Improvement rating for Infection Prevention and Control in relation to the Staff
Influenza Vaccination Programme for 2015.
Improvements related to Family Violence Intervention continue with regular ongoing training
and refresher courses now also being provided. The Ministry of Health (MoH) requested a
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second snapshot audit for the period from 1 April to 30 June 2015. The services audited
included the Emergency Department, Women’s Health (post natal maternity), Child Health and
Sexual Health. Significant improvement has been made in all services apart from Child Health.
Next year the Mental Health and Addictions Service will also be included. This snapshot audit
will be an ongoing annual requirement. We are also required to develop and progress at least
two “plan, do, study, act” (PDSA) cycles to improve screening or disclosure rates where audit
results require improvement. The two that we have developed focus on improving disclosure
rates in Postnatal Maternity and in the Children’s Ward to facilitate the screening process.
The Health and Safety at Work Act 2015 comes into force on 4 April 2016. The Act and its
associated regulations have a clear focus on staff education and staff engagement. We have a
number of activities underway to ensure organisational compliance is achieved. These include a
review of Health and Safety (H&S) representative training, hazard management and dedicated
time for H&S representatives to actively carry out their roles.
As a result of the work already in progress here, on broadening out the concept of spirituality,
the Interchurch Council for Hospital Chaplaincy (ICHC), the direct employer of chaplains, are
partnering with us in supporting a Spiritual Care Advisory Group to:




Improve the level and quality of spiritual care for patients, family/whanau and staff.
Add value to the existing chaplaincy service.
Develop new ways of working collaboratively to meet changing conditions.

Overall the purpose of the group is to ensure spirituality becomes an integral part of healthcare
in our organisation.
We achieved 60 per cent uptake of influenza vaccine for our staff compared to the national
average of 66 per cent. Improvement from 50 per cent in the previous year was gained by a
team approach and leadership support. Key strategies that improved coverage included
implementation of a Ward Based Vaccinator Programme. This programme has been widely
used in DHBs where vaccination rates continue to improve and requires commitment from line
and professional managers. The current pool of vaccinators includes two pharmacists and 12
nurses. Another eight vaccinators are being trained for the 2016 programme.

3.

RECOMMENDATION

It is recommended that:
this report be received
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4.

CLINICAL GOVERNANCE AND QUALITY IMPROVEMENT FRAMEWORK

This report continues to be structured using the four dimensions of this framework as described
below.


In “Getting it right”, we believe that you the patient and community deserve care, when
it is required, that is based on best available evidence and provided within the funding we
get. We are obliged to demonstrate efficient use of our resources and that they are applied
effectively using accepted standards of practice to obtain the desired results for our patients
and communities. One strategy in delivering the best possible care to patients is evidencebased medicine, which is defined as “the integration of best research evidence with clinical
expertise and patient values”. Together with our skilled staff, we will adopt new techniques,
equipment and protocols, such as the Map of Medicine® Collaborative Clinical Pathways, to
bring the best possible care that we can afford to patients.



“Being consumer and community focused” means having the patient/consumer at
the centre of all that we do. Our priority is to meet the needs of the people we serve based
on a clear understanding of their healthcare needs and the health status of our population.
Getting you to tell us about your experience of the care you receive helps us to better
understand current problems, review what needs to change, monitor the impact of change,
help with informed choices and improve care. We exist in a wider community and need to
ensure that we connect with a range of communities that contribute to the health and
wellbeing of individuals and our population.



In “Being up to the job” we are ensuring that we have the right systems for having the
right people in the right place, at the right time, doing the right things. We support a culture
of teamwork and leadership so that you receive safe, quality care and that our workforce is
valued for their professional efforts. By working together and by providing ongoing learning
opportunities, you can be confident that our staff are selected and developed to be
competent, courteous and fit to practice, in fit-for-purpose facilities using appropriate
materials and equipment in order to provide excellence in health care.



“Being willing and able to learn” means that we take continuous quality improvement
as “a way of life” in all that we do. We do this by having a common purpose in continually
reviewing our performance, learning from our mistakes and having the courage to be
innovative. A willingness to share information about what works and what doesn’t is based
on a shared understanding of what ‘good quality’ healthcare is and a common measurement
system which reflects this understanding.

5.

GETTING IT RIGHT

5.1

Certification and Accreditation Update

In November 2015 over a three day period, we underwent a surveillance audit for certification
against the Health and Disability Service Standards (HDSS). Eleven of the 30 corrective actions
we received in May 2014 were closed. The remaining 19 corrective actions either remained the
same or were modified in relation to the improvements that have been made. Two new
corrective actions were made which makes a total of 21 corrective actions. Five of the 21 are
rated as moderate risk and 16 as low risk. For the first time we have also received a rating of
Continuous Improvement against the Infection Prevention and Control standard relating to the
Staff Influenza Vaccination Programme. The final report including agreed and finalised
corrective actions has been received for review and factual correction. It is not anticipated that
any change to the corrective actions will occur. The corrective actions, as tabled on the last day
of audit are reported in Appendix 2 and identify the senior management owner as well as
including a reporting template. When the finalised report is available this will be provided to
the Committee as well as progress updates on a six monthly basis. Reports to HealthCert are
expected to be approximately March and July 2016.
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In September 2015 staff from MidCentral District Health Board (MDHB) including the Central
PHO attended the New Zealand Business Excellence Foundation (NZBEF) training. This was a
four day training opportunity to learn the criteria within the framework and how we could apply
this going forward. The training was positively received by those who attended and the
consensus was the framework would support the ongoing improvement and development of our
organisation. Work is yet to progress on determining next steps for this.
5.2

Document Management System

MDHB’s document database held approximately 3,000 controlled documents as at June 2013.
A controlled document is one that must meet the set style standards and be approved following
a prescribed sign off process, e.g. policy, procedure and guideline etc. During the certification
audit held in May 2014 a high priority corrective action was received that noted a large number
of controlled documents overdue for review, i.e. approximately 60 per cent.
In the November 2015 surveillance audit, the auditors commented on the positive progress that
had been made to move policies, procedures, forms and all documents requiring control to the
electronic Sharepoint system. Improvements have been made to streamline and simplify the
review and authorisation process. The number of overdue documents continues to reduce with
26 per cent now overdue. The auditors have indicated that there is still work to be done on
reducing the percentage of overdue documents. An area that was also identified at audit was
that a number of clinical areas have paper versions of policy manuals that are not being kept up
to date. The audit showed the paper versions were not consistent with the electronic version in
the Sharepoint system and staff were working off outdated paper versions. Work is in progress
in partnership with clinical areas to remove unnecessary policy manuals and ensure that
alternatives are workable and efficient for each area.
5.3

Privacy Self Assessment

Good practice in privacy and security underpins our ability to safely and appropriately use
information to deliver people-centred services, and to maintain trust and confidence in our
delivery systems. To support continuous improvement in privacy, an enduring function has
been established through the Government Chief Privacy Officer (GCPO). The GCPO
complements the roles of the State Services Commission, the Privacy Commission and the
Government Chief Information Officer (GCIO). The GCPO has worked collaboratively with a
number of agencies, to deliver clear and cohesive guidance and tools, with ongoing support
from agencies.
The GCPO has issued expectations that represent good practice for privacy management and
governance in State Services. A Privacy Maturity Assessment Framework and core expectations
have been issued to help with assessing existing capability and to implement appropriate
improvements. DHBs came under the mandate of the GCPO in July 2015 and are therefore
required to complete the self assessment report. This report is to be submitted to the GCPO no
later than 31 March 2016 and is to be signed off by the Chief Executive Officer and Board Chair.
This assessment and report is in progress. An annual work plan will be developed as a result of
the self assessment
5.4

Riskman

Three modules out of the four within Riskman have been implemented. Extensive training has
occurred on the feedback module following the recent upgrade. All of the features of this
module are now fully functional including a process to alert and manage complaints as well as
notifications to charge nurses of compliments for their areas. Work continues to align our
processes with those of the Central PHO wherever this is practicable.
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We continue to support accountable owners and responsible managers in both identifying new
risk and mitigating current risk.
5.5.2 Recent Risk Activity
During this reporting period the number of reportable critical risks has fallen by 30 per cent
due to either sound mitigation strategies being introduced or in relation to key milestones for
project risk being achieved. An example is the Patient Flow Improvement Programme that has
significantly reduced the severity of a number of related risks.
In addition the ongoing investment and upgrade of Information Systems (IS) is having a
positive impact on the residual severity rating of some IS risks. It is anticipated that as the IS
upgrade nears completion other reportable IS risks will either reduce in severity or no longer be
reported as a risk.
5.5.3 Enhanced Risk Reporting
As reported previously all recommendations from the Internal Audit report to improve risk
reporting have been actioned. The reports presented to the relevant groups including Group
Audit Committee have undergone subtle change and now include key risk information (by both
category and severity) and incident trending against key risks.
It is anticipated that future risk reporting will include:




Identification of key strategic risks the organisation could/will face in the future.
An explanation as to why we believe these risks to be relevant.
A decision tree as to whether to accept and mitigate, seek further information or take no
further action.

5.5.4 Incident Trending
The use of incident trending verifies the effectiveness of mitigation strategies for known risk
and also identifies new risks. The use of incident trending has been beneficial to teams such as
Occupational Health and Safety in identifying catalysts (causes of injuries), raising awareness
through key messaging and promoting safe practice.
5.5.5 Risk Management Enhancement
Risk identification and assessment gives an organisation a clear view of the potential internal
and external obstacles it needs to manage and overcome, and the opportunities on which it can
capitalise.
The focus for the Risk Management team over the coming reporting period will be on
continuing to build a strong risk management culture by:





Ensuring the continued quality of information and process is being delivered.
Enhanced reporting at governance level to support strategic and operational decision
making processes and promote ongoing dialogue around current business activities and
future business strategies.
Risk forecasting to test existing activities (Value at Risk) and possible threats in the future.
Investigating third party risk to ensure due diligence, value for money and safeguard the
organisation against reputational harm.
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5.6

Clinical Records Overview

Clinical Records (CR) have a team of 34 staff working over seven days a week. The hours are:



Monday to Friday – 0600 – 1000.
Saturdays, Sundays and statutory holidays – 0900 – 1700.

Afterhours, patient files are retrieved by orderlies trained to undertake this or duty nurse
managers.
CR transitioned into a new two level building in 2011. To continue to manage workflows and
meet the requirements of service delivery in a timely way, it was decided for some staff to
remain working from the basement. Whilst the new building provides a great working
environment for staff, there are challenges as patient files are now housed in four areas onsite –
ground floor, first floor and two basement filing rooms.
Patient files are stored by last known year of patient contact with benefits as follows:




Identifying at a glance which files are culled (moved) to the next storage area.
Sending files to our offsite provider.
Destruction/Retention of the patient file.

Where there are multiple patient file volumes, when one patient has multiple volumes, the
latest volumes are housed in the appropriate storage area and the oldest volumes are housed in
the basement.
A snapshot of daily duties/tasks:






Preparing files for up to 65 clinics per day. Clinics can have from 3 to 43 patients and there
are patients who have multiple volumes which add to the total of files processed.
Files returned are tracked into department using the HOMER system. There can be up to
1,100 files that are filed onto the filing shelves daily.
Receive up to 19,800 pieces of paper, diagnostics, patient information, dictated letters etc
weekly. This takes approximately 3 FTE to process over a week.
Up to 120 fax and computer generated daily requests for files or patient information is
received internally as well as from other DHBs and general practices. One fax can have
requests for a number of files that add to the daily total of files sent out.
Files must be moved from one storage area to another making room for the continuous
growth of files.

Destruction/Retention (DR) of patient files/information was carried out in 2007. The next
destruction took place in 2013. This was a huge undertaking as there were no clear guidelines.
A destruction process flowchart was created that included the General Disposal Authority
(GDA) and MidCentral Health (MCH) policies to ensure process was followed correctly. To date
a total of 2,169 boxes containing patient files have been destroyed. One box can contain from 12
to 50 patient files. DR continues to be carried out annually, although it has been a challenge to
catch up on the years that destruction did not take place.
Responsibility for Mental Health and Addiction Services clinical records transitioned to the
centralised team in April 2013. Services are provided Monday to Friday 0800 – 1630.
Afterhours retrievals are provided by the Mental Health Emergency Team. The files are held in
Ruahine House for all people seen within the last two years. Locations of file storage include
Ruahine House, Northside and Clinical Records basement.
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A snapshot of daily duties/tasks:


Requests received internally as well as from other DHBs, Forensic Services, Correction
Services, general practice and private providers etc.
Files are placed in green bags for pickup and delivery by orderlies.
Files going to the rural teams are padlocked for security and sent via the mail room.
Loose paperwork is received daily for filing.
Retrieving files from Northside and/or Clinical Records basement.






6.

BEING CONSUMER AND COMMUNITY FOCUSED

6.1

Partners in Care Programme (Co-design)

HQSC offered us the opportunity to work in partnership with them to pilot a new way for them
to deliver the Partners in Care Programme to DHBs. Previously this programme had been
offered in centralised locations requiring staff and consumers from DHBs to travel away to
undertake the programme. Numbers attending this programme were lower than HQSC
anticipated primarily as a result of the location and DHBs ability to release several people to
attend.
Partners in Care is generally referred to as Co-design. Co-design is about designing solutions
with our patients/whanau at every step of the way, right from the initial concept to
implementation and not considering it as another model, but as the best and only way of
working that ensures we deliver the right solutions.
The programme was delivered by Dr Lynne Maher, Director Innovation Ko Awatea, Counties
Manukau DHB and Dr Chris Walsh, Director Consumer Engagement HQSC. The programme
commenced with two days on site training in early October and has been followed by two
webex sessions to date with another four to be completed prior to final reporting in April 2016.
The two days of training focused on the tools and techniques for Co-design and improvement
methodology with very generous resources being provided to support our work.
We consulted across our organisation to identify areas/issues that might benefit from this
approach. There was very keen and enthusiastic interest. Ongoing consultation resulted in
four teams nominating themselves for this programme. Each team had to consist of a
minimum of four DHB staff and one consumer.
The programme is progressing very well with positive feedback from Lynne Maher on progress
to date. Details of each team’s area of focus follows noting the very different styles of how each
team has presented their information which has been included unchanged.
6.1.1 Emergency Department Rescue: A Journey from the front door to seeing a
treating clinician
This team includes a quality co-ordinator, associate charge nurse, clerical assistant, registered
nurse, senior medical officer and a consumer representative. We are exploring the reality of the
patient experience from front door to seeing the first treating clinician.
“We all worry about our patients in the waiting room. Can you see the 94 year old man sitting
quietly in a wheelchair in the waiting room? He has a rug on his lap because it is a cold
morning. He fell overnight landing beside his bed and couldn’t get up. His daughter went to
visit and found him on the floor covered in excrement. He managed to pull the bedspread over
him to keep warm. She showered him and took him to his GP. The GP referred him to the
Emergency Department (ED) for assessment. He was triaged and placed in the waiting room. It
won’t be long until he gets a bed.
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Now four hours later, uncomplaining, there he sits, still in the wheelchair. His daughter had to
leave to attend to an urgent task. She doesn’t complain or enquire either. A different generation.
You can see him. He is in your thoughts to bring him into the department but other patients
keep trumping him. He is slightly slumped forward. He has not been spoken to. He is patiently
waiting. Doesn’t want to make a fuss. Other people arrive. They must be sicker as they get
rushed in. Five hours in waiting room. He finally gets a bed. His diagnosis is a fractured hip.
There he sat, uncomplaining for five hours. No one spoke to this man because he was quietly,
patiently waiting.
Let’s change this. Come with us on a journey to listen to the patient story. Let’s change our
practice. Let’s help our patients.”
Work so far has consisted of collaboration on an experience survey for patients and a similar
one for staff. The development of the patient narrative above has been undertaken with the
help of consumer representatives, the ‘Friends of the Emergency Department’ volunteers and
the gathering of some patient stories to highlight what matters for the members of our
community. This foundation work will help us identify the ‘quick wins’ for improvement work,
and ensure the efforts undertaken will actually effect the patient experience not just create
work. In the coming weeks the team will be meeting to analyse the results from the surveys
and look to further develop their work plan and driver diagram.
6.1.2 Spiritual Care at End of Life for Refugee Communities
The team includes a nurse director, chaplain, clinical psychologist from the central cancer
network, registered nurse from Arohanui Hospice and a consumer representative.
Meeting spiritual needs of patients, family and whanau has been found to lead to better
outcomes for all. However, health service delivery evidence shows that the spiritual needs of
patients are sometimes under recognised in contrast to their more physical needs. This is
particularly complex for the refugee community who have particular needs around the
provision of spiritual care that can leave them marginalised when it comes to accessing care.
These may include language barriers, poorly understood religious practices and expectations,
lack of familiarity with established systems and conventions.
The spiritual care group aims to improve the quality of spiritual assessment and support for the
refugee community by first of all gaining a better understanding of the experience and needs of
those from the refugee community. The group have made initial contacts and held a first
meeting with some of the refugee community and Red Cross representatives with more
meetings planned for the beginning of 2016.
The initial meeting has highlighted some of the challenges in Co-design projects, particularly
around the balance of power and vulnerability, who directs the project and what outcomes are
possible. For instance, whilst the initial decision to look at end of life care was carefully
considered, the group’s first meeting made it clear that what may be important to the refugee
community may be how they experience the health system in general.
6.1.3

Severe Nausea and Vomiting in Early Pregnancy

The team consists of a lead maternity carer (LMC), maternity quality co-ordinator, clinical
nurse specialist gynaecology, regional midwifery advisor and a consumer representative.
Severe nausea and vomiting in early pregnancy (NVP) is defined by the woman and has
symptoms that are disabling, with intractable vomiting leading to dehydration, electrolyte and
acid base disturbances, weight loss and nutritional deficiency. The reality for some women is
that they are often not able to undertake their daily tasks or their work outside the home. NVP
is a hidden disorder and can lead to isolation, depression and severely impact on the women’s
and families’ lives. Some women might have thoughts about ending the pregnancy and for some
this may be a reality to treat the disorder.
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The project aims to:






Understand the experiences and support needs of women and their families/whanau that
have severe NVP.
Understand the experiences of health care providers who support those women and their
families/whanau.
Explore the out of hospital rehydration of women with severe NVP and where appropriate
the management of these women in the primary care setting.
To explore referral for admission to hospital for those women who are not eligible for out of
hospital rehydration/treatment.
Develop a consumer information leaflet about severe nausea and vomiting in pregnancy.

A number of face to face interviews, with consumers and health professionals, have been
undertaken and a thematic analysis of the transcripts is in progress looking for emergent
patterns. An initial meeting has been held with Primary Options for Acute Care (POAC) to
discuss this project and to share project goals and the Auckland map of medicine regarding
rehydration to consider how it might be adapted to include pregnant women.
A number of patient questionnaires have been distributed and the group are now waiting the
return and analysis of these. The group’s consumer representative is exploring ways of
contacting women and families who have experienced NVP through various groups including
use of social media, e.g. Facebook.
Next steps include:








10 face to face interviews with women and/or their families.
10 face to face interviews with health professionals.
Receive 20 completed surveys from women and/or their families.
Commence analysis of surveys and interviews.
Compare guidelines on diagnosis and treatment of Hyperemesis,
Start work on the map of medicine with POAC team.
Start work on information brochure.

6.1.4 Medication on Discharge
This team includes a hospital clinical pharmacist, community pharmacist, chief pharmacist,
staff nurse Ward 25 and a consumer representative.
The team is focusing on Safe Efficient and Effective Discharge (SEED) for patients. SEED has
gathered information from a variety of sources - patients, nursing staff, resident medical
doctors and from general practitioners. The SEED consumer representative’s journey to our
hospital pharmacy from a medical ward was also filmed so that we can understand this journey
through patients’ eyes. The themes from the walkthrough and other information gathered from
staff and patients include:
Themes from the walk through:



Signage to the Pharmacy was either non-existent or difficult to find (not at eye-level).
There were no easy area identifier as to where the patient was at the start of the journey, i.e.
Where am I walking from?
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Themes from patients interviewed:



In hospital everything was taken care of as far as medicines go.
Information for medicines was sought from a variety of sources in the community by
patients.
Most patients did not realise they could ask their community pharmacist for advice about
medicines (this needs to be validated).



Themes from staff (nurses and house officers):


A lot needs to be done at discharge, and this includes medicines. The amount of paperwork
depends on the community destination of the patient.
Adverse drug reaction and allergies are not automatically populated into discharge
summaries from the patient administration system.
Green bags (patient’s own medicine) are great, but keeping track of them to hand back to
patients can be a challenge, when patients move beds in the same ward.




We have gathered many strands of feedback and are now focusing on specific themes so that
moving forward we can improve our discharge process with respect to medicines.
6.2

Incident Reporting

All incidents are assessed against the Severity Assessment Code (SAC) rating. SAC ratings
range from one to four, with one being the most serious. All events at SAC 1 and 2 levels will
have detailed time lined action plans when recommendations are made as a result of any review
or investigation. SAC 3 and 4 rated incidents are assessed to identify future potential risk and
trends.
The total incidents for this six month period decreased with 2,418 compared to 2,582 in the
previous period. Graph 3 below shows the 12 month comparison between this year and the
previous year with no notable trend apart from a much lower rate of incidents in the quarter
July to September 2015.
Graph 3: Incidents per Month – Over Last 24 Months
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6.2.2 Patient Falls
Any slip, trip or fall that may or may not cause injury, which happens to any patient or visitor
while on MCH property or in the course of MCH business.
The total number of falls decreased compared to the previous reporting period, from 342 to
295. This is an overall decrease of 63 in the 12 month period. Three serious falls were reported
during this six month period which is an increase by one from the previous period however the
overall reduction in SAC 1 and 2 falls continues. Serious falls where a fracture or other
significant injury occurs are rated SAC 2 and are the subject of further investigation.
Graph 6: April 2015 – September 2015 Patient Falls by Location
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Graph 7: 2014-15 and 2015-16 Falls Incidents
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Refer section 6.4.1 below for more information on falls.
6.2.3 Conduct/Behaviour/Abuse
An incident that involves any of the following: intimidation, intent to harm, threatening
behaviour, sexually aggressive or inappropriate behaviour or rape.
Incidents of violence are always of concern and are mostly experienced in the Mental Health
and Addictions Service and Older Adult Mental Health. These incidents reflect that the patient
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group includes individuals admitted for assessment and treatment of serious mental illness.
Admission to a mental health inpatient setting is often necessitated by significant clinical risk,
which can include behaviours that pose a risk to others.
The number of incidents reported this period is 783 compared to 895 for the previous six
months. This is a decrease of 112 and accounts for 30 per cent of all incidents reported. The
majority of these incidents relate to one patient who was discharged in mid September 2015 to
residential care. These incidents have further reduced to 82 over the 3 month period October to
December 2015. Six hundred and thirty eight of these incidents relate to restraint. Every
episode of restraint is reported through the incident reporting system as generally restraint is
required due to the risk of the patient harming staff or themselves. It is usually undertaken at a
time care is being delivered. Restraint can be as simple as holding the patient to restrict
movement, the use of a restraining belt or full personal restraint in which a patient is held to
administer medication or to prevent harm to self or others. All episodes of restraint are
reported to ensure that reviews are completed, giving an opportunity to consider other
interventions and also to ensure staff are well supported. This reporting and review is also in
line with the restraint standard HDSS 8134.2.2.2008.
A range of strategies are in place to support staff with management of these situations including
training in calming and restraint, de-escalation training and improved access to security staff
support. Work is also well progressed with regard to strengthening the clinical support for and
response to restraint events.
Graph 8: April 2015 – September 2015 Conduct/Behaviour/Abuse Incidents by Location
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The above graph shows the location of where most of the conduct/behaviour/abuse incidents
occur. Ward 21 reported 381 events for the six month period. Star 1 recorded 349 events,
District Nursing recorded 45, Emergency Department 37, Ward 26 recorded 29 and Ward 24
recorded 27.

36

Page 16
Graph 9: 2014-2015 and 2015-2016 Conduct/Behaviour Incidents
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As noted earlier in this section, the higher rate of incidents related primarily to one patient. This
patient is now in the community setting.
6.2.4 Clinical Management
Clinical Management incidents are defined as incidents which involve poor or inappropriate
delay in provision of treatment or reduced staffing levels.
Clinical Management incident reports have increased this period with an average of 55
incidents per month, up from 49 in the previous period. As noted in the definition above these
incidents include a wide range of events. Within this category there are eight sub groups. Given
there is such a variety of events, themes or trends do not readily emerge from this information.
Examples of events that come into this classification could include unsterile equipment in
Operating Theatre, patient flow issues, consent issues, documentation issues.
Graph 10: April 2015 – September 2015 Clinical Management Incidents by Location
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The graph above shows where the highest number of incidents of clinical management
occurred. The highest number was reported by Ward 21 with 47. These primarily relate to being
over bed capacity and inaccurate documentation on admission or discharge. Work continues to
address these ongoing issues. The next highest was District Nursing (DN) with 41.
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These incidents related to:



Fluctuations in workload across some shifts and geographic locations (5).
Patients being discharged from inpatient services without full information on the referral
being provided (5).
Referrals not actioned in a timely manner by the service (2).
Care plans not followed (12).
Medication not administered as prescribed (5).





Mitigations in place:


Individual teams plan/prioritise daily workload, assisted by the Associate Charge Nurse
(ACN). Nursing roster gaps are covered within existing resources. ACN coordinates
workload across the seven bases. Patients are encouraged to attend DN outpatient clinics
where possible.
 29 new Smartphones have been purchased and will be delivered in January 2016. The
Smartphones have greater functionalities from the current phones. DNs will be able to
access email and referrals while out in the community.
 All policies and procedures are up to date – DNs all have access to the electronic document
control system.
 Referrals are received, triaged and processed by an experienced registered nurse. All
referrals are actioned on receipt using a risk framework and the referrer is contacted if there
is insufficient information provided.
The remaining incidents for the Emergency Department, Theatre, MAPU and Ward 24 related
to documentation, consent and inadequate information regarding transfers.
Graph 11: 2014-2015 and 2015-2016 Clinical Management Incidents
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6.2.5 OHS/Hazard/Security
These incidents are defined as incidents involving staff. This includes injuries, exposure to
harmful substances, identification of hazards and security related incidents such as theft, lost
property and property damage.
OHS/Hazard/Security incidents have decreased again this period with 334 incidents reported
in this six month period, compared to 368 in the previous period. These incidents primarily
related to patient handling injuries and slips, trips and falls. There has also been a far greater
emphasis on supporting staff to report, review and implement changes regarding these
incidents. Star 1 remains high with staff reporting injuries due to a patient who has now been
discharged to residential care.
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Graph 12: April 2015 –September 2015 OHS/Hazard/Security incidents by Location
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The graph above shows the six highest locations for these incidents. The vast majority of these
are occupational health related where staff have been injured. The injuries include, bruising,
hitting and scratching by patients. Ninety two were recorded by staff in the Star 1 area.
Occupational Health and Safety are increasingly more visible throughout the organisation.
With regard to slips, trips and falls, improved lighting on our campus and repair of uneven
surfaces is ongoing. An in-depth analysis of the slips, trips and falls is in progress and will result
in a greater focus on staff awareness and mitigation of hazards. The electronic hazard
management system, due for implementation early in 2016, will assist with identification of
hazards that might result in injury.
Graph 13: 2014-2015 and 2015-2016 Occupational Health/Hazards /Security Incidents
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6.2.6 Medication
These incidents are defined as incidents involving medicines and IV fluids, in particular,
errors associated with the selection of the patient, route, amount, dose, timing or prescription.
Medication incidents continue to increase and require an ongoing focus to implement
improvement strategies. Reported medication incidents have increased to 321 from 311 in the
last period. These include a wide range of types, e.g. prescribing, administration, omission,
controlled drug counts etc.
All medication incidents are forwarded to the Medication Safety Committee for their
information, trending and mitigation. The Medication Safety Committee which is a
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6.2.7 Skin Integrity
Skin Integrity incidents are defined as “incidents involving pressure ulcers and wounds such as
skin tears, blisters, bruises, burns, cellulitis, haematomas, rashes and other wounds”.
Reported skin integrity incidents have decreased further to 207 this period from 230 in the last
period. Approximately 55 of these are pressure injury related with 15 of those reported on
admission, i.e. occurred outside of the hospital setting. The nursing team have developed an
improvement plan to ensure that occurrence is minimised and reporting is supported. There is
work underway nationally to look at improved assessment, identification, reporting and
management.
Graph 16: April 2015 – September 2015 Skin Integrity Incidents by Location
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The highest number of reported incidents for Skin Integrity was in Ward 24. Twenty of the 35
were skin tears, with the remaining 15 related to pressure injuries. Three of the pressure injuries
were present on admission and 12 developed during the patient’s stay in hospital. Some
examples from Ward 24 during July 2015, when acuity was higher than usual, include;






four were pre-hospital (2 skin tears, 1 pressure area, 1 laceration)
seven were due to medical co-morbidities and/or fragile skin– all of these cases had
been provided with regular pressure area cares by nursing staff;
one resulted from a fall in the ward bathroom
three were of unknown cause
one resulted from poor handover processes at shift change

The National Survey Care Indicators (NSCI) included assessment of patients/residents for
pressure injury prevention and management. The findings of the report will result in a regional
approach to improving pressure injury management lead by the Central Region Directors of
Nursing.
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Graph 17: 2014-2015 and 2015 – 2016 Skin Integrity Incidents
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6.2.8 Serious Adverse Events
Serious adverse event reporting has been occurring nationally now for nine years and has been
co-ordinated by the HQSC for the last six years. In the last two years serious adverse events
have also been reported in the Quality Account and this will continue. These reports exclude
Mental Health and Addiction Service’s serious adverse events which are reported separately by
the Director, Mental Health, Ministry of Health whose annual report for 2014 was published in
December 2015. The HQSC national report was released on 4 December 2015.
A Serious Adverse Event Governance Group was established in July 2015 to provide governance
and oversight for adverse events.
The primary purpose of this group is to:


Ensure that all adverse events in MDHB are reported and investigated in a timely and fair
manner.



Ensure patients and families are at the centre of our endeavours including open disclosure
and ongoing communication.



Ensure every opportunity is taken to identify and implement improvements.



Share outcomes of investigations/learnings with staff throughout MDHB.



Support a process that ensures all recommendations are implemented and evaluated

The group meets fortnightly or more often as required. Membership is as follows:
Chief Medical Officer
Director, Patient Safety and Clinical Effectiveness (Chair)
Operations Director, Hospital Services
Operations Director, Specialist Community and Regional Services
Director of Nursing
Director, Allied Health
Director of Midwifery
Manager, Quality and Clinical Risk (Deputy Chair)
Director, Maori Health and Disability
General Manager, Clinical Services and Transformation, ex officio.
A staff member who has insight into the reported event may be asked to attend.
Others may be co-opted as required, e.g. Central PHO.
Mental Health serious adverse events are also monitored, however the Mental Health Adverse
Event Review Group manages these events.
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6.3

Customer Relations

6.3.1 Compliments/Complaints (April 2015 – September 2015)
MDHB has a complaints policy which is based on Right 10 of the Health and Disability Services
Consumers’ Rights. One of the objectives of the Health and Disability Commissioner Act is to
“facilitate the fair, simple, speedy and efficient resolution of complaints”.
During this six month period, 309 compliments and 226 complaints were received compared to
211 and 257 respectively for the previous period. Work continues to ensure that all complaints
and compliments are being captured and that all avenues for feedback are well known and
available.
The three highest categories consistently reported over this period are staff attitude, care and
clinical treatment for complaints and staff attitude, care and staff competence for compliments.
These three categories over the last six months have made up over 80 per cent of all complaints.
Health and Disability Commission (HDC) complaints are included in these numbers. Graph 18
shows the total complaints received by month compared to the previous year. Graph 19
highlights the top complaint category reported and as noted, numbers range from 1-9 per
month.
Graph 18: 2014-15 and 2015-16 Total Complaints by Month
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Graph 19: 2014-15 and 2015-16 Staff Attitude Complaints
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A further report, from the HDC, was received for the period January to June 2015. This report
has been reviewed and was tabled at the Hospital Audit Sub Committee’s October meeting. We
received 21 complaints via the HDC for this period which was the same as the previous period.
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It has been identified that staff education is a critical strategy to assist the organisation in
decreasing complaints both coming into the organisation and going to HDC.
Work is ongoing to address the primary themes, address issues of process and system and to
better equip staff to respond in a timely and appropriate way with the objective of ensuring
every opportunity is taken to resolve a complaint within our organisation rather than patients
and families resorting to the HDC complaint process. We are however obliged to promote the
HDC complaint process and patients and families have a right to utilise this avenue. Conversely,
where complaints are challenging to resolve, or patients and family members require support
with the process, it is at times suggested that they seek support from the Nationwide Health and
Disability Advocacy Service. The HDC is now also more frequently referring patients/families to
this service.
Below is an overview of various aspects of work in progress and/or systems and support that are
in place.
Complaint Management
 There are two full time staff dedicated to supporting staff to respond to and resolve concerns
both as they are recognised and/or following formal feedback.
 Patients, families, visitors and staff have ready access to our own feedback process with
feedback being able to be submitted in many ways including by phone, face to face, email,
website or in writing. We also have ‘Tell us What you Think’ forms located prominently in
all areas where patients, families and visitors access.
 All feedback is formally acknowledged within five days. Previously the person was given
information about other options for feedback including the HDC at this point, however that
is now being changed to be provided at the time the response is finalised.
 Our electronic feedback system ensures feedback is distributed efficiently and those
responsible for the response are alerted regularly with regard to timeframes.
 An audit of our response times is undertaken bi-monthly and the results are provided to
relevant senior management for discussion with teams. The five day acknowledgement
results show an average 99 per cent compliance. The 15 day response time averages 84 per
cent, which is an improvement from the last period of 75 per cent. A new process of alerts
has been set up to indicate, several days in advance, when responses are due, as well as
more time required letters needed.
 Those staff who lead complaint resolution are encouraged and supported to make phone
calls and/or meet with complainants in a timely way. This is occurring much more
frequently than in the past and is resulting in more timely resolution.
Staff Education






All new staff are given a brief introduction to our feedback process and Complaints Policy as
well as briefly work-shopping some scenarios. This also includes an introduction to the Code
of Health and Disability Services Consumers’ Rights 1996 and cue cards about this are
supplied at this time.
Our legislative compliance programme includes seminars on Code of Rights and complaints
management at least annually. The MDHB Legislative Compliance Handbook includes
information on the Health and Disability Commissioner Act 1994 and Code of Health and
Disability Services’ Consumer Rights 1996. Our legislative compliance course has been
added to the Ko Awatea training site so that staff can complete a legislative compliance
review of current legislation to remain upskilled.
In September 2015 Open Disclosure education was provided to 85 frontline staff across our
organisation, following the success of sessions held for Mental Health and Addictions staff
in February 2015. These were provided by the Cognitive Institute with reference to HDC
guidelines and MDHB’s Open Disclosure Policy.
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We have recently developed and delivered an education programme to clinical staff with a
focus on a proactive response to concerns and issues that arise rather than waiting for a
complaint. This has occurred in all wards and is now being delivered to community teams.
This will be an ongoing training session provided in conjunction with the charge nurse/
leader of each area. Non clinical staff receive this education at staff orientation. A separate
education package has been developed for medical staff which is delivered twice a year.

Patient Information and Feedback


We have developed a positive relationship with our local Health and Disability Consumer
Advisory Service and find their support very useful in achieving resolutions.
As is required by Health and Disability Service Standards, the Code of Health and Disability
Services Consumers’ Rights and HDC complaint process is prominently displayed in all
areas.
The newly developed Inpatient Experience Survey has been implemented with the fifth
survey sent out in late November.






The HDC Health passport, along with our own Pink Health Passport are also promoted. A
further drive to promote these will be undertaken.



It has been noted that all of our patient information brochures provide information about
the complaints process including HDC information. This is not always appropriate to
provide in these brochures, we are therefore updating this information to ensure that
patients and families contact the service directly with any concerns/queries.
The education programme has been delivered in clinical areas throughout our organisation
for all nursing and allied health staff with a focus on a proactive response to concerns and
issues that arise rather than waiting for a complaint. This session is also delivered to the
medical staff at their forums.





Our participation in patient safety week was a great opportunity to support all of our staff
with positive, meaningful and proactive communication with patients, families and
colleagues. Refer section 6.5 for further information.

Graph 20 shows the total compliments received by month compared to the previous year.
Graph 20: 2014-15 and 2015-16 Total Compliments
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6.3.2 Inpatient Experience Survey
In late August 2014 all DHBs implemented a new national Inpatient Experience Survey. The
survey is intended to fill the gap of providing a nationally consistent data source for the Health
Quality and Safety Commission’s (HQSC) quality and safety indicator set and the Ministry of
Health’s (MoH) accountability metrics. Implementation of the survey was identified as a
priority in the MoH’s letter of expectation, and the requirement to report against it was
stipulated in the 2014/15 DHB non-financial monitoring framework and performance measures
document.
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This survey was designed by the HQSC following a period of consultation with DHBs. The
survey drew upon the PICKER library of questions and was structured to cover the four
domains of the patient experience:


Communication



Partnership



Co-ordination



Physical and emotional needs

The survey takes a random sample of inpatients aged 15 and older, who had an overnight stay in
hospital in a selected fortnight, and whose event ended with a routine or self discharge. Specific
exclusions are patients admitted to a mental health specialty, patients who are transferred to
another health facility, and patients who died in hospital. Respondents are guaranteed
anonymity unless they choose to provide their contact details because they wish to contact
someone at the DHB.
The national administrator of the survey is a contracted third party. They provide the random
sample of patients, taken from the file provided by MidCentral District Health Board (MDHB)
to be surveyed, and where electronic contact details are available send out the survey. They also
provide the secure portal where respondents enter their responses. They then provide back to
the HQSC and DHBs a reporting portal with weighted responses to the survey questions. Each
DHB also receives their own data file with all (anonymous) responses and comments.
The survey is intended to be conducted electronically by either email or SMS (text) with a
unique survey link provided to enter responses in a secure website. Reminders are sent to
patients seven days after the initial contact. Respondents are given 21 days to respond.
MidCentral District Health Board initially lacked the infrastructure to capture patients email or
SMS details therefore the surveys have been done entirely by post. Work has now been
completed to enable capture of email details. Recipients of these postal surveys were provided
with information to enable them to complete the survey online if they preferred. During the
August survey 10 surveys were emailed out of the 400. All of those with email addresses are
chosen first out of the 400, prior to the remaining sample being selected to meet the 400
required. Due to the manual nature of the survey an additional 12 hours of administration
support is required for each survey which is done every quarter. This requirement will reduce as
more surveys are emailed.
A core set of 20 questions are asked. In addition MDHB also chose to ask questions relating to
whether patients felt they had enough privacy, whether their ward or room was clean, and
whether they had religious or spiritual support when required. MDHB also added a screening
question whether respondents had a long term disability or impairment.
Survey Results
The four graphs below show the trends in overall scores in each of the four domains for our
DHB’s respondents compared with all DHBs. A rating of 10 corresponds to very good and 0 to
very poor.
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Graph 21: Communication August 2014-August 2015
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Graph 22: Partnership August 2014-August 2015
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Graph 23: Co-ordination August 2014-August 2015
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Graph 24: Physical Emotional August 2014-August 2015
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It can be seen that the ratings of our respondents are similar to those of all other DHB’s
respondents. In the most recent survey, ratings on Partnership and Coordination are seen to
diverge. Positive comments were far more numerous than negative comments. Negative
comments from respondents relating to Partnership covered lack of attention to personal cares
and patients feeling they were being rushed through. Negative comments relating to
Coordination included patients being given conflicting information and a perceived lack of
aftercare.
All results and comments are disseminated widely across the organisation both at service and
leadership level for discussion and consideration of quality improvement processes required.
Demographic Profile
Compared to the eligible inpatient population survey respondents in the August 2015 survey,
tended to be older, more representative of females and less representative of Maori.
Survey Population:
Survey Sample:
Response rate:

Patients aged 15+, routine discharge, excluding day case and mental
health. Discharged in the fortnight 3 August to 16 August.
Randomised sample of 400 drawn from the survey population.
49 per cent

Table 1: Demographic Profile of Survey Respondents August 2015

Respondents Survey population
54%
58%
46%
42%

Gender

M
F

Ethnicity

European
Maori
Pacific Islands
Asian
Other

82%
9%
2%
7%

82%
13%
2%
3%
1%

15-24
25-44
45-64
65-74
75-84
85+

4%
13%
22%
25%
22%
13%

11%
18%
23%
18%
20%
9%

Age
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6.4

Quality and Safety Marker Results

Quality and Safety Markers (QSM) track the level of harm and cost associated with a particular
health issue, and look at simple steps to reduce risk of harm.





Preventing harm from falls.
Healthcare associated infection, i.e. Central Line Acquired Bacteraemia and Hand Hygiene.
Perioperative harm (harm during or after surgery).
Surgical site infection.

Our most recent results for July to September 2015 feature in the sections below including
graphs that compare our results to the desired level. Attached as appendix 3 are the results for
all DHBs and also includes outcome measures.
While overall results are positive work is ongoing to ensure these results continue to improve
and are sustained leading to improved experience for our patients and staff. These results are
provided to staff responsible for leading work in relation to these areas with planning
continuing to achieve improved outcomes for our patients in all areas. Refer to relevant sections
below for specific updates. Process markers have been developed for electronic medication
reconciliation however we are unable to report against this until the Clinical Portal upgrade is
completed.
The Surgical Safety Checklist is in the process of change and will evolve into a Teamwork and
Communication Intervention tool rather than the current paper based checklist approach. The
HQSC is engaging with DHBs to:


Retire the current QSM.



Roll out a package of teamwork and communication quality improvement interventions in a
staged cohort approach.



Establish a new QSM measuring the surgical team’s engagement with the teamwork and
communication tools.

The roll out will focus on:




Briefing
All three parts of the checklist, modified to be used in paperless form, as a poster on the
operating theatre wall.
Debriefing

We have joined the last cohort which will see the first reporting required in quarter one in
2016/17, with the lead up to this commencing in January 2016. The team leading this work
attended a workshop in mid June. The focus of this workshop was to examine why this change
in focus was required, the challenges of implementing a new process and what HQSC will be
doing to support this. Dr Clifford Ko noted that “communication and teamwork (culture) is
routinely associated with sustained quality and safety improvement. The way things get done
around here is the most difficult thing to change, it can outlast organisational products”.
6.4.1

Falls

As can be seen in graphs 25 and 26 below, we are continuing to make improvements in our
work related to falls injury reduction. We achieved 92 per cent against the target of 90 per cent
for older people having a falls risk assessment and 99 percent against the target of 90 percent
for those older people assessed as being at risk of falling having an individualised care plan in
place. The HQSC has reported a 40 per cent reduction in fractured neck of femur resulting from
in hospital falls and resulting in approximately $1.8 million in savings to DHBs in addition to
the reduced impact on patients and families. The central region featured at the forefront of this
reduction.
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The Falls Action group have completed an update to the falls policy, procedure and risk
assessment tool, to ensure that all appropriate falls prevention strategies are in place. This is
alongside the continued roll out of the Falls Aware Ward project.
Graph 25: Patients given a Falls Risk Assessment
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Graph 26: Older People at Risk of Falling have an Individualised Care Plan
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Falls Aware Ward
The Falls Aware Ward programme has been rolled out to six inpatient wards, with only two
areas still to have the programme implemented and to all 36 Aged Residential Care Facilities in
the district. The results of this programme are contributing to a reduction in the number of
patient falls as illustrated in graph 27 below.
Graph 27: Falls Aware Ward Falls Trending November 2014 to November 2015
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In the residential care setting an early report has seen an aged care facility reduce the number of
falls over a three month period by approximately 65 per cent.
Falls Trending and Overview of Falls with Injury
Falls within inpatient settings are reviewed monthly by the Falls Action Group this includes the
review of falls in all areas, e.g. number of individual patients, overall falls, time of day, location
of falls etc. The falls action group also reviews the outcomes and recommendations of
investigations into SAC 1 and SAC 2 falls to ensure that learnings are applied across settings
where relevant to do so. As demonstrated in Graph 7 in section 6.2.2 the occurrence of falls in
hospital has reduced by 63 over the last 12 months.
Bathroom audit
Detailed monitoring of falls has shown that in hospital the predominant environment where
falls occur is the bathroom. As a result the falls action group have carried out an audit on all
patient bathrooms in the hospital. Results are being collated however initial results show that
there are a number of areas for improvement related to placement and availability of essential
equipment and availability of items such as handrails. Findings will be formalised and an action
plan progressed.
April No Falls Campaign
The campaign for 2015 was very successful with a symposium attracting more than 200 clinical
staff from across all sectors. The focus on footwear and the guide that was developed in
partnership with Accident Compensation Corporation (ACC) has had very positive feedback,
particularly from caregivers and family members both in hospital and in the aged care setting
who have used this to ensure that their family member has appropriate footwear for falls
prevention.
We are again leading the central region for the campaign in 2016 with the focus on vision and
lighting to prevent falls, “Eyes on Falls Prevention”. The central region has agreed to this focus
and the Falls Lead for the HQSC has endorsed this approach. Planning is well underway
including promotion and information with an emphasis on patients and caregivers as well as
clinical staff.
Use of Bed rails
An evidence based review of best practice for use of bedrails and a review of our practice has
been completed. While practice generally meets requirements, the Falls Action Group has
produced updated posters, a flow chart and policy, with plans for a campaign to reinforce best
practice to minimise the use of bedrails and ensure that appropriate decision making, consent,
documentation and ongoing assessment is in place. A toolkit will be rolled out to inpatient and
aged residential care settings prior to June 2016.
6.4.2 Hand Hygiene
Graph 28 below shows our results for compliance with the 5 moments for hand hygiene at 75
per cent for the last audit period compared to the target of 80 per cent. This is a reduction from
78 per cent for the previous period. National compliance was at 80.9 per cent.
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Graph 28: Hand Hygiene Compliance with “ 5 Moments for Hand Hygiene”
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Graph 29: Hand Hygiene Compliance by Year by Audit Period
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The graph above shows a slow and steady improvement over time. In the last audit period, 12
DHBs achieved over 80 per cent. We have made contact with all 12 DHBs to seek feedback on
how they have achieved this. Themes of this feedback include:





Small volume of auditing frequently which supports a presence and opportunities for
education.
Senior management KPI for hand hygiene. One DHB made the Director of Nursing
accountable for the hand hygiene target. Variations on this theme are an option where each
of the professional leads has a responsibility for managing the hand hygiene target within
their professional groups.
Compulsory online education for all staff. The online education is designed for both clinical
and non-clinical staff and you are invited to take the opportunity to complete the
programme.

In response to this feedback hand hygiene auditors have been requested to complete small
volumes of auditing frequently, which will assist them to manage patient workloads and their
auditing responsibility. The latest hand hygiene policy and procedure includes compulsory hand
hygiene online education for clinical staff every two years. A process for reporting monthly
results is being developed for display in clinical areas to provide up to date progress towards 80
per cent compliance. Results will also be provided to the Senior Management Team and
Executive Leadership Team on a regular basis.
The Hand Hygiene Taskforce continues to meet every month to provide clinical leadership and
advice.
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6.4.3 Surgical Site Infection
The process markers for surgical site infection surveillance are:


Antibiotic given 0-60 minutes before knife to skin (target 100 per cent).



Right antibiotic in the right dose-2g or more Cefazolin or 1.5g or more Cefuroxime given
(target 95 per cent).



Appropriate skin antisepsis in surgery using alcohol/chlorhexidine or alcohol/povidine
iodine (target 100 per cent).

We achieved 100 per cent in markers 1 and 2 and 97 per cent in marker three. The noticeable
change in graph 31 below is that we now meet this target as a result of the HQSC including the
antibiotic of choice in our DHB, i.e. 1.5 g or more cefuroxime, to count toward target. We have
dropped below target with the use of appropriate skin antisepsis however work is in progress to
ensure this is documented correctly. Results are reviewed every quarter and improvements
implemented as required. Note the lack of data in quarter three 2014, in the three graphs below,
is due to results not being provided as the surveillance is based on a 90 day reporting period
and not a true quarter.
Graph 30: Antibiotic at the right time
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Graph 31: Right Antibiotic in right dose
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Graph 32: Appropriate skin antisepsis in surgery
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Open for Better Care

Open for Better Care, the national patient safety campaign has now been progressing for over
two years and will continue until June 2016 rather than finishing in March 2015 as originally
planned. The campaign is based on the Triple Aim principles as shown below:

The campaign is co-ordinated nationally by the HQSC and implemented regionally by the
health sector. DHBs and other providers have been implementing the campaign with the
assistance of HQSC and the resources they have developed in a way that best suits their local
situation. The regions and DHBs have taken ownership of the campaign.
The central region component of the campaign is being lead by MDHB with monthly
teleconferences that include all central region DHBs.
In July 2015 the campaign moved to planning for patient safety week, held from the 1st to the 6th
November. We chose to run a separate activity each day all aligned to a “let’s talk”
communication theme.
We launched with the ‘Hello My Name is…’ campaign on day one. All staff were encouraged to
wear “Hello my name is” stickers with their christian name on in all public/patient areas
primarily on the first day but also throughout the week. Spot prizes were randomly given to staff
seen wearing them.
The stickers were part of the national Patient Safety Week’s theme of Let’s Talk, prompted by a
terminally ill doctor in Britain, Dr Kate Grainger’s theme of “Hello my name is”... campaign.
She became frustrated with the number of staff who didn’t introduce themselves to her when
she was an inpatient. On leaving hospital, she began a campaign asking National Health Service
(NHS) staff to make a pledge to introduce themselves to their patients. A static display was
placed in the staff café for the week, with a variety of takeaway resources provided.
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In the build up to Patient Safety Week we launched a set of posters designed around the HQSC
eye-catching pink ‘Let’s Talk’ theme. Posters featuring seven of our staff were placed around
Palmerston North Hospital, and Horowhenua Health Centre. The posters focus on different
messages that these staff felt were important to them and their patients and families, such as
hand hygiene and medication safety, but also link into the idea of introducing themselves to
patients and families and being open to talking to patients about their care.
Day two’s emphasis was on Let’s Talk about patients preparing to leave hospital and handouts
were available for staff to give to patients.
On day three we engaged a communications consultant to present three different
communication sessions of 45 minutes each with at least two key communication messages in
each session. The key messages included how important one small sentence is, i.e. “Hello my
name is”; “I’ve got what” was about simple ways to ensure patients and families understand the
information we have provided; and the use of a simple acronym, AIDET, i.e. “acknowledge,
introduce, duration, explain, thank you”.
Day four saw patients arriving in the Emergency Department, wards and outpatient areas, given
Patient Safety Cards, and staff were encouraged to invite patients to read them. The messages
included information about preventing falls, preventing blood clots, preventing infection and
pressure injuries etc. These cards were well received by patients and staff alike and the HQSC is
going to produce another print run.
The fifth day was set aside for celebrating Patient Safety Week successes and learnings.
Cardboard cut out people promoting the week were available in the staff café and at
Horowhenua Health Centre for staff to write on post-it notes and stick their week’s success
stories and reflective comments on the cut outs. Patient feedback from the week, including the
‘Hello my name is’ stickers, was included.
When assessing the week, the decision was made to continue the positive outcomes from
Patient Safety Week, with more sets of Let’s Talk posters produced and the wearing of “Hello
my name is” badges to be further explored. The campaign was successful in highlighting
communication as an integral component in the patient journey.
In January 2016 the campaign moved to addressing issues of leadership and capability with
regard to patient safety, in particular looking at patient safety competencies, professional
development, clinical governance etc. Registrations have been sought for ten emerging clinical
leaders from our DHB to participate in a four hour workshop to develop clinical leadership
skills in quality and safety. A learning module has been specifically developed for the campaign
and will be delivered in seven workshops around New Zealand between March and July 2016.
The leadership-related skills, abilities and knowledge an individual has are key to influencing
and championing an environment that prioritises quality care and patient safety.
We also have one person undertaking the 10 month training programme to become an
Improvement Advisor (IA). This programme was sponsored by the HQSC and is delivered by Ko
Awatea at Counties Manukau DHB. The programme is an intensive course designed to build
capability in relation to improvement science based on the PDSA methodology with a
significant focus on measurement. All DHBs in the central region now have at least one IA. We
are planning to have several more staff undertake this programme in 2016.
The HQSC are also offering a one day forum in Wellington on 9 March 2016 about clinical
leadership in health quality and safety.
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6.6

Quality Account

The 2014/15 Quality Account was published in December 2015.The HQSC have scheduled the
regular annual workshop in March 2016. Consideration is already being given to the approach
for the 2015/16 Quality Account.
The Quality Account will be presented to the Board in November 2016 for final approval.
6.7

Infection Prevention and Control (IPC)

6.7.1 Software Options for IPC
Internal information technology to support the Infection Prevention and Control service has
remained unchanged in the last 10-15 years. Staff records are managed on an Access Database
and retrieval of information pertinent to surveillance and case management remains largely
manual selection. With the advent of national surveillance for surgical site infection (SSIS) and
hand hygiene audits, opportunities to utilise some aspects of intelligent and integrated software
have become apparent.
The clinical portal has streamlined some information gathering, however manual retrieval of
essential information includes faxed information from Medlab, paper copy of microbiological
and serology results for review and evaluation, printed copy of daily occupancy and patients
admitted with alerts on file, accessing Trendcare for nursing input, accessing theatre system for
operation notation, and walking the floor to read inpatient files or requesting files for follow up
and review. IT systems are available on the current world market to support the work that IPC
undertake. Christchurch, Auckland and Waitemata DHBs have implemented a system called
ICnet. This software is used for the national SSIS programme and presentations to MCH have
identified significant value and efficiencies gained by using this system not only for IPC but also
for Pharmacy, Public Health and Laboratory Services.
The national IT board has indicated to DHBs that funds should be set aside for implementation
of an IT system for IPC purposes. In response to this, with advice from relevant stakeholders
and the contracts department, the early stages of a business case are being considered.
6.8

Medication Safety

6.8.1 Medication Safety Campaign
The year long medication safety campaign was launched in May 2015. The focus for the first
quarter was on an alert issued by HQSC on prescription safety involving Metoprolol. Letters
were sent out to all prescribers reminding them of the Metoprolol alert. A quiz to test clinicians’
prescription safety knowledge was part of the launch as well as a fun competition to name the
Pharmacy mascot, a small black soft toy dog.
The second focus area was on Methotrexate and followed a similar format to the previous
month’s campaign, a quiz and some useful information was displayed in the staff café and the
HQSC alert was sent to all prescribers.
From July through to September 2015 there was a sustained focus on improving prescribing
and administration practices on the use of opioids. A wide range of activities were promoted
including posters, tips and tricks, education and a competition to find the ward with the tidiest
controlled drug cabinet. These campaigns were supported by the HQSC who provided some
material resource and placed updates on the HQSC website.
The December campaign highlighted the HQSC alert on adverse drug reactions, plus the launch
of an electronic form and e-mail address for reporting adverse drug reactions. The quiz and staff
café display format that has worked so well throughout the year was used again. In January
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2016 the medication safety team plan to launch the new insulin prescribing and administration
charts.
The overall objective of this sustained campaign is to reduce the opportunity for prescribing and
administration errors, improve knowledge and expertise of staff and reduce potential for patient
harm. There is to date no evidence that this has reduced errors however the next audit of
medication charts, planned for early 2016, may reveal some improvements.
6.8.2 Safe Use of Opioids Collaborative
We are partnering with the HQSC in implementing a national breakthrough collaborative on
the safe use of opioids in hospitals. The goal of the collaborative is to reduce harm from opioids
in hospitals, and to build capability within hospitals in medication safety and quality
improvement.
Our Opioid Collaborative Working Group has established the local context around opioid
related constipation, prescribing practices, documentation and monitoring in Star 2. Baseline
figures indicate that 25 per cent of Star 2 patients are prescribed regular opioids with only 50
per cent of these being co-prescribed a regular laxative. Of the 25 per cent of Star 2 patients
who are prescribed regular opioids, 13 per cent are identified as being constipated. The aim of
the working group is to reduce the numbers of patients who are prescribed regular opioids who
are identified with constipation by 50 per cent by the end of June 2016.
The group has also developed and tested improvements, for example, patient information
brochures, posters, nursing documentation and draft guidance for medical and nursing staff for
co-prescribing and the management of opioid induced constipation. From the baseline figures
only 50 per cent of patients on regular opioids being co-prescribed regular laxatives, this has
slowly improved to 77 per cent from the introduction of a new standardised way of nursing
documentation of bowel movements for patients. To date the numbers of patients who are
prescribed regular opioids who are identified with constipation is unchanged; however the
duration of constipation for these patients has reduced by half a day which is an early indication
of improvement.
Two members of our Opioid Collaborative Working Group attended learning session three in
Auckland in November 2015. These learning sessions are an essential component of the
collaborative methodology and bring together all DHBs to share current learnings and further
develop improvements to reduce harm from opioid use. Our team received very positive
feedback and were complimented on their process and progress. In addition very positive
feedback was received regarding this work from the auditors during surveillance.
6.8.3 Management of Refrigerated Medications
The Pharmacy and Infection Prevention and Control have achieved cold chain accreditation,
and a number of wards, which will hold vaccines in the future, are currently engaged in the cold
chain accreditation process. Cold chain is the prescribed process for ensuring that vaccines are
kept at temperatures between +2 and +8 degrees celsius at all times from the point of
manufacture to being used. This is now well progressed with the final tasks to obtain cold chain
accreditation due in February 2016.
Previously reported initiatives, such as the introduction of the fridge failure card, have been well
accepted. New digital maximum thermometers have been purchased and installed. These
thermometers, as well as reading medication fridge maximum/minimum temperatures, also
read the maximum/minimum temperatures of the medication rooms. The Storage of Medicines
Policy has been updated as a result of the changes introduced. The new policy has been well
accepted with recording of minimum/maximum temperatures of medication fridges and
medication rooms dramatically improved across hospital wards although still requires further
improvement.
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6.8.4 Compounding, Dispensing and Delivery of Chemotherapy
The delays experienced with the ePharmacy project have meant that simulation of the new
process required for the provision of chemotherapy using this system has not occurred. The
pharmacy team have however identified other changes occurring in current processes and
responded by improving checklists to accommodate these changes. These checklists have
proven to be successful, with the detection of a minor mistake made by the third party
compounder. Pharmacists have developed processes that assure the quality of the products
produced. Direct microbiological monitoring for medicines produced in batches has been
introduced successfully. The monitoring introduced has been approved by Medicines Control.
Recently these processes have allowed the Pharmacy to respond to a national outage of predrawn intrathecal morphine syringes and prepare this item for use in theatre.
6.8.5 Repacking of Bulk Medicines
The Pharmacy has identified 25 lines that can be packed down from large packs for more
convenient supply to hospital wards. This will improve inventory control and reduce wastage of
medicines. In order to avoid multiple lines appearing in ward stock in white bottles with black
and white labels, which could increase risk of incorrect medicine selection, the Pharmacy has
developed a series of labels with coloured strips and employed the HQSC tallman lettering
recommendations for medicines. Tallman lettering is where parts of a medication name that
might sound or look the same as others is written in mixed case letters to help draw attention to
the dissimilarities in the names. Initial feedback received from wards has been positive.
6.8.6 Medicines Reconciliation
Medicines reconciliation is an on-going priority for the Pharmacy. Currently 80-85 per cent of
prioritised patients have their medicines reconciled by a pharmacist within 24 hours of
admission. In 2016 pharmacists undertaking this work will endeavour to add to this service by
conducting a five step medicines review using an evidence based tool currently used in acute
admission units in Danish hospitals. This process is expected to start in March 2016 and will be
reported on to the Medicines Advice and Policy Committee (MAPC).

7.

BEING UP TO THE JOB

7.1

Critical Event Debriefing

A multidisciplinary working group of representatives from several services was formed in
August 2015 to look at what policies and procedures are in place to assist individuals and teams
to cope when an event happens to them or around them.
The outcome of the initial discussion was that various help channels such as the Employee
Assistance Programme (EAP) and community, professional and spiritual help organisations
were available however the contacts details and information was not easy to find, information
was held in various places and one solution might not necessarily suit all staff.
As an initial step in the process of setting up a robust assistance system, a single repository for
information and contacts was developed and this intranet site, owned by Occupational Health
and Safety, continues to be enhanced with a wide range of information and other suggestions
being submitted by the many staff already accessing the site. This intranet site is known as the
‘Self Care’ site. Positive feedback has been received about the usefulness of this site.
Work continues on an easy to follow decision tree for the first page of the self care site to assist
staff and managers select options for assistance when an event occurs with a view to
strengthening what we already do and enhancing options that can be accessed.
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7.2

Staff Vaccination Programme

We achieved 60 per cent uptake of influenza vaccine compared to the national average of 66 per
cent. Improvement was gained by a team approach and leadership support. Key strategies that
improved coverage included implementation of a ward based vaccinator programme. This
programme has been widely used in DHBs where vaccination rates continue to improve and
requires commitment from line and professional managers. The training requires:


Twelve hours online learning (usually undertaken in the staff member’s own time) with an
additional four hour tutorial.
Written external assessment.
Clinical assessment.
Authorisation from the Medical Officer of Health (MOH).





This authorisation allows nurses to give vaccines to the well population without prescription,
with confidence that each vaccinator is competent to manage adverse events under controlled
circumstances. Authorisation is valid for two years with renewal under a regulated process via
the Ministry of Health (MOH). The total pool of vaccinators includes two pharmacists and 12
nurses. Another eight vaccinators are being trained for the 2016 programme.
Work has begun on developing resources to support the 2016 programme and regular meetings
with the influenza vaccination governance group are to be convened from February 2016.
Feedback from national teleconferences will be shared with a view to building on successful
strategies to continue to improve staff uptake.
A target of 70 per cent has been agreed to for the 2016 campaign. To achieve this target we will
need more visible advocacy and leadership at all levels in the organisation inclusive of the
Executive Leadership Team and Senior Management Team. The graph below demonstrates the
improvements made for all staff groups since 2012.
Graph 33: Influenza Vaccination Uptake 2012-2015
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7.3

Emergency Management and Planning

The principles of Emergency Management are based on the 4R’s:


Reduction – Identifying and analysing long-term risks to human life and property from
hazards; taking steps to eliminate these risks if practicable and if not reducing the
magnitude of their impact and the likelihood of them occurring.
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Readiness – Developing operational systems and capabilities before a civil defence
emergency happens; including self-help and response programmes for the general public,
and specific programmes for emergency services, lifeline utilities and other agencies.



Response – Actions taken immediately before, during or directly after a civil defence
emergency to save lives and protect property, and to help communities recover.



Recovery - The coordinated efforts and processes to bring about the immediate, mediumterm and long-term holistic regeneration of a community following a civil defence
emergency.

7.3.1 Organisational Resilience
Organisational resilience is achieved by effectively applying the 4R’s and refers to an
organisations ability to adapt and evolve, to respond to short term shocks—be they natural
disasters or significant changes in dynamics and to shape itself to respond to long term
challenges. From an Emergency Management perspective our key focus is the continued
investment in growing resilience to ensure a level of business continuity whatever the event.
This is being achieved in such ways as:

Amalgamation of Risk Management and Emergency Management
Risk Management is an effective business tool that not only supports decision making, but
safeguards the organisation from likely threats and enhances organisational strategy and
service delivery.
The amalgamation of Risk and Emergency Management has been highly successful and
considered an effective Reduction tool.

Co-ordinated Incident Management System (CIMS in Health) Training
CIMS in Health has rolled over into its third year of delivery and currently we have in excess of
150 personnel trained at this level. The delivery of CIMS in Health is now limited to two courses
a year to facilitate the increased demand for advanced CIMS training in the following key roles:




Planning
Intelligence
Operations

CIMS in Health (to include Advanced CIMS) has been highly successful and is considered an
essential Response tool.

Emergency Preparedness Presentations
These presentations promote the theme of ‘prepared at home to be prepared for work’ and are
delivered on New Staff days, at the request of departments as part of their scheduled training
days and recently at the request of the Bipartite Action Group (BAG).
In all cases the information focuses on the ‘get ready get thru’ Civil Defence Emergency
Management messaging campaign and the need to maintain staffing levels during crisis events.
The Emergency Planning presentation is considered a highly effective Readiness tool.
7.3.2 Recent Emergency Management Activity
A Welfare Manager role has been established within the CIMS structure, intended to focus on
the immediate needs of our staff during and post event. In addition the Social Work Clinical
Coordinator has developed and delivered an informative psychosocial presentation entitled
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‘What about me – Principles of Psychosocial Recovery’ that focuses on the impact of secondary
trauma associated with emergency workers in times of civil disaster or emergency response.
New Zealand Civil Defence Emergency Management (NZCDEM) conducted an earthquake drill
(NZ Shakeout) as part of their national ‘Get Ready – Get Thru’ annual campaign. Some of the
activities promoted to our staff during this campaign included:


Individual staff and services conducting the “Drop/Cover/Hold” drill.



Staff attending presentations to include ‘Prepared at home to be prepared for work’ and
‘What about me – Principles of Psychosocial Recovery’.



The Manager, Risk and Emergency Management attended the Christchurch Hospital
Shakeout exercise to observe and assist the Hospital Incident Management Team
conducting a mass casualty table top exercise. The opportunity was mutually beneficial in
providing feedback, promoting information exchange and measuring the effectiveness of
our own emergency response plans. The following key points were noted:
‐

Christchurch Hospital has yet to incorporate the latest changes to the Coordinated
Incident Management Structure (CIMS) and the delivery of Advanced CIMS, both of
which are standard practice for us. We have shared our training resource with them.

‐

Canterbury District Health Board (CDHB) had yet to develop a Strategic Business
Continuity Policy and supporting plan which we have had in place for 18 months. We
have shared ours and have offered support to develop theirs.

‐

The CDHB Incident Management Team primarily consists of Senior Management/Head
of Department equivalents and as a collective demonstrates a clear understanding of the
values at threat and the likely response actions required. Conversely our Incident
Management Team comprises mostly of middle management personnel providing a
greater operational focus but lacking the strategic overview. We will increase
representation at the Senior Management/Head of Department level within our Incident
Management Team.

7.3.3 Emergency Management Next Steps


Aligning our Health Emergency Plan (HEP) to the revised National Health Emergency Plan
(NHEP) released by the Ministry of Health (MOH) in October 2015. The NHEP has
undergone a significant change in focus since the Christchurch earthquake and now has
greater focus on psychosocial response. This plan uses a comprehensive, risk based
approach to emergency management, intended to support all health stakeholders to better
understand the risk context they are required to manage and to deliver services in. An
emergency can affect access to health services and the health and disability sector’s ability to
respond to the public’s health needs. The greater the complexity, impact and geographic
scope of an emergency, the more multi-agency co-ordination will be required. To prevent,
prepare for, respond to and recover from such emergencies, a whole of sector approach is
needed which combines expertise and capabilities at all levels across all agencies.



This change in focus in the NHEP has also meant that the responsibility for National
Psychosocial Welfare has been transferred from the Ministry of Social Development (MSD)
to MoH with regional responsibility delegated to the relevant District Health Boards. It is
anticipated that the transfer to MDHB will be conducted over the next six months and will
be a significant focus for Mental Health and Addictions Services, Allied Health Services and
Emergency Management. A workshop regarding this change has been scheduled by the
Ministry of Health in March 2016.
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Introduction of table top exercises to test and confirm our ‘Whole of Hospital - Incident
Management response’ in preparation for the Ministry of Health’s Emergo Mass Casualty
exercise due to be conducted in early 2017.
The first in a series of exercises will commence in early 2016 and form part of a multiagency
exercise lead by the New Zealand Fire Service. The key internal testing elements will be:
o
o

o
o
7.4

Notification and activation of the Incident Management Team.
Effectiveness of the Incident Management Team to include:
‐ Leadership
‐ Decision making
‐ Cohesion
‐ Communication
Testing of our Mass Casualty Plan.
Stakeholder interaction/agreements.
Family Violence Intervention Programme (FVIP)

The Family Violence Intervention Programme’s Strategic Plan has been revised and will be
published early in 2016 for the 2015 – 2018 period. It has five priority areas:


To improve the health professional workforce’s ability to work effectively with Whanau
Maori, Pasifika and ethnic minorities, when working with family violence.



To have an informed health professional workforce across our district who are skilled in
identifying and responding to both actual and potential family violence.
To respond to situations of family violence by working in partnership to co-ordinate
consistent and timely actions, by utilising process, system and pathways to prevent injury
and other harm.






Implementation of policy, processes and support systems to enhance staff’s response to
family violence and increase support to staff.
Implement a consistent Family Violence Intervention Programme model for delivery across
primary health care and community settings.

These priorities align with the Children’s Action Plan, the action plan from the annual audit of
the programme and the new service specifications.
Family Violence Intervention training days continue to be offered 10 times per year and have
greatly increased the awareness of the serious impact family violence has on people’s health
with nearly 800 staff attending to date. Staff are taught to routinely screen for family violence,
identify possible child abuse or neglect and provide support and relevant referrals. There are
ongoing projects within services to further improve screening rates, including refresher training
and changes to documentation.
Revised service specifications and a contract for the three years commencing July 2015 were
received in mid June. The focus of the service specifications remains on ensuring the Children’s
Action Plan is fully implemented and also planning for implementing violence intervention
programmes in primary care.
7.4.1 Snapshot Audit
The MoH requested a second snapshot audit for the period from 1 April-30 June 2015 with 125
files audited across specified services. These services included the Emergency Department,
Women’s Health (post natal maternity), Child Health and Sexual Health. Next year the Mental
Health and Addictions Service will also be included. This snapshot audit will be an ongoing
requirement every year. We are also required to develop and progress at least two “plan, do,
study, act” (PDSA) cycles to improve screening or disclosure rates where audit results require
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improvement. The two that we have developed focus on improving disclosure rates in post natal
maternity and in children’s ward to facilitate screening beginning.
Child Injury and Intimate Partner Violence-Emergency Department
Dedicated child triage clipboards were implemented at triage in February 2015. A spot audit
was completed a week after this and found a marked improvement from 56 per cent to 68 per
cent. A further audit in May continued to show the effectiveness of these clipboards with the
result up to 79 per cent. The rate for the recent snapshot audit is 76 per cent, this is an excellent
rate when compared to the national average of 23 per cent.
The audit included screening for intimate partner violence in ED and the screening rate was 68
per cent, again an excellent result in an area where screening can be particularly difficult to
achieve.
Women’s Health
Women’s Health post natal inpatient screening has improved significantly from the first
snapshot result of 16 per cent with the most recent audit indicating 77 per cent achieved. We are
now moving to using the family violence screening documentation in the Maternity Clinical
Information System electronic notes. We have put forward requested changes of the system to
the National Change Reference Group (CRG) to ensure all essential data is captured.
Child Health
The snapshot audit results for the Child Health inpatient ward continue to show no screening of
female carers is being undertaken. Child Health will begin screening in early 2016. Six
additional training sessions were held dedicated to this service to enable all nursing staff to
attend. The documentation process is also being reviewed to ensure consistent comprehensive
information is captured and that it is noted in an easily identifiable place in the clinical record.
All staff in the Neonatal Unit are trained and they screen appropriately.
Sexual Health
The snapshot audit was new for this service however they continue to consistently screen both
men and women for family violence. The rate for the snapshot was 76 per cent with a 53 per
cent disclosure rate.
7.4.2 Auckland University of Technology (AUT) Audit
Each year AUT is contracted by the MoH to complete an audit of the FVI programme, across
nine domains for both partner abuse and child abuse and neglect. The final results gave scores
of 98 per cent for partner abuse and 96 per cent for child abuse and neglect, which is a slight
increase for both scores on the previous audit from 2014.
7.4.3 Refreshed Guidelines for FVI programme
The Family Violence Assessment and Intervention Guidelines - Child Abuse and Intimate
Partner Violence, were first published in 2002 and have for the first time been refreshed by the
MoH. These are due for release in early 2016.
The revision includes incorporating up to date material around child protection and
strangulation, changes in the screening questions asked and the level of response expected from
staff. Additional training will be needed to inform staff of these changes and policy documents
will also be modified.
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7.5

Occupational Health and Safety

7.5.1 Health and Safety Statement
A revised health and safety statement has recently been developed and following consultation
and feedback from both operational groups and union partners, has been accepted and will be
submitted to the Board in late February 2016 for approval. Using the Clinical Governance and
Quality Improvement Framework, which staff are already familiar with, the statement
demonstrates health and safety responsibilities and the organisation’s commitment to the
health and safety of all who work on our sites. A copy of the statement is attached as appendix
4.
7.5.2 Health and Safety Legislation
The Health and Safety at Work Act 2015 comes into force on 4 April 2016. The Act and its
associated regulations have a clear focus on staff education and staff engagement. Occupational
Health and Safety have a number of activities underway to ensure organisational compliance is
achieved which includes a review of Health and Safety (H&S) representative training, hazard
management and dedicated time for H&S representatives to actively carry out their roles.
H&S Representative Training
Historically our H&S representatives have received a four hour ‘in house’ training on their role
and on hazard management. Under the new regulations H&S representatives will have to sit
and achieve a New Zealand Qualifications Authority (NZQA) unit standard before being
considered ‘trained’. To ensure organisational compliance discussion is underway with the
Combined Trade Unions (CTU) about providing a one day transition training programme and
assessment for our existing H&S representatives commencing early in 2016.
Hazard Management
The Health and Safety at Work Act 2015 requires that all hazards are assessed and all
‘reasonably practicable steps’ are taken to control the impact on workers. At present the
organisation uses a paper based hazard management process and workplace inspection check
list. In early 2016 a new electronic hazard management system will be introduced as part of our
current electronic incident module. This will enable reporting and recording of hazards, which
can then be risk assessed, and for those hazards unable to be eliminated ongoing monitoring of
the risk can be established. Training to use this system for both H&S representatives and their
workplace leaders is planned to commence in February 2016. It is anticipated that as a result of
the training and ongoing activities there will be increased health and safety focus at the ward/
service level.
Dedicated time for H & S Representatives
Dedicated time for nominated H&S representatives from all areas is currently being identified.
There will be variation of time required from no specific time required as it is covered within the
requirements of a particular role or up to 3-4 hours per month depending on the hazards and
number of staff in a particular area. Dedicated time will enable the H&S representatives to be
actively engaged with activities relating to health and safety such as workplace inspections,
using the electronic hazard management system, induction of new staff, and attending area
health and safety committee meetings. This will assist in fostering positive health and safety
management practices, and support and champion H&S at ward/area level.
7.5.3 Patient Manual Handling
Following the successful reinvigoration of the O’Shea No Lift Programme the working party is
continuing in an oversight and monitoring role. The purpose will be to monitor the three main
components of the programme which are; staff competency, compliance and equipment. In
addition to new clinical staff attending No Lift training at orientation, 28 additional trainer/

64

Page 44
champions have completed additional training to champion no lift at ward/area level and
quarterly trainer education sessions for current trainer/champions have been delivered this
year to support the programme.
New equipment purchased this year includes four new air assisted transfer devices and two new
replacement hoists to assist with safe patient transfers.
7.5.4 Bariatric Patient Management
There is an increasing need for the management of the bariatric patient group, with greater
numbers of these patients being admitted to inpatient settings. An organisation wide working
party is in progress to develop a bariatric patient management pathway which covers from
admission through to discharge. This project is being lead by nursing with representation from
other areas including Occupational Health and Safety. The table below indicates the numbers of
staff injuries relating to the management of this patient group and the associated costs.
Table 2 – Staff Injuries Associated with Bariatric Patient Handling

Year
2013/14
2014/15
2015/16 (6 months)

Staff related injuries
4
8
5

Injury costs
$20,397
$39,823
$8,478

7.5.5 Chemical Material Safety Data Sheets
Purchase of an electronic Chemical Management system, that supports the management of
Chemical Material Safety Data Sheets (MSDS), has recently been completed. Work is now
underway to establish the system whereby all users will have simple electronic access to safety
data sheets for all non pharmaceutical chemicals. Access will include all onsite contractors e.g.
Spotless, Medlab and Fleetwise. The advantages are that the information will be up to date and
areas do not have to hold hard copies of each MSDS. The programme will be monitored and
managed by Materials Management.

8.

BEING WILLING AND ABLE TO LEARN

8.1

Central Region Quality and Safety Alliance

The Central Region Quality and Safety Alliance (CRQSA) was established in mid 2014 and
reports to the Regional Executive Committee. The key purpose of CRQSA is to:




Make recommendations on regional quality and safety strategies and plans to the Regional
Executive Committee.
Share information that supports a regional perspective on quality and safety.
Act strategically and act as a link for national quality and safety programmes for the central
region.

The Alliance meets every six weeks alternating face to face meetings and teleconference calls.
The focus of the work programme is to complete the actions from the Quality and Safety section
of the 2015/16 Regional Services Plan (RSP) and contribute to planning for this section of the
RSP for 2016/17.
Other areas of focus have included:





National Survey Care Indicators completed across the central region.
Developing regional reporting of the Quality and Safety Markers with HQSC.
Strengthening partnerships with quality and risk managers between DHBs and PHOs.
Exploring options to strengthen and share clinical audit process and outcomes.
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8.2

Considering common corrective actions from certification audit.
Stocktake of Collaborative Clinical Pathways.
Atlas of HealthCare Variation presented by HQSC.
Connected Health Care presentation and consideration.
Integrated Quality Team

The Central PHO and MCH quality teams are working together in an ongoing manner to ensure
that our partnership contributes to improved outcomes. The team’s objective is to have a
shared approach to quality and safety across primary and secondary care. The team continues
to meet every six weeks.
A work programme is in place with a further plan to be developed for 2016/17. The focus of the
work plan is on three key areas:


Shared continuing professional development with an initial focus on quality improvement
and patient safety related programmes.



Integration of Riskman to align analysis and reporting of data to strengthen improvement
and learning opportunities.
Shared communication to include shared policies, shared learning process and shared
patient stories.


8.3

Spiritual Support

8.3.1 Addressing Spiritual Care in a Cancer Treatment Ward: a quality
improvement project
Although there has been a steady growth of cross-disciplinary peer reviewed publications
showing the value, importance and contribution of spirituality in health, evidence shows that
the spiritual needs of patients are sometimes under recognised in contrast to their more
physical needs.
To begin addressing these needs, a quality improvement initiative was undertaken in Ward 23,
part of the Regional Cancer Treatment Service. From November 2014-January 2015, all new
admissions were asked four simple questions about meaning and purpose, based on a validated
spiritual assessment tool developed by Dr Christina Puchalski.
Key findings from the project were that 65 per cent of the patients, (71 respondents) considered
themselves to be in some way spiritual and or religious, with 45 of those indicating that family
and friends were the most important for them in adjusting to their illness. The importance of
family and friends is consistent with the work of Professor Elizabeth MacKinlay when she
identified relationships as one of the doorways to ultimate meaning.
Although 81 per cent of staff were initially confident about engaging with patients around
spirituality many of them found the process challenging. Difficulties with language, role
definition, time and knowledge, along with patient perceptions about chaplaincy were identified
as barriers and complicated the project.
The project raised the profile of the chaplaincy team and the issue of spirituality. It
demonstrated the need for an ongoing and systematic development of a process similar to that
piloted in the ward so that all people have equity of access to spiritual care.
In addition, the project highlighted the potential of the chaplain to act as a ‘specialist’ in
spiritual care within the multi-disciplinary team and the limitations of the often isolating
traditional model. Furthermore, the project enabled the chaplain to work as a change agent and
educator with a multi-disciplinary team to champion a more systematised/collaborative
approach in the area of spiritual care.
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Recommendations that are being considered by the Spiritual Care Advisory Group are to:



Develop organisational commitment to and policy around spiritual care.
Identify necessary procedures to have policy implemented.



The need for spiritual care competency education as part of professional development.




Strengthen the process for spiritual screening/assessment and appropriate referrals.
Develop guidelines for greater integration of chaplaincy role into the multi-disciplinary
teams including the ability to document in patients’ clinical notes.
Undertake further research into identifying patient needs in terms of spiritual care.
Address the staff and public perceptions about spirituality in healthcare that get in the way
of providing spiritual care in a modern healthcare environment.




8.3.2 Spiritual Care Advisory Group (SCAG)
As a result of the work already in progress here, on broadening out the concept of spirituality,
the Interchurch Council for Hospital Chaplaincy (ICHC), the direct employer of chaplains, are
partnering with us in the development of a Spiritual Care Advisory Group to:


Improve the level and quality of spiritual care for patients, family/whanau and staff.




Add value to the existing chaplaincy service.
Develop new ways of working collaboratively to meet changing conditions.

Overall the purpose of the group is to ensure spirituality becomes an integral part of healthcare
in our organisation. This will involve:





Ensuring spiritual care is developed and integrated across our sites.
Advising the chaplaincy team about needs and priorities to be incorporated into a strategic
work plan.
Acting as champions for initiatives relating to spiritual care and the work of the chaplaincy
team.
Supporting the chaplaincy team during a change and development phase in consultation
with ICHC and its Local Service Provider Committee (LSP).

Members of the SCAG are drawn from across the multi-disciplinary spectrum including,
nursing, Maori health, palliative care, medicine, pain service, public health, social work,
psychology, chaplaincy and community care.
During 2015 the SCAG met regularly to familiarise themselves with the literature and joint
experience around spiritual care in healthcare settings. This included three facilitated
workshops to help settle on priorities.
A small project group was formed to be part of the Health Quality and Safety Commission’s
Partners in Care project. They are working on engaging with refugee communities on needs at
end of life.
A work plan is now being considered for 2016. Priorities include the recommendations from the
Ward 23 project (see above) and also to:


Collaborate with the Regional Lead Cancer Clinical Psychologist as the universal screening
tool is developed.



Trial chaplain involvement in selected multi-disciplinary teams, e.g. palliative care, elder
health as a formal action research, quality improvement initiative.
Prioritise particular groupings for spiritual care co-design, in particular Maori, no particular
religious tradition, Roman Catholic and other existing faith traditions that have particular
needs.
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Ensure chapel space is upgraded to offer sanctuary for all patients, families and whanau and
is flexible enough to accommodate individual reflection and life transition gatherings.
Fostering implementation of the new Palliative Care Bereavement Support Guidelines and
Toolkit.

8.4

Clinical Library Initiative

The Clinical Library has introduced a leisure reading collection for staff. This has been a
healthy staff initiative driven by the library to promote relaxation which is an essential
component of a healthy lifestyle. There are a number of physical activities promoted within the
organisation for staff to support stress reduction and healthy lifestyle choices. Recreational
reading also supports stress reduction and can easily be done during a tea or meal break.
The library called for donations of books from staff and was rewarded with a large, and still
growing, selection of books. Some spare shelving was utilised to create a space adjacent to the
library’s lounge area.
As well as giving staff the opportunity to pick up some recreational reading, the library also
hopes that it will build awareness of the other resources and services available from the library
for which the primary focus is the support of professional and educational needs. The leisure
reading collection was officially launched on 30 November 2015 with a pleasing amount of
interest from staff.

9.

CONCLUSION

Work against the Annual Plan (AP) initiatives for 2015/16 has progressed well with no areas of
concern. All of the programmes that have to date been part of the Open for Better Care
campaign and also result in Quality and Safety Markers are continuing longer term given there
are still improvements to be made with these and they are in line with the long term focus for
HQSC. Where ongoing improvement is required improvement plans are in place.
The implementation of the final module of Riskman is underway and will be fully implemented
by May 2016. This will see the culmination of three year’s work and will enable some sharing of
information and comparative work to be developed. Opportunities to align more closely with
Whanganui DHB are ongoing.
Proactive work to address the corrective actions from the November 2015 audit is in progress
and will lead into the next full audit in approximately May 2017. Wherever possible this work
has been aligned to other work and progressed as overall improvement plans.
Building our capacity and capability for emergency management remains high on our priorities
to ensure that we are able to respond in a timely and appropriate way to any event that may
occur.
Particular attention will continue to be paid to proactive management of complaints to ensure
that communication with patients and families is positive and constructive. There will also be a
greater focus on the six reported incident categories to ensure that improvement plans are in
place and implemented.
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Building our capacity, capability and clinical leadership in quality will be a high priority for
2016 with the support of HQSC providing ongoing resource, sponsorship and educational
sessions.

Muriel Hancock
Director
Patient Safety and Clinical Effectiveness

Attachments:
Appendix 1: 2015/16 DAP Initiatives – Patient Safety & Clinical Effectiveness
Appendix 2: Draft Corrective Actions from Surveillance Audit
Appendix 3: Quality and Safety Marker Results – July to September 2015
Appendix 4: Health and Safety Statement
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No.

Health System Success is Measured
by

Progress

Implement hand hygiene improvement plan
to achieve target of 80 per cent.

Implement falls improvement plan to achieve
target.
Implement falls aware ward programme
in two more inpatient wards by March
2016.
Implement outcome of bathroom audits
by March 2016.
Participate in Open for Better Care
follow- up focus on falls reduction.
98 per cent of older patients assessed as
at risk of falling receive an
individualised care plan addressing
these risks.
Identify and train ward based
champions by July 2015.
Mandatory training requirements will
be implemented for all clinical staff by
December 2015.
Reporting on compliance with training
to champions and professional leads in
place by March 2016.
Areas not meeting targets will set local
target and actions to achieve by March
2016.
















Implementation of Trendcare falls
assessment module by September 2015.



Local reporting and support has been
strengthened.

Not yet progressed.

Page 1

A project to identify and monitor mandatory
training is underway. This is in place for
nursing as part of performance appraisal
process.

Additional auditors trained.

Participated in follow up focus on falls
reduction.
Achieved 99 per cent at recent audit.

Analysis of audit results in progress.

In progress

Trendcare module implemented.

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers

Actions to Deliver Improved
Performance

2015/16 DAP INITIATIVES – PATIENT SAFETY & CLINICAL EFFECTIVENESS

Appendix 1
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No.

Health System Success is Measured
by

Progress

Implement perioperative improvement plan
to achieve target.
Ensure the surgical safety checklist is in
place.
o Continue with monthly reporting of
audit results.
o Review and implement strategies to
ensure that the results are achieved
and targets met by 31 September
2015.
o Continue education sessions within
all disciplines to bring about
improved monthly results.
o Adopt HQSC’s “teamwork and
communication bundle” and plan for
implementation by 31 March 2016.
Sustain achievement of surgical site
infection improvement target.
o Results are reviewed quarterly and
actions taken as required.
Following the successful
implementation of the clinical portal
enhancements, develop plan for use of
the electronic medication reconciliation
platform while maintaining high rates
of manual medicines reconciliation.







Page 2

Clinical portal upgrade has not commenced.
Manual medication reconciliation at 80 per
cent of prioritised patients.

Two of three measures at target. Improvement
plan in place.

Early preparatory work is in progress.

N/A

N/A

Surgical Safety Checklist audit and reporting
retired in July 2015.

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers

Actions to Deliver Improved
Performance
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No.

Health System Success is Measured
by

Progress

Conduct inpatient hospital experience
surveys.
o Conduct inpatient hospital
experience surveys on a quarterly
basis and report results to the
Hospital Advisory Committee and
through the national reporting
process, identifying actions planned
to address any areas of improvement.
o Transition to electronic survey
process by 30 September 2015.
Issue the 2014/15 Quality Account,
together with the Central PHO, within
five months of year end.
Strengthen local mortality and
morbidity review arrangements.
o Conduct a stocktake of clinical audit
across medical, nursing and allied
health professions by 31 October
2015.
o Services with any shortfalls to
develop remedial plan within three
months, and to implement by 30
June 2016.







Not yet commenced.

Page 3

Stocktake completed with further work to
develop an audit programme and reporting
process.

Quality Account published December 2015.

Email contact details now able to be captured
with 20 surveys sent by email in the last round.

Quarterly surveys continue with reporting at all
levels.

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers

Actions to Deliver Improved
Performance
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38

No.

Health System Success is Measured
by

Progress

Quality module of Riskman implemented
within both MidCentral Health and the
Central PHO by 30 December 2015.

Together with the Central PHO, identify a
district-wide accreditation system and
associated resources by 31 March 2016.

District-wide quality and safety work
programme developed and implemented.







o

o

o

o

o

o

o

Integrated education and professional
development, including Plan, Do Study,
Act, for quality improvement in place
by December 2015.
Ten shared policies finalised by March
2016.
Shared learning from feedback and
adverse events implemented by
October 2015.

Scope requirements for customisation
by September 2015.
Customise and implement by
December 2015.
Develop and deliver training by
December 2015.
Develop reporting requirements by
March 2016.

Sharepoint in place.

Policy alignment in progress.

Page 4

Development of this approach continues with
PDSA used more routinely, e.g. Partners in
Care and Opioid Collaborative.

Training for New Zealand Business Excellence
completed

Delayed until May 2016

Delayed until March 2016

In progress

Completed

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers

Actions to Deliver Improved
Performance
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Certification Finding – November 2015
As identified in the previous audit, the area in the pharmacy that has been
designated for private conversations with patients is insufficient for this purpose. It is
cramped and not always available when required.
In Ward 21, the mental health unit, patient privacy is still often compromised as a
result of the environment in the High Needs Unit and seclusion rooms. In the Star 1
ward the facilities also do not promote an environment conducive to privacy for
patients and families.
Progress Update

privacy of the consumer and their belongings at all times.

The standard requires: The service respects the physical, visual, auditory, and personal

Certification Findings November 2015

DAA Group Limited

PA
Low

Rating

ODSCRS= Operations Director Specialist Regional and Community Services
SDMHA= Service Director Mental Health and Addictions Service
ODHS= Operations Director Hospital Services
DON= Director of Nursing
CMO= Chief Medical Officer
DPSCE= Director Patient Safety and Clinical Effectiveness
MHROD= Manager Human Resources and Organisational Development
RMD= Regional Midwifery Director
GMCST= General Manager Clinical Services and Transformation
GMCS= Group Manager Commercial Support

Draft Corrective Action Requests (CAR)

MidCentral District Health Board

SDMHA

ODSCRS

Owner

180 days

Timeframe

Page 1

Glazing will be upgraded.
Options paper for facility
changes will be provided.

Dedicated space will be
available for pharmacy by
July 2017.

Evidence to be Provided
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Certification Finding – November 2015
Significant work has been progressed to move policies, procedures, forms and all
documents requiring control to the electronic Sharepoint system. Improvements
have been made to streamline and simplify the review and authorisation process.

The standard requires: The service develops and implements policies and procedures
that are aligned with current good practice and service delivery, meet the
requirements of legislation and are reviewed at regular intervals as defined by policy.

Certification Finding – November 2015
In three of six clinical files in Palmerston North Hospital and one in Horowhenua,
there was no documentation that a Not For Resuscitation (NFR) order had been
discussed with the patient and/or family.
Progress Update

The standard requires: The service is able to demonstrate that written consent is
obtained where required.

Certification Finding – November 2015
There is a national requirement to undertake family violence screening and this is
being monitored internally. Despite this, screening is not being routinely
undertaken in several clinical areas. In the maternity services, one of the four files
sampled included this screening; in the mental health unit one of nine files sampled
included family violence screening. Audit results indicate that other areas also do not
screen for family violence routinely, for example, the child health wards. There have
been improvements in screening rates in maternity services and ED.
Progress Update

DAA Group Limited

PA
Low

PA
Low

PA
Low

The standard requires: Consumers are kept safe and are not subjected to, or at risk,
of, abuse and/or neglect.

ODHS
ODSCRS

CMO

DPSCE

180 days

180 days

180 days

Page 2

Overdue documents will be
reduced to a target of 15%

Audit of files with NFR will
show improved
documentaion of discussion
with patient/family.

Snapshot and random
audits will show
improvement of screening
in designated services by
November 2016.
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It is recognised that the current restraint minimisation and safe practice training
available to staff is not based on current best practice. Discussion around the best
way to address this is underway. The development of an appropriate programme for

Certification Finding – November 2015
Monitoring of completion of mandatory training requirements remains an issue with
numbers completed or not completed unable to be easily established across the
organisation. There are good examples at the clinical level where the charge nurse
accesses this information about their staff but there is inconsistent and an
organisational level view was not available. Data is available around RN and EN
‘Nurse Essential Skills’ – this ranges from 59% (legislative compliance review) to 88%
for level 4 CPR updates; and 92% for the four yearly refresher fire safety.
Likewise, completion of staff performance appraisals is variable, as is the record
keeping and monitoring of this. Some areas are very good at keeping up to date with
staff performance appraisals while others are not.
Progress Update

DAA Group Limited

PA
Low

The standard requires: A system to identify, plan, facilitate and record ongoing
education for service providers to provide safe and effective services to consumers.

They area of focus now needs to be in the clinical areas where there remains a
number of paper versions of policy manuals; these are not being kept up to date,
with some policies reviewed being last updated in 2006 ‐ 2007. These manuals are
being used to greater and lesser degrees (eg, most of the time in child health, and
rarely, if ever, in ward 25). Given these documents are still available, this poses a risk
that out of date policies may be used.
Progress Update

The numbers of overdue policies continue to reduce with 26% now overdue. 10% ‐
15% of medication related policies are out of date. Progress is regularly reported and
monitored through the Clinical Board.

DON

MHROD

DPSCE

SDMHS

180 days

Page 3

A revised restraint
minimisation and safe
practice training
programme will be

A project will commence in
early 2016 to determine
mandatory training at an
organisational level. The
project will consider how to
monitor the completion of
the mandatory training
determined.

Four random audits of 6
clinical areas will show no
out of date hard copy
documents in use by
November 2016.

by May 2017.
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Maternity Services ‐ At the time of audit, maternity services are operating at below
the established FTE. A range of strategies have been implemented to address this,
with the appointment of new graduates planned for 2016 and a full establishment
planned from February 2016. There is a recognised increase in workload within the

Medical Imaging – A lack of RNs was identified in the June 2015 IANZ accreditation
report. The manager reports that this is resulting in some delays in procedures where
RN availability dictates the timing of the procedures.
Progress Update

DAA Group Limited

PA
Moder
ate

ODSCRS

ODHS

The standard requires: There is a clearly documented and implemented process which
determines service provider levels and skill mixes in order to provide safe service
delivery.
Certification Finding – November 2015
Mental Health – Ward 21: Additional staffing resources are now available in ward 21, SDMHA
including an additional two associate charge nurses. A number of other initiatives
have also been put in place to improve patient flow and support the current
workforce. These include: changes to leadership roles, managing performance, a
workforce development plan, increased training on key clinical safety skills (eg,
suicide prevention), review of roster patterns and improved inclusion in hospital
wide management and other forums. Despite these measures bed occupancy
continues to be above the set maximum placing strain on staffing resources
available. Staff continue to work overtime and double shifts. Close and regular
monitoring is occurring with this being reported to senior levels in the organisation
and the HAC.
Progress Update

staff across the range of services is required.
Progress Update

90 days

Page 4

Associate Charge Midwife

Regular reporting of
procedural start/finsh times
by reason. Review of TCU,
Cardiac Intervention and
Radiology nursing to
strengthen this workforce.
Audits and reporting will
show an improvement by
June 2016.

Improved rostering
patterns.
Reduced overtime and
double shifts.

developed and
implemented by late 2016.
Will be in partnership with
Central Region DHBs.
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The standard requires: Service delivery plans describe the required support and/or
intervention to achieve the desired outcomes identified by the ongoing assessment
process.
Certification Finding – November 2015
Care planning is recorded in the clinical notes on a shift by shift basis by nursing staff,
at least daily by medical staff and as required by allied health staff. Each area has an
area‐specific care plan. These have generic goals. There were no multidisciplinary
(MDT) goals identified in the six files reviewed and only two of the six had
individualised goals.
There were some examples where needs identified at assessment were not carried
over to the nursing care plan. For example, a patient who had had a double
amputation had no mobilisation plan; a requirement for daily weighing was not
identified in the care plan.

DON

Certification Finding – November 2015
Work has been undertaken in the area of assessments and the use of Trendcare
DON
assessments were sighted. However in only one out of four files reviewed, online
and in and in hard copy, was the Braden assessment apparent. The process for
updating assessments is online and is not documented in care plans sighted.
Horowhenua Hospital ‐ The falls risk assessment was not updated in a patient file and
the patient was admitted six week prior.
Progress Update

the assessment process and are documented to serve as the basis for service delivery
planning.

DAA Group Limited

PA
Low

PA
Low

The standard requires: The needs, outcomes and/or goals of consumers are identified via

delivery suite area and staff report feeling tired and pressured.
Progress Update

180 days

180 days

Page 5

Revised and updated
Trendcare risk assessment.
Inclusion of MDT goals into
individualised management
plans.
Linking of assessment,care
and discharge planning
information.
Audit will show
improvement.

Rate of Braden assessments
and identification of
patients at risk of
developing a pressure
injury will improve as
shown by audit.
Nursing care plan will be
updated to include falls and
pressure injury risk.
Education programme will
be delivered.

and additional 1 FTE
midwife added to
permanent roster to
provide contingency.
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On the whole EWS scores are being consistently totaled, with a few exceptions
sighted. Escalation is an area where improvement could be made, examples noted
are:
‐ nursing documenting actions and following the policy
‐ where nurses have used their professional judgement to act differently from

Certification Finding – November 2015
DETERIORATING PATIENT
There is no strategic direction / plan for the deteriorating patient. There are
elements of the deteriorating patient (eg, EWS audits, resuscitation 777 calls,
morbidity and mortality meetings) which are not coming together to gain a full
picture for the organisation.

The standard requires: Where progress is different from expected, the service
responds by initiating changes to the service delivery plan.

Certification Finding – November 2015
Examples of fluid balance charts not being completed were seen in surgical, medical
and Star 2.
Progress Update

degree of achievement or response to the support and/or intervention, and progress towards
meeting the desired outcome.

DAA Group Limited

PA
Low

PA
Low

The standard requires: Evaluations are documented, consumer‐focussed, indicate the

Not all areas of the care plan were consistently being completed. For example, not all
care plans were being signed by nurses at each shift.
In the Mental Health Unit, actions required are identified at each multidisciplinary
team meeting; however, none of the files sampled had documentation indicating
who was responsible for this action and by when.
Progress Update

DON
CMO

DON

180 days

180 days

Page 6

MDT Action group will be
implemented and a work
programme developed.

Integral part of the focus on
nutrition related to
pressure injury
management improvement
programme.
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In the surgical and medical wards, discharge planning is not consistently documented
in multidisciplinary team meeting minutes or care planning documents.
Progress Update

Certification Finding – November 2015
In the maternity services at Palmerston North Hospital, there is a lack of discharge
and transfer information in both the electronic and paper clinical records.

with each consumer’s transition, exit, discharge or transfer, including expressed concerns of
the consumer and, if appropriate, family/whanau or choice or other representatives.

DAA Group Limited

PA
Low

The standard requires: Service providers identify, document and minimise risks associated

Variance to EWS scores is not being carried out when patients’ observations remain
outside normal for some time, and nursing staff are recording with no action as per
policy.
Progress Update

Not all nursing staff spoken with were familiar with the ISBAR communication tool.

Medical staff do not consistently document that they are responding to an EWS call.
Some examples were seen where medical staff documentation in relation to a 777
call was ambiguous. ‘continue to monitor’ – with no indication of frequency.

‐

policy the reasoning should be documented.
Medical staff are not always responding in time indicated by policy; especially
at night when there is only one House Surgeon and one Registrar on duty and
nurses are documenting that the doctor will come ‘when they can’.

Revised and updated
Trendcare risk assessment.
Inclusion of MDT goals into
individualised management
plans.
DON

Page 7

Revised discharge sticker.
MCIS will be locked down
after version 9.1 (early
2016) and improvement in
clinical records is
anticipated as a result as
evidenced by audit.

RMD

180 days
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Maternity Services
‐ One chart had syntocin administered with no documentation of the total

Venous thromoembolism is consistently not being undertaken in charts seen in all
areas, even where a patient is on anticoagulant therapy.

Pro re nata medication prescribing does not consistently include maximum dose and
indication for use.

Medication fridges and medication room temperature monitoring has improved,
however this is not consistently undertaken.
Progress Update

DAA Group Limited

PA
Moder
ate

CMO

ODHS

The standard requires: A medicines management system is implemented to manage
the safe and appropriate prescribing, dispensing, administration, review, storage,
disposal and medicine reconciliation in order to comply with legislation, protocols and
guidelines.
Certification Finding – November 2015
Medication reconciliation has a target of 80% of patients identified through the use
ODSRCS
of the proritisation tool. This is being met, however this equates to 17‐18% of
admissions
Horowhenua
‐ Reconciliation is not formalized as there is no pharmacist input or
proritisation tool in use.
Progress Update
90 days

Page 8

Audits will demonstrate
improvement.

Re audit medication charts
for PRN prescribing.

Regular audits will show an
improvement in fridge and
medication room
temperatures by March
2016.

Implementation of core
clinical portal and e
pharmacy.

Linking of assessment,care
and discharge planning
information.
Audit will show
improvement.
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The standard requires: All aspects of food procurement, production, preparation,
storage, transportation, delivery and disposal comply with current legislation and
guidelines.
Certification Finding – November 2015
As at the last audit, there are still a number of areas where the temperatures of
fridges containing patient food and supplements are not being consistently
monitored. This includes medical, surgical, maternity, older persons’ health and
mental health services.

Mental Health
‐ Ward 21: Some doctors sample signatures were not recorded on the
medication charts.
‐ Allergies information was inconsistently recorded, sometimes there was no
or incomplete information.
Horowhenua ‐ Allergies are not documented on the inside page of the medication
chart.

A lot of work has been done on standing orders, however there are still examples of
expired documents (2013).

Certification Finding – November 2015
Medical Ward 26 – weekly stock take in the CD register has not been done since
8/10/15.

DAA Group Limited

PA
Low

PA
Moder
ate

The standard requires: Medicine management information is recorded to a level of
detail, and communicated to consumers at a frequency and detail to comply with
legislation and guidelines.

volume given.
Progress Update

ODHS

CMO

DON

180 days

90 days

Page 9

Regular audits will show an
improvement in fridge/
medication room
temperature monitoring by
March 2016.

Include sample signature
and allergies in medication
chart audit.

Letter to Charge Nurses.
Random audits show
improvement.

Audit of medication charts
in delivery suite.
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The standard requires: Protective equipment and clothing appropriate to the risks
involved when handling waste or hazardous substances is provided and used by
service providers
Certification Finding – November 2015
Personal protective equipment gloves, were observed as not being used by cleaning
staff.
Progress Update
Spotless utilises the MDHB ChemWatch Program to conduct risk assessment of the
actual requirement to use gloves given the actual dilution rates of the chemicals
used.

GMCS

The dilution of chemicals used by the cleaning staff is not being undertaken as per
GMCS
manufactures instructions. Two cleaning staff spoken with were using differing
dilutions of the chemicals. The diluted chemicals do not consistently have labels
identifying the dilution.
Progress Update
A laminated procedure on chemical dilution rates and PPE use is to be installed in
each of the Cleaning Cupboards to reinforce the learnt skills and knowledge imparted
during training; complete by 23/12/15
Worksheets have been modified to include a check of decanted chemicals in the
storeroom prior to chemical distribution; complete by 18/12/15

DAA Group Limited

PA
Low

PA
Moder
ate

The standard requires: Service providers follow a documented process for the safe
and appropriate storage and disposal of waste, infectious or hazardous substances
that complies with current legislation and territorial authority requirements.
Certification Finding – November 2015
In many areas around Palmerston North Hospital there were bags of dirty linen and
rubbish stored on the floor. In dirty utility rooms, some of which are small, this was
obstructing the flow of these areas.
Progress Update

180 days

90 days

Page 10

Regular audits will show an

Output from ChemWatch
reporting.

Copy of procedure to be
provided on completion

Regular audits will show an
improvement in dirty linen
and rubbish collections by
March 2016.

Appendix 2

82

MidCentral District Health Board

The standard requires: The physical environment minimises risk of harm, promotes
safe mobility, aids independence and is appropriate to the needs of the
consumer/group.
Certification Finding – November 2015
A number of areas were identified at the last audit where a lack of rooms for staff to
have private meetings with patients and families. The building layout remains
unchanged and therefore areas for private conversations with family and patients
remains problematic.
ICU has six bays and two single rooms. The area is very small. The single rooms do
not allow for patients with multiple equipment and are primarily used for storage

Progress Update
Preventative maintenance for biomedical devices is managed through BEIMS (work
management system) which schedules tasks on a monthly basis. Challenges exist in
the service when the asset is unavailable for scheduled preventative maintenance
due to access issues (currently being used by a patient) or where the location of the
asset in unknown.
Spotless will trial an alternative method to ensure biomedical technicians are
informed in real time when devices are free for servicing.

Certification Finding – November 2015
The biomedical equipment report identifies, 61‐74% completion this year, this
included anaesthetic and child resuscitation equipment.

DAA Group Limited

PA
Moder
ate

PA
Low

The standard requires: All buildings, plant and equipment comply with legislation.

Staff were able to identify where goggles are kept; in some areas they are available
in clean utility room but not in dirty utility rooms and staff report not using them
consistently.
Progress Update

GMCST

GMCS

ODHS

90 days

180 days

Page 11

Integral part of facilty
planning.

The biomedical equipment
report – April 2016.

improvement by staff in
identification and use of
goggles by March 2016.
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restraint practice in order to determine:
(a) The extent of restraint use and any trends;
(b) The organisation’s progress in reducing restraint;

The standard requires:2.2.5.1 Services conduct comprehensive reviews regularly, of all

DAA Group Limited

New
Correc
tive

PA
Low

The standard requires: Service providers receive appropriate information, training
and equipment to respond to identified emergency and security situations. This shall
include fire safety and emergency procedures.
Certification Finding – November 2015
There continues to be gaps in the recording of the checking of resuscitation trolleys
in areas visited including Horowhenua, CCU/HDU, and STAR1.
Progress Update

Mental Health – Ward 21
The environment remains problematic particularly the high needs unit (HNU) the
layout does not support best clinical practice. Lack of space has meant there is no
room available for sensory modulation. A grill on a window in this areas is a hanging
point risk and does not allow the window to be opened.
STAR1 – the area has been decorating since the last audit, however the layout and
the activity programmes for this group of patients remain an issue.
Progress update

Sanitisers in Ward 27/29 & ED are in poor condition with a build‐up of scale.
Detergent is not used and the cleaning process does not ensure items are adequately
sanitized.
Progress Update

and palliative care patients. A patient is observed in contact isolation who is being
managed in a curtained cubicle beside the nurses’ station. Staff are taking all the
appropriate precautions, but it is a difficult situation.

DON

SDMHA

ODHS

180 days

180 days

Page 12

Random audits show
compliance in all areas.

Letter to Charge Nurses
setting out accontabilities.

The window grill will be
replaced.
Redesign options paper to
be presented to HAC.

Regular audits will show an
improvement in the
appropriate use of
detergents/cleaners for
sanitisers. Sanitiser
replacement programme by
will be progressed by April
2016.
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Certification Finding – November 2015
There has been some improvement to this area, however improvement continues to
be required to ensure the early involvement of the Infection Prevention and Control
when changes are proposed. For example equipment in the ward 27 clinic.
Progress Update

The standard requires: The responsibility for infection control is clearly defined and
there are clear lines of accountability for infection control matters in the organisation
leading to the governing body and/or senior management.

In the Mental Health Unit, restraint use is monitored and reported; however, the unit
is not able to demonstrate that restraint use is being consistently minimised and that
alternative interventions have always been applied to ensure that patients are
treated in the least restrictive environment.
Progress Update

(c) Adverse outcomes;
(d) Service provider compliance with policies and procedures;
(e) Whether the approved restraint is necessary, safe, or an appropriate duration and
appropriate in light of consumer and service provider feedback and current accepted
practice;
(f) If individual plans of care/support identified alternative techniques to restraint and
demonstrate restraint evaluation;
(g) Whether changes to policy, procedures or guidelines are required; and
(h) Whether there are additional education or training needs or changes required to
existing education.

DAA Group Limited

PA
Low

PA
Low

Action

DPSCE

SDMHA

180 days

Page 13

Evidence of involvement in
all capex purchases both
building and equipment.

Evidence of continuing
reduction in restraint use
Improved documentation of
alternatives used or
considered as shown by
audit.
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Quality and safety markers update, July–September 2015

Falls
Nationally, 92 percent of older patients* were given a falls risk assessment in quarter
3, 2015. This is 16 percentage points higher than the baseline level of 76 percent in
quarter 1, 2013. Compared with the previous quarter, one more DHB achieved the
90 percent threshold, increasing the total number of DHBs achieving this to 15.

*Patients aged 75+ (55+ for Māori and Pacific peoples)
(Note: for this update, baselines and the most recent two quarters are shown for all tables.)
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About 92 percent of patients at risk of falling received an individualised care plan.
This measure has remained broadly consistent at 90 percent or above since quarter
2, 2014. Lower achievement levels are reducing.

2
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When assessments and care plans are plotted against each other, a trend of
movement over time from the bottom left corner to the top right corner is shown.
Compared with only four DHBs sitting at the top right corner in quarter 3, 2013, in the
current quarter, 11 DHBs are in this ‘ideal’ box.

+
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There were 69 falls resulting in fractured neck of femur in the 12 months ending
September 2015. This is significantly lower than the 106 falls we would have
expected in this year given the falls rate observed in the period from July 2010–June
2012.
The precise cost of in-hospital falls with a fractured neck of femur is difficult to
estimate. Initially a cost of $27,000 per incident was used, which only covers the
excess hospital stay and does not consider the additional costs of diagnosis, repair
and rehabilitation. Since last quarter we decided to use a more comprehensive
estimate of $47,0001 cost for a fall with a fractured neck of femur. This new method
has been carried on in this quarter and it is estimated the reduction in falls noted
above would result in $1.8 million savings.
However, this may be too conservative an estimate, as it assumes all patients who
fall and break their hip in hospital return home. We know that at least some of these
are likely to be admitted to aged residential care on discharge from hospital. This is
a far more expensive proposition – estimated at $135,000 a time2. If we
conservatively estimate that 20% of the patients who avoided falls were admitted to
a residential care facility, the reduction in falls represents $2.4 million in total
avoidable costs.
The run chart continues to show a significant decrease since December 2014. The
median of monthly falls reduced from eight to five. It was the second quarter that this
quality marker showed a significant improvement.

1
2

de Raad J-P. 2012. Towards a value proposition: scoping the cost of falls. Wellington: NZIER.
de Raad J-P. 2012. Towards a value proposition: scoping the cost of falls. Wellington: NZIER.
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Hand hygiene
National compliance with the five moments for hand hygiene continues to increase.
DHBs achieved an average of 81 percent compliance in quarter 3, 2015, which is
slightly higher than the national target of 80 percent. Almost all DHBs met or came
close to the target. All DHBs once again submitted 100 percent or more of the
required hand hygiene data in this period.
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The run chart below shows the monthly national average for healthcare associated
Staphylococcus aureus bacteraemia per 1000 bed-days. This measure still
fluctuates considerably month-by-month, with no signs of a significant shift.
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Surgical site infection
As the Commission uses 90-day outcome measures for surgical site infection, these
data run one quarter behind other measures. Information in this section relates to
quarter 2, 2015.

Process measure 1: Antibiotic administered in the right time
For primary procedures, an antibiotic should be administered in the hour before the
first incision (‘knife to skin’). As this should be happening in all cases, the threshold is
set at 100 percent. In quarter 2, 2015, 96 percent of hip and knee arthroplasty
procedures were given an antibiotic within 60 minutes before ‘knife to skin’. It has
remained broadly consistent at 94 percent or above since quarter 2, 2014. Eight
DHBs achieved the national goal, four more than in quarter 1.

8

94

Appendix 3

Process measure 2: Right antibiotic in the right dose – cefazolin 2g or
more or cefuroxime 1.5g or more
The Surgical Site Infection Improvement Programme decided previously that 1.5g or
more of cefuroxime is an acceptable alternative to cefazolin 2g or more for routine
antibiotic prophylaxis for hip and knee replacements. This change has been included
in the QSM report since quarter 1, 2015.
In some instances, the patient has a beta-lactam allergy and requires a non-betalactam antimicrobial agent, or is colonised with multi-resistant Staphylococcus
aureus, in which case they should receive both cefazolin and vancomycin. To allow
for these relatively rare instances, the threshold is set at 95 percent.
In quarter 2, 2015, 95 percent of hip and knee arthroplasty procedures were given
the right antibiotic in the right dose. This is consistent with previous results. Fourteen
DHBs reached the threshold level compared with only three in the baseline quarter.
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Process measure 3: Appropriate skin antisepsis in surgery using
alcohol/chlorhexidine or alcohol/povidone iodine
Skin preparation involving either chlorhexidine or povidone iodine in alcohol should
occur on all occasions, so the threshold is set at 100 percent. Appropriate skin
antisepsis is clearly normal practice across DHBs as the national compliance rate of
99 percent attests, an increase from 87 percent at baseline.
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In quarter 2, 2015, DHBs performed 2588 hip and knee arthroplasty procedures.
Within them, there were 32 surgical site infections; an infection rate of 1.2 percent.
The run chart below shows that the infection rate has fluctuated around the median
rate of 1.2 percent since the baseline quarter (quarter 3, 2013), with no sign yet of a
significant change.
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Medication safety
We introduced a quality and safety marker for medication safety in September 2014.
It focuses on medication reconciliation – a process by which health care
professionals ensure all medicines a patient is taking and their adverse reaction
history are accurately documented and the information is used across health care.
An accurate medicine list can be reviewed to ensure medicines are appropriate and
safe. Medicines which should be continued, stopped or temporarily stopped can be
documented on the list. This reduces the risk of medicines with potentially dangerous
interactions being prescribed.
A key first step to allow medication reconciliation to be undertaken routinely and in a
more straightforward manner is the introduction of an electronic system, known as
electronic medication reconciliation (eMR). There is a national programme to roll out
eMR throughout the country; five DHBs have access to the system currently.
Structure: Implementation of eMR (preliminary results only)
DHB

Status

Counties Manukau

Implemented

Northland

Implemented

Taranaki

Implemented

Waitemata

Implemented

Canterbury

Implemented

Auckland

Q1, 2016

Bay of Plenty

Not implemented

Capital & Coast

Not implemented

Hawke’s Bay

Not implemented

Hutt Valley

Not implemented

Lakes

Not implemented

MidCentral

Not implemented

Nelson Marlborough

Not implemented

South Canterbury

Not implemented

Southern

Not implemented

Tairawhiti

Not implemented

Waikato

Not implemented

Wairarapa

Not implemented

West Coast

Not implemented

Whanganui

Not implemented
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Structure markers (preliminary results only)
Structural marker

Northland
DHB

Counties
Manukau
Health

Taranaki
DHB

Waitemata
DHB

No data
supplied, in
the process
of
upgrading
system

No data
supplied, in
the process
of
upgrading
system

No data
supplied, in
the process
of upgrading
system

Structure 1:
eMR implemented
anywhere in the DHB
(yes/no)
Structure 2:
Number and
percentage of
relevant wards with
eMR implemented

Yes

7
70%

Within these four DHBs, Northland DHB has 70 percent of relevant wards with eMR
implemented. The proportion of medication reconciliation undertaken in older
patients within 72 hours of admission was 59 percent and within 24 hours was 52
percent. The proportion of medication reconciliation included as part of the discharge
summary was 72 percent. The other three DHBs are in the process of system
upgrades.
Process markers (preliminary results only)

Measurement

Northland
DHB (%)

Process marker 1: Percentage of
relevant patients aged 65 and over
(55 and over for Māori and Pacific
patients) where electronic medicine
reconciliation was undertaken within
72 hours of admission

Counties
Manukau
Health (%)

Taranaki
DHB (%)

Waitemata
DHB (%)

59

Process marker 2: Percentage of
relevant patients aged 65 and over
(55 and over for Māori and Pacific
patients) where electronic medicine
reconciliation was undertaken within
24 hours of admission

52

Process marker 3: Percentage of
patients aged 65 and over (55 and
over for Māori and Pacific patients)
discharged where medicine
reconciliation was included as part of
the discharge summary

72

13

No data
No data
No data
supplied, in supplied, in supplied, in
the
the
the
process of process of process of
upgrading
upgrading
upgrading
system
system
system
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TO

Hospital Advisory Committee
Community and Public Health Advisory
Committee

FROM

Anne Amoore
Manager, Human Resources and
Organisational Development

DATE

11 January 2016

SUBJECT

WORKFORCE STRATEGY: SIX MONTHLY UPDATE

1.0

MEMORANDUM

PURPOSE

Attached is the six monthly update on the progress made against the workforce initiatives for
2015/16 listed in MidCentral District Health Board’s (MDHB’s) Annual Plan.
This report is for information only; no decision is sought.
2.0

EXECUTIVE SUMMARY

Good progress continues to be made towards initiatives that support our workforce goals and
objectives. With regard to MDHB’s culture change programme, the most significant initiative is
the development, led by MDHB’s Chief Executive, of MDHB’s Strategic Framework for the next
five to ten years which includes our vision, purpose, values and strategic imperatives. As part of
developing our values, the behaviours (both below and above the line) which align to these, will
also be determined.
The first draft of the Framework was developed on the basis of workshops held in October and
December with the Board and senior management/clinician representatives. This is ongoing
work and there has been good engagement and lively debate at internal forums and workshops
held with staff. A number of very useful suggestions have been taken forward in wording
changes and it is expected that the Strategic Framework will be finalised in April 2016.
Conversations will also be had with community groups, providers and other stakeholders about
our Framework and plan, with a view to hearing what they consider should be progressed as a
priority and what they think needs to occur.
Following this, a refreshed Workforce Strategy and an Organisational Development Plan will be
developed to support the strategic direction set. These plans will also include initiatives to
address the safety culture survey findings, and other feedback from staff that has been received.
Although our vacancy levels have increased over the past six months, these continue at low
levels at an average of 45.06 FTE per month (2.8 percent of total FTEs across Allied Health,
Nursing, Midwifery and Medical). This is up from the previous six months which showed an
average of 39.49 FTE vacancies per month (2.45 percent of total FTEs) for the occupational
groups for which we collect vacancy data.
Staff leaving the organisation, and staff stability rates are also at low levels and well within
target. Year to date sick leave rates are tracking slightly above our target of 3.2 percent at an
average of 3.33 percent per month. This can be attributed to the higher sick leave rates which
are traditionally experienced during the winter period. It is anticipated that sick leave rates will
reduce to within our target for the next six months.
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Accrued annual leave over two years continues to be above our target and is a key area of focus.
The Annual Leave Plan initiatives are in place to address this and progress against the plan is
included in a separate report.
Over the past six months other key areas of focus include:


Continuing to provide education and development opportunities for staff, including
leadership development programmes. Over the past year 595 internal education
sessions have been held attended by over 4900 staff (some staff attended more than one
session).



In August 2015, MDHB joined Ko Awatea, an e-learning system established by Counties
Manakau DHB. To-date 621 staff have completed modules on MDHB’s site.



MDHB held its annual Careers Fair and attended a number of other events promoting
health as a career and MDHB as an employer of choice.



The evaluation of MDHB’s Team Development Programme showed that this had been of
real value for teams. While the rollout of the programme has been paused until MDHB’s
Strategic Framework has been determined, aspects of the programme will continue to be
utilised.



MDHB undertook its second Staff Safety Culture Survey in March 2016. Seven themes
for going forward in a positive way came out of the comments and suggestions staff
made. Initiatives to address the findings will form part of the Organisational
Development Plan.



Implementing healthy staff initiatives that improve the working environment for staff
continues, with a further roll-out of the Next Steppers programme held in October 2015.



Implementing the requirements of the Vulnerable Children Act, including ensuring the
provisions that apply to new core children’s workers commencing with MDHB from 1
July 2015, are in place. Planning is underway for commencing the existing worker
checks starting from 2016.

3.0

RECOMMENDATION

It is recommended
that this report be received.

Anne Amoore
Manager
Human Resources and Organisational Development
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1.0

INTRODUCTION

This report provides the six monthly update to the Hospital Advisory Committee and
Community and Public Health Advisory Committee on the progress made toward the
deliverables relating to workforce as listed in MidCentral District Health Board’s (MDHB’s)
Annual Plan for 2015/16.
These are structured under the following key areas:





Organisational Culture
Change Leadership
Capability
Capacity.

The key areas of focus outlined in each section below are an extract from MDHB’s Annual Plan
for 2015/16.
2.0

MDHB’s WORKFORCE PROFILE – as at end December 2015

To help us to plan for the future, and to support staff, we continue to develop our workforce
profile – looking at the age of employees, their gender, ethnicity and length of service.
MDHB’s total FTEs = 2160.05 and Headcount = 2681
Gender Profile
Male

FTEs
486.45

Female

1673.60

Ethnicity Profile
NZ European
NZ Maori
European
Pacific
Asian
Other
Not Stated

1261.92
142.25
137.8
23.95
217.41
170.97
205.75

Disability Profile

Professional Profile
Medical
Nursing & Midwifery
Allied Health
Support
Management/Admin

Y = 53.26 FTE
N = 2106.79 FTE

Age Profile
FTE

Head
Count

15 – 19
20 – 24
25 – 29
30 – 34
35 – 39
40 – 44
45 – 49
50 – 54
55 – 59
60 – 64
65 – 69
70+

1.00
82.02
241.94
221.41
166.06
216.67
255.28
318.29
314.51
239.88
76.62
16.84

*7
101
281
277
221
275
316
381
383
291
103
32

Unknown

9.53

13

291.28
959.39
404.47
42.55
462.36

* Casual – working in health promotion team
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3.0

ALL DHBS’ WORKFORCE AT A GLANCE

District Health Boards’ Shared Services (DHBSS), through the Workforce Information Team,
support DHBs nationally through providing base information on DHB employee demographics,
and describing the current composition of the DHB workforce. National DHB employee data
has been collected on a quarterly basis since mid 2006 with a continued focus on improving
data quality. The latest quarterly report available is as at 30 September 2015 and is a snapshot
in time of the health and disability workforce. The report shows DHB employee numbers
continue to increase which has been the trend over the past seven years. For the year 1 October
2014 – 30 September 2015, nationally DHB employee numbers increased by 1543 (headcount).
This is down slightly from the 1567 (headcount) increase for the previous year to 30 September
2014.
o

Within MDHB, employee headcount numbers increased overall by 13 as follows:
 Nursing increased by 22
 Corporate and other decreased by 14
 Allied and scientific increased by 8
 Care and support decreased by 5
 Senior Medical increased by 7
 Junior medical decreased by 6
 Midwifery increased by 1

For elements provided at a DHB level, MDHB compares against the national average as follows:
Average length of service and age

All DHBs
MDHB

Female average
length of service
8.5
9.7

Female average
age
45.9
46.7

Male average
length of service
8.1
8.5

Male average age
45.6
46.3

Ethnicity Data
A comparison of ethnicity data over the past few years is shown below.
Distribution of reported ethnicity within MDHB:
Year

Other* (Was
European)
1359
59%
1453
63%

Asian

Maori

Pacific

Unknown

MELAA

2007
46
2%
138
6%
23
1%
691
30%
2008
46
2%
138
6%
23
1%
623
27%
2009**
2010
1490
64%
114
4.92%
137 5.92%
19
.8%
552
24%
1
2011
1507
65%
151
6.5%
126 5.43%
21
.9%
510
22%
3
2012
1527
65.2
161
6.87%
126 5.38%
19
.8%
506
21.6%
3
2013
1604
66%
197
8.1%
129
5.3%
25
1%
475
19.5%
March 2014
1618
66.4%
206
8.4%
141 5.78%
19
.8%
452
18.5%
September 2014
1646
67.2%
203
8.3%
148
6.1%
20
.8%
431 17.52%
2
September 2015
1803
73.3%
233
9.46%
162 6.58%
24
.97
241
9.78%
ALL DHBs
44089 64.56% 9530 13.96% 4151 6.08% 2331 3.41%
8186
11.99%
645
September 2015
Note: HWIP have advised that to align with Statistics NZ ethnicity data is now reported in four categories – Asian,
Maori, Pacific and “Other” (renamed from European). Previously “Other” was included with “Unknown” –
hence the reduction in this category and in increase in the renamed “Other” in the table above. MELAA
(Middle Eastern, Latin American and African ethnicities are also now included in the renamed “Other”.

.04%
.13%
.12%
.08%
.95%

* “Other (European in previous reports)” is now a group amalgamation of all ethnicities that do not fall into the
groups Asian, Maori or Pacific and includes New Zealander.
** Data not reported in 2009
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MDHB’s Maori workforce as at December 2015 is 177 (headcount) - as at January 2015 this was
174. To give a full picture, MDHB figures include our casual staff which are excluded from the
HWIP data above.
Appendix One shows MDHB’s Maori workforce information broken down into job category,
employment status and service.
4.0

UPDATE OF PROGRESS

Key areas of focus from the Annual Plan are outlined below, and an update given on the
progress that has been made to date.
An in-depth update regarding some workforce initiatives, for example, occupational health and
safety initiatives, is contained in the annual update from the Director Patient Safety and Clinical
Effectiveness which is also being provided for the Committees’ February meetings. To avoid
duplication those initiatives are not included in this report.
4.1

Organisational Culture

Key areas of focus for 2015/16:





4.1.1

Determine the desired organisational culture
Develop and implement an organisational culture change plan
Implement team development programme throughout the DHB
Undertake a further safety culture survey and implement a work programme to address
the findings
Finalise and implement the Bipartite Action Group’s work programme for 2015/16.
Strategic Framework

MDHB’s Chief Executive is leading the development of MDHB’s Strategic Framework which is
progressing well. Workshops have been held with the Board, senior executives and leadership
teams in October - December 2015. This includes determining the organisation’s vision,
purpose, values and strategic imperatives.
Good engagement is also being had at a number of internal staff forums and workshops, with a
number of useful suggestions for wording changes being taken forward by those attending.
Built into discussions on the vision, purpose and values is determining the culture we want for
the organisation, and the ‘above the line/below the line behaviours that support and align to our
values. Staff have been well engaged and have put forward plenty of suggestions around
wording and composition of the behaviours we desire.
The intention is to broaden the discussions out to the wider sector in early 2016.
The process of engagement is seen as critical to the widespread acceptance and adoption of the
strategy through the organisation and across the sector.
This will lead to a refreshed Workforce Strategy and Organisational Development Plan.
4.1.2 MDHB’s Team Development Programme
As reported to the Committee in November, to date, over 500 staff have taken part in the team
development process. Some teams have not completed all components of the programme due to
difficulties in releasing staff from the workplace, particularly within inpatient wards. Sixteen
teams have completed all components of the programme. These teams are within Mental
Health, Public Health, Medical Services, Medical Imaging, Regional Cancer Treatment Service,
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Regional Women’s Health Service and within the Patient Safety and Clinical Effectiveness
Directorate.
An evaluation of the Programme has been undertaken which has shown it to be of real value for
teams, both those performing at a high level, and for those teams with issues that need to be
addressed.
Given the work MDHB has embarked on determining its Strategic Framework, it has been
agreed that the rollout of the Programme be paused until this work has been completed. The
Programme (strengthened to take account of the feedback received from the evaluation) would
be one of the enablers to roll this out to the organisation and this could be a feature of MDHB’s
Organisational Development Plan.
In the meantime components of the Programme will continue to be utilised.
4.1.3 Safety Culture Survey
MDHB undertook its second Staff Safety Culture Survey in March 2015. Around 39 percent of
staff took part in the survey and made over 3300 comments.
The overall rating achieved by MDHB in the 2015 survey was 6.01 (on a scale of 1 to 10, with 1
being poor and 10 excellent).
2012
6.10

2015
6.01

This result shows that MDHB “continues to have a good safety climate and does not knowingly
compromise the safety of patients/clients”. Communio (through their statisticians) advised that
the small variation in the 2015 result is not of significance or of concern. It is acknowledged that
there are a number of areas identified from the survey findings on which MDHB needs to
continue to focus to make a difference and improve the safety culture for both patients and staff.
Seven themes for going forward in a positive way came out of the comments and suggestions
staff made. Initiatives to address the findings, including the feedback received from staff in the
CEO forums held over recent months, will also form part of the Organisational Development
Plan to be developed early in 2016.
In the meantime we are continuing with the following, all of which contribute to the themes
raised by staff:








To address workloads and skill mix, we will continue with the Patient Flow Improvement
Programme and the implementation of the Care Capacity and Demand Management
Programme. Our Annual Leave Plan is in place to address high annual leave balances
and enable staff to take leave.
Implementing elements of our team development programme is continuing, for
example, implementing MDHB’s Shared Approach to Work Principles and some teams
are developing Standard Operating Procedures.
Education Sessions such as Building Resilience/Managing Stress, Communication,
Keeping Safe for Front-Line Staff, and Delivering Excellence in Customer Service
continue as part of the education calendar for next year. These sessions have been very
well received by those staff attending.
We will be considering the Bullying and Harassment framework being developed by the
DHBs’ National Bipartite Action Group and implementing strategies appropriate to
MDHB.
In terms of healthy staff initiatives, a Health, Safety and Wellness promotion day is
planned for later in the year It is anticipated that along with providing information on
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health and safety, it will be the opportunity for the promotion of healthy lifestyles and
MDHB’s healthy work place initiatives. A further roll out of MDHB’s Next Steppers is
planned for February 2016.
4.1.4 Bipartite Action Group (BAG) Work Plan
BAG’s Work Plan for 2015/16 was reviewed and focused on:





4.2

Overseeing the implementation of MDHB’s Organisational Culture Programme – this is
ongoing with updates provided to BAG on the roll out of Team Development and the
work around the Strategic Framework.
Leave planning – BAG is overseeing the initiative to reduce annual leave balances across
MidCentral Health. Reducing annual leave balances is also a key area of focus for
Operations Directors and Service Managers. Initially the focus is on reducing annual
leave balances for staff with greater than two years’ annual leave. Annual leave plans are
being developed with these staff using a standard annual leave plan format. Service
Managers are reporting progress on a monthly basis to the Operations Directors. Annual
leave balances are tracking down.
Health and Safety – regular updates are provided to BAG on health and safety issues or
concerns, including updates on any changes in legislation. The following three health
and safety objectives were agreed:
1. All staff have ready access to resources and information to support
understanding of their responsibilities and accountabilities within six months
post the introduction of the new Health and Safety legislation the ‘Health and
Safety at Work Act’.
2. The No-Lift programme is sustained as evidenced by ongoing lower rates of
patient handling injuries compared to 2014-2015.
3. All services will be proactive in their support of their health and safety
representatives by allowing sufficient time for them to be active and participate in
health and safety related activities which will include completing audits and
attendance at line/service health and safety meetings.
Leadership

Key areas of focus for 2015/16
 Undertaking two transformational leadership programmes.
 Coach and mentor clinical and operational leaders to enhance their skill base in line with
MDHB’s desired organisational culture.
 Roll-out a further introductory training and development programme to medical leaders.
 Enhance project management expertise across MDHB.
Progress to date:
During 2015, a further 20 staff at team leader level attended MDHB’s first level leadership
programme. The programme is delivered by an experienced educator from Hawkes Bay District
Health Board. Over the past five years the programme has been delivered to around 120 team
leaders and has been well received by most attending.
Led by MDHB’s Nurse Director - Clinical Practice Development, two further Transformational
Leadership Programmes for both MDHB and Primary Health Care staff were held again in 2015.
This six day programme develops understanding of the transformational leaders’ role, identifies
personal leadership style, and develops skills to lead and manage change and improvement. It
blends theory and experiential learning to enable staff to apply the knowledge and skills in their
workplace with access to coaches for support and advice. The programme has been delivered 14
times to over 300 participants since it commenced in 2009.
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Word-of-mouth feedback sees the programme having a continued waiting list. The experiential
nature of the programme is a particular strength, as participants are able to practise applying
the newly learned tools in a simulated setting prior to applying these in the workplace.
The Medical Leadership introductory training development programme, put in place by
MDHB’s Chief Medical Officer, was held over March–May 2015. This programme included a set
of tutorials aimed at upskilling another generation of medical leaders within MidCentral.
Up to 30 of our Senior Medical staff attended the sessions and actively participated (some were
not able to attend all sessions due to other commitments). The programme was very well
received by the SMOs attending. Some attendees may now consider progressing into Medical
Head or Clinical Director roles in the future. The programme may also lead to some SMOs
exploring the Associate or Fellowship training programmes of the Australasian College of
Medical Administrators.
It is intended to run another programme in 2016.
4.3

Capacity and Capability
Key Focus Areas for 2015/16
 Expand the knowledge and use of the “Plan, Do, Study, Act” model throughout MDHB’s
district.
 Continue to implement Care Capacity and Demand Management (CCDM) and
Releasing Time to Care (RTC).
 Embed the mental health change programme.
 Liaise with the Regional Director of Workforce Development to increase the regional
capacity and capability of RMOs, including sharing innovations and training
opportunities within the Central Region.
 Implement the worker safety checks as required under the Vulnerable Children Act.
 Review our health and safety policies and procedures to ensure compliance with the
amendments to the Health & Safety Act.
 Continue the BCC innovation project
Progress to date:

An update about CCDM, RTC and the mental health report was provided to the Committees at
their November meeting.
4.3.1 Regional Training Hub
MDHB has four representatives on the Central Region Training Hub (CRTH). Our Education
and Development Steering Group is keeping an overview of the work being undertaken within
the CRTH. The CRTH reports that their work streams are mainly on track.
Currently the challenge with the capacity and capability of Resident Medical Officers (RMOs) is
around the Medical Council of New Zealand’s (Council) new requirement that all Post-Graduate
Years 1 and 2 RMOs, spend 13 weeks in a community based setting within their first two years.
Community based attachments have a focus on caring for the patient and managing their illness
in the context of their family and community. They can take place in a wide variety of settings,
including but not exclusive to, general practice, urgent care, hospice, community mental health
and other community based services.
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The Council have approved a staged transition, with a goal of 10 percent of interns completing a
community based clinical attachment from November 2015 and working towards 100 percent
compliance by November 2020.
MDHB has been providing attachments in general practice for a number of years and is one of
the few DHBs to do so, with our initiative being promoted by the Medical Council and the
Regional Training Hub. Currently we have twelve three monthly attachments available in
general practice and Hospice, which is well over the transition requirements of the Medical
Council. Our goal is to move to 20 attachments over the next 3 -4 years, which again will meet
the Medical Council requirements.
4.3.2 Education and Development
In August 2015 MDHB launched Ko Awatea an e-learning platform provided through Counties
Manukau. This has been very well received by our staff, with eleven modules currently available
on MDHB’s site. To date, 621 staff have completed modules. Over time it is expected that
where appropriate, a good number of education and development programmes will be delivered
online, rather than face to face, or through other avenues such as workbooks. We are also
opening the site up to Primary Care and other providers within our district.
Over the past year, 595 internal education sessions have been held and were attended by 4972
staff members (some staff attend more than one session).
MDHB’s Education and Development Steering Group met in October and determined the
programmes to be delivered during 2016. Sessions will not be held during those times of the
year where previous data showed attendance was not high, eg winter months, and/or when
sessions were often cancelled due to poor numbers of bookings. Over the past year cancellations
have decreased markedly given the rationalisation that was undertaken in 2015.
Regular hour long education sessions are held throughout the year. Some of the topics covered
have been changes to MDHB’s policy re Hypoglycaemia in Diabetes, Jehovah’s Witnesses beliefs
about the use of blood or blood products, and the Mental Health Act and what it means for
practice in the acute clinical service areas.
The Cognitive Institute was on site at the end of September to deliver four three hourly
workshops on Open Disclosure. These workshops focused on supporting staff who are likely to
be involved in Open Disclosure with patients and families and took into account MDHB’s Open
Disclosure policy and the HDC guidelines. These workshops were very well attended and
received positive feedback.
In addition to this, over the past six months, a number of education sessions were provided by
Buddle Findlay:




Health and Safety at work – the upcoming changes to the health and safety regime in
New Zealand and an understanding what the changes mean for staff and the
organisation
The Lecretia Seales case and the current state of New Zealand’s law in terms of a
patient’s “right to die”
Open disclosure – how and when disclosure should occur, practical tips to manage
open disclosure and responding to adverse events.

The Communication education sessions introduced in 2014 continue to be very well attended.
These three communication modules which build on each other can be attended separately or as
a series. Due to demand, extra courses were run during 2015. All MDHB staff are eligible to
attend and the sessions are appropriate to all staff. Excellent feedback has been received from
those attending these sessions including staff giving examples of how they have put their
learnings into practice.
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As a result of feedback received from the Safety Culture Survey, Building Resilience and
Managing Stress workshops were put in place and these have been well attended. Those
providing feedback from the sessions say that they will have a different approach to work and
home life, continue to work on building their resilience, see more of the positives, and change
the way they respond to situations, particularly stressful situations.
Delivering Excellence in Customer Service is another workshop that was well attended and
received. The content of this workshop includes what drives the way we think, feel and act and
why it is important for great customer service.
The module “Keeping Safe at Work” which was targeted specifically to frontline staff who may
deal with aggressive or other behaviours, has also been very well attended.
4.3.3 Implementation of the Vulnerable Children Act
Introduction & Background
On 1 July 2014 the Vulnerable Children Act (“the Act”) passed into law. The Act forms a
significant part of the government’s measures to protect and improve the wellbeing of
vulnerable children in New Zealand, and strengthen our child protection systems.
The Act requires five government departments to be jointly accountable for vulnerable children.
They must work together to develop, deliver and report on a cross-agency plan to improve and
protect vulnerable children’s wellbeing and their departments, and the organisations they fund
to provide children’s services must have child protection policies in place. The shared legislated
accountability applies to NZ Police and the Ministries of Health, Education, Justice and Social
Development.
MDHB has worked with its Planning and Funding staff, contacts at the Ministry of Health, and
staff in other DHBs to implement the Act’s requirements within the DHB. The following
outlines what has been done to date, and what is planned for 2016 and beyond.
Child Protection Policy
Importantly, the Act requires DHBs, School Boards and other organisations to have in place
child protection policies – this requirement also applies to organisations funded to provide
children’s services.
MDHB has in place The Child/Young Person Abuse and/or Neglect ‘Child in Need’ Policy and
Procedure, which is available on the DHB’s internet site (as it is required to be under the Act).
MDHB has also ensured that every contract or funding arrangement that the DHB enters into
with an independent person providing children’s services, has a child protection policy in place.
Accordingly, MDHB renewed all service agreements that expired on 30 June 2014 and for
contract variations or new contracts entered into after this date, where all or some of the
agreement relates to children’s services, a new child protection clause has been included.
Children’s Team – Horowhenua/Otaki
As part of the cross-agency measures to protect vulnerable children, local Children’s Teams are
being established across the country. For the MidCentral district, this Team covers the
Horowhenua (Levin, Shannon, Foxton) and Otaki areas. MDHB has been involved with the
local Children’s Team and working closely with the Children’s Action Plan staff to establish the
Team. This has involved coordinating the safety checking process for MDHB staff who are
participating in the local Children’s Team – either on the Governance Group, as part of the
Children’s Team Panel, or as Lead Professionals or Child’s Action Network members.
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Safety checks for employees/contractors/students
The Act also introduced new vetting and screening checks for government and community
staff working with children (“children’s workers”). These checks apply to new and existing
employees whose work involves regular or overnight contact with a child/ren and where that
work takes place without a parent or guardian of the child/ren being present. Within this
definition of a “children’s worker”, there are additional classifications of core worker and noncore worker, as below.
A core worker is a “children’s worker” whose work in or providing a regulated service requires or
allows that, when the person is present with a child/ren in the course of that work, the person –
o Is the only children’s worker present; or
o Is the children’s worker who has primary responsibility for, or authority over, the
child/ren present.
A non-core worker is a “children’s worker” who does not fall under the definition of a core
worker – as above.
The Act provides that the safety checks for “children’s workers” must include:





confirmation of the identity of the person;
consideration of specific information;
a police vet;
a risk assessment that assesses the risk the person would pose to the safety of
children if employed or engaged as a children's worker.

MDHB has been safety checking all new “core” children’s workers employed to provide
regulated services to children since the safety checking requirements came into force on 1 July
2015. This has involved developing a list of “core” children’s workers that are employed by
MDHB, and a flowchart to help determine if a particular role falls under the requirements of the
Act. Related processes have been updated to embed the new procedures.
This work has been done in conjunction with other DHBs as part of the Vulnerable Children Act
DHBs Working Group, of which one of our Human Resource Consultants is the representative
for the Lower North Island.
The matter of screening and vetting students prior to them being placed within the DHB for
clinical placement has been challenging. Under the Act, work that is undertaken as part of an
educational or vocational training course – even if unpaid – is also subject to the requirements
of the Act. There is however, work being undertaken by the Ministry of Health and the Tertiary
Education Commission on the engagement of students and it is hoped that ultimately it will be
the educational institutions that will complete the safety checks prior to the student starting
their placement.
The appointment of honorary staff at MDHB has been reviewed in light of the Act, and the
requirement to conduct safety checks for unpaid “workers” has been embedded in the
appointment process.
In relation to contractors engaged by MDHB, Human Resources have worked with the Contracts
Department to incorporate the requirements of the Act into the contract process, as applicable.
MDHB has also written to its main contracted organisations (for example, Spotless, Medlab, NZ
Blood, Central MRS, Geneva) setting out the DHB’s expectation that the contracted organisation
will comply with the new legislation where they are providing staff to work on our hospital sites
and in our services.
Since 1 July 2015, MDHB has been embedding procedures for safety checking for all new “core”
workers as well as holding education sessions for managers on the requirements of the Act and
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the importance they need to be given when employing new core worker staff. Various
workshops have also been held with Human Resources staff to ensure they have a good
understanding of the Act’s requirements.
Human Resources have created and made available to managers in the DHB a range of
resources to help navigate the VCA requirements. These are found on the Human Resources
section of the intranet.
As part of this work, various HR forms and processes have been reviewed and updated to cater
for the new requirements, for example, making changes to application forms, creating
information sheets and checklists for managers and prospective employees, updating offer
templates, and so on.
Looking ahead to 2016 and beyond
For new “non-core” children’s workers, the requirements begin on 1 July 2016. Further
requirements to safety check existing core workers must occur by 1 July 2018, and all other
existing non-core staff by 1 July 2019. Every children’s worker employed by MDHB must then
be safety checked within three years of the date that person was safety-checked in compliance
with the Act.
Planning is underway for commencing the existing worker checks starting from 2016.
Staggering the implementation of the existing worker checks will avoid placing additional
administrative burden on managers, Human Resources staff, and the NZ Police Vetting
Services. For MDHB, key services dealing with children will be the focus of the initial effort, for
example, Child Health Services, CAFS, Public Health Nursing Service, Women’s Health Services,
Emergency Department.
4.3.4 Healthy Staff Initiatives
As part of the Safety Culture Survey and other surveys we have conducted over the past few
years, the overwhelming response was that staff wanted more wellness programmes with a focus
on fitness and nutrition. To this end, we decided to try something new and in November 2014
launched a web-based wellness initiative referred to as “tracksuit-inc®”. This programme is
available to all staff and their families and provides the opportunity to participate in a range of
health-related activities throughout the year.
The initiative has been well received by staff with the web-site having over 16487 hits, or an
average of 1268 views per month. To date, 238 staff have completed the health questionnaire
and 285 staff have participated in health challenges.
MDHB has three loan bikes available for staff use. Anyone who works at Palmerston North
Hospital can borrow these bikes, whether it’s for a week to get around, or just to head to a
meeting. Safety equipment is also available and the bikes continue to be well utilised by our
staff.
A further roll-out of MDHB’s Next Steppers six week fitness programme was held in October
2015 with 130 staff participating. This programme encourages participants to bike, cycle, swim
or dance their way around New Zealand. This is the sixth roll-out over the past years and over
930 staff have taken part in the programme. It is intended to have a further roll-out in February
2016.
MDHB’s Staff at MidCentral Advantage Scheme (SMASCH) continues to be developed and well
received by staff. A good number of new organisations joined the scheme. Free financial
assistance was offered to our staff by ANZ. one of our SMACH partners.
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4.3.5 Strengthening MDHB’s Profile as an Employer of Choice
During 2015, MDHB health professionals, supported by Human Resources, attended and held a
number of events promoting careers in health, including:











Careers Expo ‘Sort it’ sponsored by the Mayor of Palmerston North and the Mayor of
Manawatu on 5 May 2015. This Careers Expo provided workshops, seminars and forums
throughout the day with a range of job, career, training and development focused topics
covered
Careers Day at Horowhenua College in Levin, attended by other Horowhenua Schools
A Health Careers event at Dannevirke and Feilding High Schools, and an event at Otaki
College
MDHB’s ‘Careers in Health’ Day was held in the Education Centre at Palmerston North
Hospital campus on 19 June. A range of health professionals including medical,
midwives, social work, medical imaging, radiation therapy, pharmacy, physiotherapy, St
John paramedics and MASH attended with displays. Hands-on activities included CPR
and a wheelchair obstacle course. Some traditionally hard to recruit to areas, for
example Cardiac Physiology, attended for the first time. Schools were encouraged to
send students who are considering a career in health and wanted the opportunity to find
out more about a particular profession, or about the range of professions. Students
attended from Palmerston North Girls’ High, Palmerston North Boys’ High, Freyberg
High, St Peter’s College, Longburn Adventist College and Queen Elizabeth College.
Students were able to speak directly to health professionals, hear their stories and
experience some of the work involved in the health professions.
MDHB had a Careers Stand at the “More Vibes Day” held at Te Hotu Manawa O
Rangitaane O Manawatu Marae on Saturday 3 October
MDHB representatives attended a biennial community Careers Event in Dannevirke
The final event for the year was part of a Wellness Day run by a senior Boys High student
for senior high school students just prior to exams, held at the Convention Centre and
attended by MDHB.

Planning for 2016 is already underway with a stand booked at the Sort It Expo on 19 May and
the MDHB Careers Day on 24 June. With the appointment of Doug Edwards as the Manager,
Maori Workforce Development, we look forward to continuing this work and forging stronger
relationships with young Maori across the DHB.
At the end of November 2015, seventeen first year House Officers (PGY1’s) commenced with
MDHB and spent their first four days orientating before taking up their clinical duties. Seven of
the House Officers had spent their final trainee intern year at MidCentral through the
Wellington Otago School of Medicine.
MDHB’s Chief Executive and Chief Medical Officer attended an informal “get together” evening
to welcome the House Officers and wish them well in their future careers. Also in attendance
were other management representatives and clinical supervisors. The House Officers
introduced each other to the group, and it was interesting to hear about their wide ranging
interests outside of medicine. The evening was rounded off by informal discussions and
refreshments.
4.3.6 Health Professionals Recognised
Over the past six months, our health professionals have been recognised in the following ways:




World Pharmacist Day was celebrated in September with this year’s theme being
“Pharmacist: Your Partner in Health”
Social Workers celebrated in September
Occupational Therapy Week was celebrated in October
Page 14 of 19

114


The first NZ Psychology Week was launched in November with the theme being “living
life well”.

4.3.7 Recruitment
Although our vacancy levels have increased over the past six months, these continue at low
levels at an average of 45.06 FTE per month (2.8 percent of total FTEs for the occupational
groups for which we collect vacancy data). This is up from the previous six months which
showed an average of 39.49 FTE vacancies per month (2.45 percent of total FTEs) for the
occupational groups for which we collect vacancy data.
Our nursing vacancies are also at low levels, and averaged 14.75 FTEs (1.63 percent of nursing
budgeted FTEs) over the past six months. This is down slightly from the 17 FTE average for the
previous six months. We continue to receive good numbers of applications for our advertised
vacancies, for example, seventy applications were received for a Registered Nurse vacancy
advertised recently.
Midwifery vacancies have increased slightly with an average of 2.98 FTE vacancies (7.84 percent
of budgeted FTEs) over the past six months. This is up from the 2.35 FTE average during the
previous six months.
Over the past six months SMO vacancies have been steady and now average 11.96 FTEs per
month (7.38 percent of budgeted FTEs). This is up from the previous six months average of
9.05 FTE per month. However, SMO vacancies continue at the lowest levels that we have had for
many years, and some of these vacancies relate to new positions, or upcoming retirements. We
continue to have increasing numbers of candidates applying directly to MDHB rather than via
an agency and several of these direct approaches have led to offers of employment. Initiatives
such as the kiwihealthjobs (KHJ) website support this.
Our RMO vacancies continue to be at low levels, averaging 7.6 FTE per month (5.1 percent of
budgeted FTEs). This is up from the previous six month average of 5.66 per month (3.82
percent of budgeted FTEs).
4.4

MidCentral Health’s “Workforce” Performance

MCH’s Scorecard measures for Organisational Health and Learning Performance is included in
the six monthly updates so that our progress against these can be measured and compared as
one “metric” on how our workforce development initiatives are contributing to the retention of
staff.
Summary information from June 2015 – December 2015:
Indicator

Jul

% Sick leave rate
% Staff stability rate
% Staff turnover (voluntary)
% Staff with leave in excess of 2 yrs
Note:

3.44%
99.85%
0.50%
16.92%

Aug
3.89%
99.60%
0.75%
17.47%

Sept
3.51%
99.85%
0.50%
17.51%

Oct

Nov

Dec

3.08%
99.79%
0.57%
16.90%

2.80%
99.84%
0.36%
16.85%

3.20%
99.84%
0.52%
15.88%

YTD
3.33%
99.80%
0.54%
16.92%

Target
<3.2%
>99%
<1.00%
<9.50%

Staff stability provides an indicator of an organisation’s ability to recruit and retain staff effectively and
indicates the proportion of the workforce who have not left the organisation within two years of their
appointment.
Staff turnover measures the number of resignations during the quarter as a percentage of staff headcount at
the beginning of the quarter (excluding casual staff and Resident Medical Officers).
Sick leave measures the paid and unpaid sick leave hours taken as a percentage of accrued FTE hours.
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These results show that MDHB’s sick leave usage has increased up from an average of 2.85
percent in the previous six months. The latest six monthly period includes the winter months
when traditionally sick leave levels are higher than usual.
Staff with leave in excess of two years, is over the year to date target figure. A more detailed
update is provided in a separate report.
4.4.1 DHB’s Human Resource KPIs
The DHB General Managers, Human Resources have re-established a number of Human
Resource KPIs which are now reported by all DHBs. These KPIs are for sick leave, staff
turnover, accrued Annual Leave, lost time injury rate, overtime and Maori representation in the
workforce. Most of these are included in MDHB’s workforce performance measures; however, it
is useful to also have a comparison of these against other DHBs.
For the quarters ended 30 June and 30 September 2015, MDHB’s results are shown below and
compared with the DHB average:
Staff Turnover

Sick Leave
All DHBs
Highest
Lowest
Average
MDHB

June 15
3.5%
1.9%
3.1%
3.1%

Sept 15
4.1%
2.6%
3.8%
3.9%

Accrued Annual Leave (2+ years)
– all staff
All DHBs
Highest
Lowest
Average
MDHB

June 15
14.5%
3.1%
8.9%
14.5%

Sept 15
15.2%
3.0%
8.6%
15.2%

June 15
1.4%
0.5%
.9%

Sept 15
1.5%
0.5%
1.0%

0.5%

0.5%

Overtime
All DHBs
Highest
Lowest
Average
MDHB

All DHBs
Highest
Lowest
Average
MDHB

June 15
3.8%
.8%
2.4%
2.0%

Sept 15
3.2%
1.5%
2.4%
2.0%

Lost Time Injury Rate
All DHBs
Highest
Lowest
Average
MDHB

June 15
17.0%
0.0

Sept 15
17.3%
0.0

7.8%
17.0%

9.6%
10.1%

Some DHBs do not report
this measure

Maori representation in the Workforce
– all staff
All DHBs
Highest
Lowest
Average
MDHB

June 15
25.3%
3.8%
6.6%

Sept 15
25.3%
3.3%
6.5%

6.1%

6.6%

This data enables DHBs to compare against each other as to where they fit within the average.
The latest report shows MDHB is within the mid range of the average for most of these
measures. We are at the lowest level for overtime, but of continued concern is our accrued
annual leave which continues to be the highest of all DHBs. Our Annual Leave Plan initiatives
are in place to address this.
With regard to lost injury time, our rates for June 2015 were higher than usual. This can, in
part, be attributed to an improved reporting culture. It should be noted that the lost time injury
hours have remained stable over the past two years. Further, our claim costs are steadily
reducing, down over $500k over the past three years.
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4.4.2 Other Measures
In addition to those workforce measures for Organisational Health and Learning in the balanced
scorecard, and the feedback we have received from the various surveys of our staff as outlined in
this report, our exit interview process allows resigning employees to participate and provide
feedback about their experiences at MDHB. This process is working well. Although it is not
compulsory, there is an option to complete it anonymously. Seventy two percent (down from 80
percent) of employees who completed the survey over the past six months, stated that they
would return to work at MDHB.
The positive experiences/comments that people highlighted, and what they enjoyed about their
jobs were:






Enjoyed my time with MidCentral. I had a very fulfilling position and enjoyed working
with and caring for patients. Also great staff – I will miss the working environment
I’ve been happy working at MidCentral for the last 13 years from starting as a new
graduate
Happy in my work
Enjoyed my time and had much respect for the department in which I worked
My time with MDHB has always been interesting and never a dull moment. There will
always be challenges within the public health system in terms of capacity and capability.
I will miss the people and the environment greatly.

Suggestions for improvement:


Several people suggested that some tasks currently undertaken by health professionals
could be undertaken by administrative staff which would be less costly and free up time
for health professionals to provide direct patient care.

Some less than positive experiences people highlighted were:







Administration pay rates are low
Team leader/supervisor did not have the skills to lead the team and had no
understanding of the work required. Staff not treated equally or fairly
Bullying behaviour occurs and needs better management
Focus tends to be on targets, rather than patient care
Not enough Allied Health staff
Management does not acknowledge staff hard work, efforts and achievements.

The Exit Survey process provides the opportunity for MDHB to address any of these less than
positive experiences staff members report. Where the employee gave details of the area in
which they worked, the improvements they have suggested or issues they have highlighted are
brought to the attention of the appropriate senior manager. Often these have been addressed,
or are being addressed.
5.0

SUMMARY

Our workforce development initiatives have contributed to our vacancy rates continuing to be at
low levels. This, together with a number of our longer term strategies, has contributed to the
continuing positive results against our staff stability target of 99 percent on average, per month
or better (tracking YTD 99.80 percent), staff turnover target of <1 percent on average per
month or better (tracking YTD .54 percent). Sick leave is tracking at 3.33 percent YTD, up from
the previous six months average of 2.85 percent.
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While our vacancies are at low levels and we are achieving positive results against our scorecard
measures, we are mindful that this can change as the global economy improves. With this in
mind, we are continuing to focus on our workforce initiatives and we are committed to
improving the working environment for our staff.
Looking forward, the focus will be continue to be on the transformational culture change within
MDHB to support our aim to be a high performing health system where all staff are fully
engaged in setting and delivering on the organisation’s strategic direction. The most significant
initiative is the development, led by the CEO, of MDHB’s Strategic Framework which includes
our vision, purpose, values and strategic imperatives. The first draft of the Framework was
developed on the basis of the workshops held in October and December. This is ongoing work
and there has been good engagement and lively debate at internal forums and workshops held
with staff. A number of useful suggestions have been taken forward in wording changes and it is
expected that the Strategic Framework will be finalised in April 2016. Conversations will also be
had with community groups, providers and other stakeholders about our Framework and plan,
with a view to hearing what they consider should be progressed as a priority and what they think
needs to occur.
Following this a refreshed Workforce Strategy and an Organisational Development Plan to
support the strategic direction set will be developed and agreed. The plan will include initiatives
to address the safety culture survey findings and other feedback that has been received.
6.0

RECOMMENDATION

It is recommended
That this report be received.

Anne Amoore
Manager
Human Resources and Organisational Development
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Appendix One
MDHB’s Maori Workforce Information
The tables below show the headcount and percentage of the total Maori workforce in the “category”.
The tables below show the headcount and percentage of the total Maori workforce in the “category”.
Professional Profile
Medical
Nursing/Midwifery
Allied Health
Support
Management/Administration
Total

Age Profile
12
75
42
2
46
177

6.78%
42.37%
23.73%
1.13%
25.99%

152
12
13
177

85.88%
6.78%
7.34%

4
5
10
2
9
6
13
2
9
3
17
34
9
1
12
6
8
2
17
8
177

2.26%
2.82%
5.65%
1.13%
5.08%
3.39%
7.34%
1.13%
5.08%
1.69%
9.60%
19.21%
5.08%
0.56%
6.78%
3.39%
4.52%
1.13%
9.60%
4.52%

Employment Status
Permanent
Temporary
Casual
Total

15 - 19
20 -24
25 -29
30 -34
35 -39
40 -44
45 -49
50 -54
55 -59
60 -64
65 -69
70+
Unknown
Total

3
7
17
19
20
23
20
31
14
11
6
4
2
177

1.69%
3.95%
9.60%
10.73%
11.30%
12.99%
11.30%
17.51%
7.91%
6.21%
3.39%
2.26%
1.13%

Service Line
Child Health
Clinical Support
Corporate Services
Dental Health
Elderly Health
Emergency
Enable NZ
Funding
Maori Health
ICU/Anaesthetics
Internal Medicine
Mental Health
Patient Safety & Clinical Effectiveness
Primary Health
Public Health
Regional Cancer Treatment Service
Rehab & Therapy
Rural Health
Surgical Specialties
Women's Health
Total
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TO

Hospital Advisory Committee

FROM

Anne Amoore
Manager
Human Resources and Organisational
Development

DATE

18 January 2016

SUBJECT

Annual Leave Plan – Update on Progress

1.

MEMORANDUM

PURPOSE

This paper provides an update to the Hospital Advisory Committee (HAC) on
progress made towards implementing the initiatives in MDHB’s annual leave plan.
This report is for information only; no decision is sought.
2.

BACKGROUND

An annual leave plan was developed in July 2015 to address and monitor MidCentral
District Health Board’s (MDHB) high annual leave balances, with a focus on those
employees with greater than two years accrued annual leave.
MDHB has been tracking the highest of all DHBs, and above our MDHB target of 9.5
percent “accrued Annual Leave – greater than two years accumulation”.
The annual leave plan contains initiatives and measures to reduce excess leave to the
target of <9.5 percent. This means the number of annual leave hours for staff with
leave greater than two years needs to be below 25,887, a reduction of 13,352 hours
over a twelve month period from 1 July 2015. This equates to a net monthly
reduction of 1,100 hours per month.
It should be noted that both the MDHB target of <9.5 percent and the national DHB
rating measures the number of employees with greater than two years accumulation.
It is considered appropriate that MDHB also measures the amount of annual leave
hours and the $ value of these hours. Our reporting is therefore based on these two
components.
3.

PROGRESS

For the six month period between 1 July 2015 and 31 December 2015 accrued annual
leave above two years has reduced from 40,552 hours (as at 30 June 2015) to 34,525
hours, a total reduction of 6,027 hours, or an average of 1,004 hours reduction per
month. This is slightly below our six monthly target of 6,600 hours. The 6,027 hours
reduction is made up of:
Leave Earned/Accrued
Leave Taken
Leave Buy-out
Transfer Finish
Total

29,302
-29,041
-3,633
-2,655
6,027

Looking back to the results for the last financial year, the total reduction in “accrued
Annual Leave – greater than two years accumulation” for the year 1 June 2014 and 30
June 2015 was 3,538 hours. Comparing this with the 6,027 hours reduction for the
six months 1 July 2015 to 31 December 2015 shows that our results for the six months
of this financial year are almost double the reduction for the entire 2014-15 year. We
are mindful that Leave Earned/Accrued exceeds Leave Taken by 261 hours and that
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Leave Buy-out and Transfer Finish makes up most of the leave reduction. None the
less we are making progress. It is expected that our ongoing focus on ensuring staff
take annual leave will a continued reduction in overall leave balances. Managers are
continuing to work with individual staff members to ensure leave plans are in place
and our toolkit is in place to assist.
As shown in Graph One below the financial value of annual leave hours over two year
accumulation has reduced by $219,560. The financial value of the annual leave is
decreasing even though our new MECA salary increases result in the balances being
revalued to take account of these increases.
The reduction of hours from 1 July 2015 – 31 December 2015 is made up as follows:
Graph One – Financial value of “leave hours over two year accumulation”

Workforce Group
Nursing
Medical
Management/Admin
Allied Health
Support
TOTAL

$
$
$
$
$
$

1/06/2015
859,048
964,721
160,841
146,836
4,917
2,136,364

1/07/2015
$ 843,236
$ 971,755
$ 160,385
$ 132,902
$
5,219
$ 2,113,497

1/08/2015
$ 817,146
$ 967,686
$ 129,198
$ 140,591
$
5,767
$ 2,060,389

1/09/2015
$ 821,987
$ 958,168
$ 122,152
$ 140,212
$
5,417
$ 2,047,935

1/10/2015
$ 780,296
$ 903,053
$ 125,232
$ 130,705
$
6,153
$ 1,945,439

1/11/2015
$ 725,389
$ 927,207
$ 125,945
$ 134,628
$
5,720
$ 1,918,889

$2,200,000
$2,100,000
$2,000,000

Support

$1,900,000

Allied Health

$1,800,000

Management/Admin

$1,700,000
$1,600,000
$1,500,000

Medical
Nursing
TOTAL

Hours

Graph Two – Occupational Group Annual Leave Movements
45,000
40,000
35,000
30,000
25,000
20,000
15,000
10,000
5,000
‐

Support
Allied Health
Management/Admin
Medical
Nursing
TOTAL

1/12/2015
$ 701,669
$ 961,165
$ 126,138
$ 122,079
$
5,753
$ 1,916,804
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Graph Three – (a) Reduction in Hours

1,881

Change in Hours

2,000
1,500

979

1,141

1,104

Reduction in Hours

1,000

588

Target

333

500
‐
Jul‐15

Aug‐15 Sep‐15 Oct‐15 Nov‐15 Dec‐15

Graph Three – (b) Reduction in Hours Broken Down 1 July 2014 – 30
June 2015

1 Jul 2014 ‐ 30 June 2015
Opening Balance (hrs) 1 July 2014
Leave Earned/Accrued
Leave Taken
Leave Buy‐out
Transfer/Finish
Closing Balance 30 June 2015

44,090
53,354
‐44,712
‐7,741
‐4,439
40,552
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Graph Three – (c) Reduction in Hours Broken Down 1 July 2015 – 31
December 2015
1 July ‐ 31 December 2015

Period
Leave
Earned/Accrued
Leave Taken
Leave Buy‐out
Transfer/Finish

July

August

4,446
‐4,553
‐796
‐76
‐979

6,418
‐5,418
‐1,776
‐328
‐1,104

Sept

Oct

Nov

Dec

4,765
‐4,334
‐502
‐263
‐334

4,366
‐5,055
‐811
‐381
‐1,881

4,946
‐5,167
‐741
‐179
‐1,141

4361
‐4514
‐435
Nil
‐588

Reduction
1 July ‐ 31 Dec
2015

Annual Leave Over 2 Years Accrual Movement (Hours)
60,000
50,000

15,630

‐14,304
13,674

‐667

Hours

40,000

‐14,737
‐559

‐3,074

‐1,988

Buy Out

30,000
20,000

40,552

38,136

34,526

Transfer or
Finish

10,000
0

4.

LONG SERVICE LEAVE

The Committee asked at their November meeting that long service leave balances also
be provided and this is shown in the table below. It should be noted that some years
ago our collective employment agreements provided for long service leave to be taken
within five years of entitlement. As part of long service leave provisions being
renegotiated over the past few years, the five year limit was negotiated out of most
agreements. Long Service Leave is not defined as annual leave in terms of the
Holidays Act, therefore, any provisions regarding buyout or taking of annual leave do
not apply to Long Service Leave. Like most other DHBs, MDHB has not determined
a limit on when our employees can take their long service leave.
However, Long Service Leave balances are provided to managers as part of monthly
leave reporting and form part of annual leave planning with staff members.

‐6,027
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5.

SUMMARY

Progress is being made to reduce our “accrued Annual Leave – greater than two years
accumulation”. For the six month period between 1 July 2015 and 31 December 2015
accrued annual leave above two years has reduced from 40,552 hours to 34,525 hours, a
total reduction of 6,027 hours, or an average of 1,004 hours reduction per month. This is
slightly below our six monthly target of 6,600 hours.
The reduction does compare favourably with the total reduction in “accrued Annual
Leave – greater than two years accumulation” for the year between 1 June 2014 and 30
June 2015 which was 3538 hours.
It is acknowledged that Leave Earned/Accrued remains higher than Leave Taken and
that Leave Buy-out and Transfer/Finish makes up most of the leave reduction. However,
we are making progress. Our focus will continue to be on reducing annual leave balances
to allow our employees the opportunity for rest and recreation and to enjoy regular
breaks from the workplace.
6.

RECOMMENDATION

It is recommended
that this report be received.

Anne Amoore
Manager, Human Resources and Organisational Development

Page 5 of 5

124
TO

FR
ROM

Cha
airman

DA
ATE

22 December
D
2015

SUBJECT

1.

Hosspital Advisory Comm
mittee
Com
mmunity & Public Heealth Advissory
Com
mmittee
Disa
ability Sup
pport Advissory Comm
mittee

Ter
rms of Re
eference Review,
R
and
a
Com
mmittee Structure
S
e

MEMO
ORANDUM

PURPOS
SE

This reeport is pro
ovided for the
t Comm
mittee’s consideration and discussion. No decision
is soug
ght.
2.

SUMMAR
RY

The Co
ommittees’’ terms of reference
r
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w financiall year, ie 1 July 2016 so that we have
plenty of time to fully debatte this mattter.
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One change to the structure has already been made, being the amalgamation of three
audit committees into a single Finance, Risk and Audit Committee (FRAC). This
change will come into effect on 1 January 2016. Membership initially will be those who
previously served on the Group Audit Committee, with two new committee members to
be recruited, being an independent chair with financial expertise and a member with
clinical risk management experience. (Refer Appendix A for a copy of the draft terms of
reference.)
Looking at the configuration of our statutory committees, HAC, CPHAC and DSAC, I
see these playing an important part in the achievement of our strategic goals. My early
thinking is HAC should increase its focus on quality and clinical governance, and that
CPHAC’s focus on strategy development and implementation should increase. I also
suggest that to improve the effectiveness of DSAC and to ensure a disability perspective
is incorporated into all our strategies, this committee should merge with CPHAC.
These are suggestions only and I would like to hear the Committees’ views. These
would then be pulled together for a workshop at which we can give more in-depth
consideration to this matter, including the terms of reference for each Committee.
Meantime, it is suggested that the current terms of reference remain in place.
In respect of membership, the three statutory committees benefit from external
membership. It is proposed that this membership continue through until the end of the
current term (30 June 2017). This will ensure continuity of experience and knowledge,
including through the 2016 DHB election process.
3.

RECOMMENDATION

It is recommended:
that the report be received, and members’ views on future committee structures
and roles be provided to the Board Chair.
4.

DISCUSSION

4.1

Legislative Requirements

Under the NZ Health & Disability Act 2000, DHBs must establish:


a committee to advise on health improvement measures, called the community and
public health advisory committee, and must provide for Maori representation on the
committee;



a committee to advise on disability issues, called the disability support advisory
committee, and must provide for Maori representation on the community; and



a committee to advise on matters relating to hospitals, called the hospital advisory
committee, and must provide for Maori representation on the committee.

The legislation sets out the functions of each committee and these are reflected in the
current terms of reference which MidCentral DHB has in place for HAC, CPHAC and
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DSAC. A copy of the terms of reference for each Committee is attached (refer
Appendices B-D).
4.2

Current Arrangements

The Board’s current committee structure is as follows and includes a partnership
relationship with Manawhenua Hauora:

The structure has served us well but over recent times we have seen duplication of
reports being considered by HAC and CPHAC.
MidCentral DHB has enjoyed a good working relationship with Manawhenua Hauora
but there is potential for this to be increased and Oriana Paewai, Chair, Manawhenua
Hauora and I will be giving further consideration to how this can be progressed in the
new year.
A growing integrated approach is being taken by MidCentral DHB, but this is not
reflected at governance level, other than with Manawhenua Hauora.
4.3

Strategic Framework

The establishment of a strategic framework for the next five to 10 years is underway and
it is expected that this will be completed by the end of February 2016, with further work
to be done on developing a roadmap for each of the strategic imperatives. The roadmap
will include the work to be done, together with key milestones and measures.
Engagement with staff on the framework is occurring and this will continue to shape its
final form.
Engagement with the community will occur at the next stage, being the roadmap for
implementation of each of the strategic imperatives. We want to learn the community’s
view on what we should address and/or do as a priority and how they would measure
success.
A copy of the draft Strategic Framework is set out on the following page. You will see
that the proposed strategic imperatives are:





Achieve quality and excellence by design
Partner with people and whanau to support health and wellbeing
Connect and transform primary, community and specialist care
Achieve equity of outcomes across communities
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4.4

Governance Arrangements Looking Forward

I have been thinking about our structure moving forward and have a few ideas which I
put forward for discussion. The views of all members are sought and I am happy to
receive these both at the committee meeting and following this once members have had
more time to consider this.
a.

Increase strength of relationship between MidCentral DHB and Manawhenua
Hauora, particularly around strategies moving forward. This to be progressed by
the Chairs of both entities. No change required to structure or terms of
reference, rather the means of engagement.

b.

Establish a consumer alliance at governance level to provide consumer input into
our decision-making and enable co-design. A consumer and co-design council
was established by management to help shape the Health Charter. I believe this
group could grow into an advisory council at governance level. In addition to
seeking members’ feedback, the CEO and I will meet with the consumer council’s
Chair in February 2016 to seek his input.

c.

Establish a clinical advisory council at governance level to provide clinical input
into our decision-making. This group would be representative of clinicians across
the continuum, and covering primary, secondary and tertiary care.

d.

Merge CPHAC and DSAC to strengthen the disability perspective of our decisionmaking, particularly regarding strategy development.

e.

Strengthen the terms of reference for CPHAC/DSAC to focus on a population
health-based approach and the development and implementation of strategies to
achieve all our strategic imperative, and particularly our desire to achieve equity
of health outcomes.
This Committee’s terms of reference to also have a strong focus on the partnering
approach being taken (strategic imperative no 2), particularly the underlying
philosophy that services be provided a close to home as possible.

f.

Strengthen the terms of reference for HAC to have a larger focus on quality and
clinical governance, ie the personal health centred approach. Also, to oversee the
transformation change programme underway within secondary care and how
this connects to other parts of the continuum (strategic imperative 4). I see
HAC’s terms of reference being informed by the current internal audit of clinical
governance, the results of which will be reported to us early in 2016.
Consumer Alliance

Manawhenua Hauora

Board
Clinical Alliance

ENZGG

CPHAC/DSAC

HAC

FRAC

Remuneration

Strategic
development of
ENZGG

Strategy & Planning
(population health
based approach)

Quality and clinical
governance
(personal health
centred model)

Finance, risk, and
audit (enterprise
level)

CEO Performance
Remuneration
Succession planning

129
5.

NEXT STEPS

The next steps in the review and development of our governance structure would be:


committee feedback and amendment to proposed structure in line with their
thoughts (February/March);



development of draft terms of reference for each committee (April);



workshop of board and committee members (May);



formal proposal submitted for the Board’s consideration (June).

As part of the development of a FRAC, the Board has asked that a mapping exercise be
done to provide clarity around the role of that committee and the statutory committees.
I would see a similar exercise being done as part of the development of draft terms of
reference for all committees so that we can clearly see the interface between
committees, and that there is clarity around the role and responsibilities of each
Committee. We must also be able to assure ourselves that all key aspects of governance
are covered.

Phil Sunderland
Chairman
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Appendix A: FRAC Terms of Reference
Purpose:
The purpose of the Finance, Risk and Audit Committee (FRAC) is to advise and assist the
MidCentral District Health Board (MDHB) to meet governance responsibilities relating to
finance, risk, safety and quality management, audit and compliance.
Functions:
The functions of FRAC are to provide oversight in respect of:
1.
a)
b)
c)
2.
a)
b)
3.
a)
b)
c)
4.
a)

Finance:
Ensure that appropriate reporting processes are in place to enable the Board and subcommittees to monitor and make decisions on the financial and commercial affairs of
MDHB and its divisions;
Monitor the overall financial performance of MDHB, including the performance of the
Provider Arm;
Monitor the capital expenditure and the overall financial position of MDHB.
Risk, Safety and Quality Management:
Monitor and review the adequacy and performance of MDHB risk management
framework, strategies, processes and reporting;
Ensure appropriate patient safety and clinical quality measures and reporting are in
place, are maintained and managed, and working effectively.
Audit:
Provide assurance that all audit processes required by statute and the Board are
completed;
Ensure that effective control environment and assurance programmes are in place;
Ensure all issues identified by audits are appropriately addressed.
Compliance:
Ensure MDHB is complying with all relevant statutory, regulatory and policy obligations
and requirements.

5. Planning:
a)
Review and advise the Board on those aspects of the Annual Plan and Budget related to
finance, risk, safety and quality
Level of Authority:
FRAC has the authority to give advice and make recommendations to the MDHB Board.
FRAC is authorised by the Board to investigate any activity it deems appropriate. It is
authorised to seek any information from any officer or employee of the organisation, all of
whom are directed to co-operate with any request made by the Committee or on its behalf.
FRAC is authorised to engage any firm of professionals as the Committee sees fit to provide
independent counsel and advice to assist in any review or investigation on such matters as the
Committee deems appropriate.
Meetings:
The Committee shall meet at least 6 times per year;
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In addition to scheduled meetings, the Chair shall call a meeting at any time if requested to do
so by any member, Board member, the Chief Executive, the Internal Auditor or the External
Auditor;
All meetings shall be held with the public excluded;
Matters may be dealt with between meetings through discussion with the Chair and other
relevant members of the Committee.
Workplan:
Each year the committee will adopt a workplan to provide review and oversight of the matters
within its scope.
Reporting:
The Chair shall report on Committee business to the Board with such recommendations as the
Committee may deem appropriate;
The minutes of the Committee’s meetings shall be submitted to the Board for its consideration
and approval;
The Committee shall recommend approval of the interim and annual financial statements and
other audit obligations along with any other certificates requiring approval to the Board.
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Appendix B: CPHAC Terms of Reference
1

Committee of the Board

The Community and Public Health Advisory Committee is a committee of the Board,
established in accordance with Section 34 of the New Zealand Public Health and Disability Act
2000 (the Act). These Terms of Reference are supplementary to the provisions of the Act and
Schedule 4 of the Act.
2

Functions of the Community and Public Health Advisory Committee

a.

To provide advice to the Board on the needs, and any factors that the committee believes
may adversely affect the health status of the resident population of the district health
board.

b.

To provide advice to the Board on priorities for use of the health funding provided.

c.

To ensure that the following maximise the overall health gain for the population the
committee serves:
i.

All service interventions the district health board has provided or funded or
could provide or fund for the care of that population.

ii.-

All policies the district health board has adopted or could adopt for the care of
that population.

d.

Such advice must not be inconsistent with the New Zealand Health Strategy.

e.

To consider annual purchasing plans and recommend same to the Board for approval.

f.

To recommend policies relating to the planning and purchasing of health services for the
district.

g.

To develop an annual workplan for the Board's consideration and approval.

h.

To report regularly to the Board on the committee's findings (generally the Minutes of
each meeting will be placed on the Agenda of the next Board meeting).

3

Delegated Authority

The Community and Public Health Advisory Committee shall not have any powers except as
specifically delegated by the Board from time to time. The following authorities are delegated to
the Community and Public Health Advisory Committee:
a.

To require the Chief Executive Officer and/or delegated staff to attend its meetings,
provide advice, provide information and prepare reports upon request.

b.

To interface with any other committee(s) that may be formed from time to time.

4

Membership and Procedure

Membership of the Community and Public Health Advisory Committee shall be as directed by
the Board from time to time. All matters of procedure are provided in Schedule 4 of the Act,
together with Board and Committee Standing Orders.
5

Meetings

The Community and Public Health Advisory Committee shall hold meetings as frequently as it
considers necessary or upon the instruction of the Board. It is anticipated that eight meetings
will be held annually.
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Note
For the purposes of this document, the definition of 'public health' is incorporated in the Act,
which means the health of all of the community in the district health board's region.
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Appendix C: DSAC Terms of Reference
1

Committee of the Board

The Disability Support Advisory Committee is a committee of the Board, established in
accordance with Section 35 of the New Zealand Public Health and Disability Act 2000 (the Act).
These Terms of Reference are supplementary to the provisions of the Act and Schedule 4 of the
Act.
2

Functions of the Disability Support Advisory Committee

a.

To provide advice to the Board on the disability support needs of the resident population
of the district health board.

b.

To provide advice to the Board on priorities for use of the disability support funding
provided.

c.

To ensure that the following promote the inclusion and participation in society, and
maximise the independence of people with disabilities within the district health board's
resident population:
i.

The kinds of disability support services the district health board has provided or
funded or could provide or fund for those people.

ii.

All policies the district health board has adopted or could adopt for those people.

d.

Such advice must not be inconsistent with the New Zealand Disability Strategy.

e.

To advocate to external parties and organisations on the means by which their practices
may be modified so as to assist, on a population basis, those experiencing disability.

f.

To consider and recommend the disability support component of the annual purchasing
plan and the annual provider business plan.

g.

To recommend policies relating to the planning and purchasing of disability support
services for the district.

h.

To develop an annual workplan for the Board's consideration and approval.

i.

To report regularly to the Board on the committee's findings (generally the Minutes of
each meeting will be placed on the Agenda of the next Board meeting).

3

Delegated Authority

The Disability Support Advisory Committee shall not have any powers except as specifically
delegated by the Board from time to time. The following authorities are delegated to the
Disability Support Advisory Committee:
a.

To require the Chief Executive Officer and/or delegated staff to attend its meetings,
provide advice, provide information and prepare reports upon request.

b.

To interface with any other committee(s) that may be formed from time to time.

4

Membership and Procedure

Membership of the Disability Support Advisory Committee shall be as directed by the Board
from time to time. All matters of procedure are provided in Schedule 4 of the Act, together with
Board and Committee Standing Orders.
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5

Meetings

The Disability Support Advisory Committee shall hold meetings as frequently as it considers
necessary or upon the instruction of the Board. It is anticipated that at least three to four
meetings will be held annually.
Note
For the purposes of this document, the definition of 'disability support services' is as
incorporated in the Act, which means disability support for all of the community in the district
health board's region.
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Appendix D: HAC Terms of Reference
1.

Committee of the Board

The Hospital Advisory Committee is a committee of the Board, established in accordance with
Section 36 of the New Zealand Public Health and Disability Act 2000 (the Act). These Terms of
Reference are supplementary to the provisions of the Act and Schedule 4 of the Act.
2

Functions of the Hospital Advisory Committee

a.

To monitor the financial and operational performance of the hospitals (and related
services) of the district health board.

b.

To assess strategic issues relating to the provision of hospital services by or through the
district health board.

c.

To give the Board advice and recommendations on that monitoring and that assessment
as noted in 2(a) and (b) above.

d.

To consider annual business plans and recommend same to the Board for approval.

e.

To recommend policies relative to the good governance of hospital services.

f.

To develop an annual workplan for the Board's consideration and approval.

g.

To report regularly to the Board on the committee's findings (generally the Minutes of
each meeting will be placed on the Agenda of the next Board meeting).

3

Delegated Authority

The Hospital Advisory Committee shall not have any powers except as specifically delegated by
the Board from time to time.
The following authorities are delegated to the Hospital Advisory Committee:
a.

To require the Chief Executive Officer and/or delegated staff to attend its meetings,
provide advice, provide information and prepare reports upon request.

b.

To interface with any other committee(s) that may be formed from time to time.

4

Membership and Procedure

Membership of the Hospital Advisory Committee shall be as directed by the Board from time to
time. All matters of procedure are provided in Schedule 4 of the Act, together with Board and
Committee Standing Orders.
5

Meetings

The Hospital Advisory Committee shall hold meetings as frequently as it considers necessary or
upon the instruction of the Board. It is anticipated that eight meetings will be held annually.
Note
For the purposes of this document, 'Hospital' means all public health services owned by the
Crown and previously known as 'Hospital and Health Services'.
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TO Hospital Advisory Committee
FROM Mike Grant
General Manager
Clinical Services and Transformation
DATE

22 January 2016

MEMORANDUM

SUBJECT MCH Operations Report – November/December 2015

1

PURPOSE

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

2

SUMMARY

The focus on MidCentral Health’s financial performance is showing positive results, with the
December result much improved on previous months. This will remain a top priority with
business initiatives in place to address revenue shortfalls and to manage expenditure in
order to achieve or better budget by year end. These relate to targeted improvements on a
service by service basis, in addition to the ongoing emphasis on improvements in patient
flow, average length of stay and bed utilisation. Managing expenditure in the Mental Health
and Addictions Service remains challenging, with expenditure on locum medical staff and
outsourced services for patient support in the community running at high levels for
December. Achieving sustainable levels of service delivery is the top priority for this service.
The number of patients presenting to the Emergency Department continued to be high for
November and December. The higher than typical patient admissions have been managed
with the “summer plan” arrangements coming into place in late November 2015. Managing
with the reduced bed numbers has been achieved through the ongoing improved patient flow
and reduced length of stay. The shorter stays in the Emergency Department target results
were November (94.7 per cent) and December (94.4 per cent) contributing to a second
quarter result of 94.3 per cent.
The holiday period has impacted on our compliance with the Elective Services Patient Flow
Indicators (ESPIs) 2 and 5. Plans are in place with the clinical teams to address the number
of patients waiting greater than 4 months in order for MCH to achieve compliance.It is
anticipated that the results will be rectified without any penalty by mid February with
Operating Theatre capacity returning to normal from 18 January.
The Faster Cancer Treatment 62 day target was achieved in November and December 2015.
Increasing participation and leveraging improvements for all cancer patients is a key focus of
the FCT in secondary care project. Nationally MidCentral DHB continues to perform well.
Progress continues with the implementation of the Mental Health and Addiction Services
external review recommendations and wider service development, including consumer
advisor positions, consultation ‘hui’, consultation on the new acute care team model,
integrated specialist older persons mental health service, key performance indicator
planning and cultural/workforce development.

HAC – Operations Report – Part 1
November/December 2015

Page 1

3

RECOMMENDATION
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It is recommended
that this report be received
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OPERATING RESULTS – NOVEMBER/DECEMBER 2015

The following information provides a summary of the financial results for MidCentral Health
for the prior month, month and year to date based on MidCentral DHB’s District Annual
Plan (DAP) 2015/16.
Table 1

MidCentral Health - Financial Performance

$000

Prior Month
Actual
Variance

Revenue
Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies
Infrastructure & Non-Clinical
Total Expenditure

26,104

622

(5.2%)

15,717
455
16,173

239
(391)
(152)

(412) (29.6%)
(312) (7 .9%)
(37) (0.7 %)

1,657
4,765
4,729

641

14,939
404
15,342

(415)
(340)
(755)

26,452

(1,516)

64

1,922

(0.9%)

91,334
2,447
93,780

(1,082)
(2,063)
(3,145)

(305) (22.5%)
(726) (1 8.0%)
189
3.8%

10,323
27,058
29,130

(1,739)
(2,447)
742

(875)

(1,220)

(372)

450

0

450

(0)

(386)

(875)

(1,671)

(372)

Corporate Services

Y ear to date
Actual Variance
160,610

(994)

(6.1 %)

%
2.4%

27,324

Operating Surplus/(Deficit)

Surplus/(Deficit)

2.5%

26,516

1,803
4,254
5,052

December
Actual
Variance

%

(3.8%)

160,292 (6,589)
318 (4,667)
2,702

(0)

(2,384) (4,667)

Commentary on the result is provided further below.
Forecast
The forecast is currently being re-evaluated.
Graph 1

Financial Result Graph
MidCentral Health Financial Result vs Budget

4,000
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Budget ytd
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Variance ytd

The bar graph represents the month’s result against budget and the line graph represents the
year to date result against budget.
The focus on MidCentral Health’s financial performance is showing positive results, with
December result much improved on previous months. This will remain a top priority with
business initiatives in place to address revenue shortfalls particularly through Inter District
Flows (IDFs) and other external revenue sources and to manage expenditure in order to
achieve or better budget by year end. An enhanced “summer plan”, implemented in
November, continues to build on the improvements in patient flow, average length of stay
and bed utilisation, with a positive impact on expenditure in December as a result.
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MidCentral District Health Board - Financial Performance

$000
Prior Month
Actual Budget Variance
MidCentral
Enable
Funding Division
Governance
Total DHB

(386)
(19)
329
(125)
(201)

489
47
365
(58)
843

(875)
(66)
(36)
(67)
(1,044)

December
Actual
Variance
(1,671)
33
622
26
(990)

(372)
91
93
154
(34)

Y ear to date
Actual Variance
(2,384)
223
(1,057)
(532)
(3,750)

(4,667)
212
83
(2)
(4,373)

The Provider Division result includes the Health Care Development Team and Support
Links.
4.1
4.1.1

Commentary - November
Financials

The monthly result was $875k unfavourable to budget.
4.1.2

Revenue /Funding

Overall revenue was $641k favourable. Total case weights were 38 ahead of target, surgical
elective CWDs were 32 unfavourable with acute CWDs 44 favourable; total first attendances
were 38 favourable and follow up attendances were 328 favourable.
4.1.3

Cost Structure

Overall expenditure was $1,516k unfavourable. Personnel costs were $415k unfavourable and
outsourced personnel $340k unfavourable. Outsourced services were $412k unfavourable,
relating mostly to services with other DHBs. Clinical supplies were $312k unfavourable;
pharmaceutical costs were $267k unfavourable, reflecting high volumes of chemotherapy
patients $170k, gastro $33k, cardio vascular $23k, infection $38k unfavourable.
Infrastructure costs were $37k unfavourable.
4.2
4.2.1

Commentary - December
Financials

The monthly result was $372k unfavourable to budget
4.2.2

Revenue /Funding

Overall revenue was $622k favourable. Total case weights were 90 ahead of target, with
acutes being 67 ahead and electives 23 ahead; surgical elective CWDs were 29 favourable
with acute CWDs 8 favourable; total first attendances were 172 favourable and follow up
attendances were 734 favourable.
Good revenue for RCTS in December with IDF funding contributing $367k above target to
the overall result.
4.2.3

Cost Structure

Overall expenditure was $994k unfavourable, an improvement on previous months.
Personnel costs were $239k favourable and outsourced personnel $391k unfavourable.
Outsourced services were $305k unfavourable, relating mostly to the high volume of services
provided to other DHBs and outsourced mental health support in the community.
Clinical supplies were $726k unfavourable; major variances were perfusion materials $81k,
patient consumables $64k, implants and prosthesis $108k; pharmaceutical costs were $396k
unfavourable, reflecting high volumes of chemotherapy patients $273k, gastro $22k,
infection $55k, nutrition $48k unfavourable. The pharmaceutical expenditure variance is
offset by reimbursement received for PCT and outpatient/community pharmaceuticals of
$187k better than budget. Infrastructure costs were $189k favourable.
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The high “winter like” demand experienced in previous months has reduced somewhat, with
the implementation of the “summer plan” from late November reflected in a consequent
reduction in associated costs. This has been achieved even though presentations to ED and
admissions to hospital in November and December this year are 10 percent more than the
same time in 2014/15.

High activity continues to impact services, in particular RCTS, Mental Health and Internal
Medicine, with associated outsourced costs and clinical supplies. The high demand results in
unfunded over delivery year to date to a value of $4.5m, of which $3.2m is for our local
population and $1.2m inter district flows.
Table 3

Actual to Budget Trend

$000
Oct

<Actual
Nov
Dec

Budget >
Jan

Feb

Mar

Revenue

27,154

26,516

26,104

24,631

24,645

26,977

Expenditure
Personnel
Outsourced Personnel
Total Personnel

15,279
342
15,621

14,939
404
15,342

15,717
455
16,173

15,101
64
15,165

14,678
63
14,741

16,359
64
16,423

1,764
4,790
4,828

1,803
4,254
5,052

1,657
4,765
4,729

1,338
3,854
4,714

1,312
3,723
4,666

1,472
4,181
4,971

27,003

26,452

27,324

25,070

24,441

27,048

Recharging

450

450

450

450

450

450

Net Result

(299)

(386) (1,671)

(889)

(247)

(521)

Outsourced Clinical Services
Clinical Supplies
Intrastructure & Non-Clinical
Expenditure

The schedule shows the actual and the next budgeted months of the financial year
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MidCentral Health Financial Performance Showing Inclusive and
Exclusive Effect of Mental Health
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Capital Expenditure

Table 5

Capital Expenditure Programme 2015/16

Capital Expenditure Programme 2015/16
MCH Year Ended 30 June 2016-December 15 Month End
Budget
2015/16 Approved
$'000's
$'000's
MCH Provider
Commercial Support
Generators
Substation (Phase 2)
Laundry Substation
Seismic Work
Fire Cell Penetration
Items under $250k
MCH
Linac Sinking Fund
Bed Replacement Programme
Planning Equipment -Radiotheraphy
Anaesthetic Machines
Medical Imaging equipment
Items Under $250k
Investment
Master Health Services Plan- Hospital Reconfiguration

605
400
250
450
485
2,225
4,415
360
427
350
530
1,250
4,275
7,192

605
250
450
871

312
530
280
437

2,000

2,000

Total MCH Provider (MCH & Comm Support)

2,000
13,607

5,735

TOTAL CAPEX 2015/16
Earlier Years
Current Year
Total

14,369
13,607
27,976

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

14,369
14,369

CAPITAL SPENT YTD
Carried Forward Approved CAPEX Prior Y ears
CAPEX Programme 2015/16
Total
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PERFORMANCE MEASURES

Table 6

Summary KPIs November/December 2015 and Year to Date

Report
Personnel costs (including locums)
Elective Initiative plan
CWD
Discharges
Medical bed occupancy
Faster Cancer Treatment
ED wait times
ESPI 2: Patients waiting longer than four months for
their FSA
ESPI 5: Patients given a commitment to treatment but
not treated within four months
Smoking Cessation (secondary services)

Jul
x
x
x
√
√
x

Aug
x
√
x
x

Oct
x
x
x
x

x

Sep
x
x
x
√
√
x

x

Nov
x
√
x
x
√
√

Dec
x
√
√
x
√
x

YTD
x
√
x
√
*
x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

x

√

√

√

√

√

√

x

x

Detailed information regarding performance against these measures is given in Appendices 5 and 6
(except for Shorter Stays in ED, which is reported below).

Graph 2 Faster Cancer Treatment – November / December 2015
Percentage of patients referred with a high suspicion of
cancer wait 62 days or less to receive their first
treatment

100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Jul

Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
2015/16

Table 7

Target

2014/15

MidCentral Domicile Patients

Dec
YTD
Sep Oct Nov
13
11
10
72
Number of patients treated within 62 days
16
17
13
11
87
Number of patients identified with high suspicion of cancer 17
84.6
91
83
Percentage of patients treated within time frame
94 76.5
FCT results continue to improve with the target met in November and December 2015.
Ideally more patients would be included within the pathway with a minimum of 15 expected
each month. Increasing participation and leveraging improvements for all cancer patients,
not just those in the target, is a key focus of the FCT in secondary care project. The project,
which commenced in December and will continue throughout 2016, is focusing initially on
urological, head and neck and gynaecological cancer pathways with a plan to cover all
aspects of cancer care at MDHB over the next 12 months. Progress made will be reported
through future operations reports.
Nationally MDHB continues to perform well, relative to other DHBs.
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Shorter Stays in Emergency Department (ED) Target

Target: Ninety five percent of patients will be admitted, discharged, or transferred from ED
within six hours.
Achievement of the Shorter Stays in the Emergency Department target generally improved
during November and December. This is multi factorial and can be aligned with a reduction
in the number of presentations to the Emergency Department, coupled with a reduction in
acute medical admissions and bed occupancy requirements providing an improved flow of
patients through the hospital.
In November and December the number of patients presenting to the Emergency
Department, although reduced compared to mid-winter figures, where significantly higher
than in past years. With the work undertaken to improve patient flow and reduce patient
average length of stay, the high patient admission rates have been managed within the
reduced bed numbers introduced as part of summer planning. The shorter stays in the
Emergency Department target results were November (94.7 per cent) and December (94.4
per cent) contributing to a second quarter result of 94.3 per cent.
Table 8

Percentage of Patients Discharged or Transferred within Six Hours

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

November 15
3,352

December 15
3,394

YTD
20,898

3,540
95%

3,594
94%

22,323
94%

Graph 3 Emergency Department (ED) Patients Discharged or Transferred
within Six Hours – November / December 2015
Percentage of people presenting to ED who are
admitted, transferred or discharged within 6 hours
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
78.0%
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
2015/16

2014/15

Target

The daily presentation average was 118 for November and 116 in December (the annual daily
average was 111 for 2014/15) with variations between 96 and 140 in November and between
95 and 136 in December.
The percentage of patients admitted in December (30.7 per cent) was slightly higher than for
December 2014 (30.5 per cent) and with an increase of 93 patients. In November the
percentage admitted was 30.5 per cent compared to 30.7 per cent in November 2014. The
average daily admission rate was 36 patients in November with variations between 21 and 45
and 35.6 in December with variations between 23 and 48 (the annual daily average was 34
for 2014/15).
Throughout the spring (second quarter) the number of ED presentations and admissions has
continued at a level greater than those seen in past years.
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In previous years (pre July 2015), only on three occasions during August 2010, 2012 and
2014 has ED experienced presentation numbers greater than the December 2015 ED
presentations. Similarly, in past years, only in August 2012 and 2014 and June 2015 have
there been greater admission numbers compared to December 2015.

For the first six months of the 2015/16 year these increases equate to a 10 percent increase in
presentations compared to 2014/15. For acute admissions this is a 12 per cent increase
compared to the first six months of 2014/15.
In light of these figures, MidCentral Health’s attainment of 94.4 per cent towards the Shorter
Stays target whilst operating within a reduced bed capacity compared to the winter months,
is a good achievement, although falling short of the target.
Analysis of the data is currently being conducted to better understand these increases and
how they may be addressed.

6

HUMAN RESOURCES UPDATE

6.1

Collective Employment Agreements

Negotiations are under way as follows.
Table 9

Collective Employment Agreements

Agreement

Status

Expiry
Date

Medical Physicists

A settlement has been achieved and the DHBs offer is currently in the
process of being ratified.

31 August
2018

LNI
Administration/Clerical
MECA

Negotiations are underway.

31
December
2015

Resident Medical
Officers

DHBs have finalised their bargaining strategy and negotiations are
scheduled to commence in mid January 2016.

29
February
2016

Medical Radiation
Technologists (MRTs)

Negotiations have concluded, within the DHB’s bargaining strategy.

7 April
2019

7

QUALITY, SAFETY AND OTHER UPDATES

The regular quality and safety updates are in the Annual Plan Patient Safety and Clinical
Effectiveness report, and therefore not repeated here.
7.1

Child and Adolescent Oral Health

Titanium
The Business case for implementation of Titanium has been reviewed in line with the
business case recently submitted by Waikato DHB to the National IT Board. Further
analysis of costs has also been undertaken with the expectation that the case will be
presented to Executive Leadership team in early 2016.
Arrears
Arrears for November 2015 (children and adolescents not seen within agreed timeframes)
are 2,598 and are 3,012 for December, which is an improvement on arrears reported in
September 2015 (3,028) and October 2015 (3,546). The arrears projections for the period
ending December 2015 were expected to be 2,956 based on the estimated number of children
due to be seen until the end of this year. The variance can be partly attributed to unplanned
staff leave, predominantly sick leave, which has impacted on the service’s ability to address
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arrears. At a recent staff training day, a session with Occupational Health provided a
refresher to staff around managing their health and its impact on their work.
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Regional Cancer Treatment Service

The Radiotherapy Department treated through the holiday season again this year, closed
only on Christmas Day, to ensure that all essential treatment was provided over that time.
Although normally an 'office hours' department, staff are always willing to work public
holidays so that that patients do not have vital continuity of treatment disrupted. It's a team
effort with not just MDHB staff from all disciplines working, but also with the generous
support of the Cancer Society volunteer drivers and Ozanam House.
Dr Simon Allan was recognised in the New Years Honours for his contribution to palliative
care, as an Officer of the New Zealand Order of Merit. Although Dr Allan is more widely
known for his role in Arohanui Hospice and as a tireless advocate for Palliative Care Services,
he continues to works part time for the Hospital Palliative Care Service. He
previously worked in the Medical Oncology Service as an oncologist and as the
RCTS Clinical Director for many years.
7.3

Mental Health

The Mental Health and Addiction Services (MHAS) Advisory Group continue to oversight
the implementation of the Mental Health external review. The consumer advisor positions
have commenced and there has been progress to organise a consultation “Hui’ in March
2016 to provide input to development priorities. Progress has also been made with the
development of an integrated specialist older person’s mental health service. Cultural
changes are continuing, with further workforce development planning supported by an
appointment of a service multi disciplinary focused workforce development coordinator.
Consultation on the new Acute Care Team model of care commenced in early January and
also planned for in January is a KPI executive forum following an executive half day planning
and clinical team manager workshops held for team development.
The options paper for the redesign of Ward 21 will be provided to the HAC meeting in April
2016.
Key broader service progress includes the joint review of the primary mental health model of
care with the PHO; appointment of a project manager to lead development of a collaborative
provider network; the planned external review of the Alcohol and Drug Opioid Substitution
service; development of quality improvement key result areas in January; continuing SMO
recruitment and maintaining interim locum cover; continued effective discharge to our four
transition beds; purchase of ECT equipment removing sole equipment dependency for this
acute treatment.
Overall there has been good progress with resolution of complaints but continuing rates of
incidents in ward 21 related to periods of higher occupancy early and late December. The
readmission rates continue to be reported at a higher than national KPI level, although less
in November and work continues to improve the detail in our reporting on this KPI. The use
of double shifts in the inpatient unit showed a small reduction. Staffing to higher levels due
to improved rostering is planned for January which will better match demand of occupancy
regularly sitting at 26-28 patients. Further detail can be located in Appendix 8 – Mental
Health Service Indicators.
The Erica Hume action plan is being implemented with reports to be developed in the New
Year.
7.4

Nursing

Bedside Handover
Bedside handover is now well embedded in the two releasing time to care wards (Ward 24
and 26). The process of handover has been audited to ensure that all required information
is passed on using a consistent format and that patients are involved in the handover of care
between shifts. A survey is underway to gain feedback from patients about their experience
and views on bedside handover. Early indications are that patients are very positive about
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this and appreciate the opportunity to be fully involved in their care planning, delivery and
evaluation.
HealthCare Assistant database

A newly developed database is now in use to improve transparency, planning and tracking of
Health Care Assistants (HCA) where this is required for short term cover for staffing or
clinical reasons. The new database and ordering system enables an overview at a glance,
proactive management and an ability to review HCA placement in real time and
retrospectively to ensure that correct allocation is achieved.
Variance Response Management (VRM)
All inpatient areas are utilising this system to assist with management of capacity and
demand. The colours displayed on the Hospital at a Glance (HaaG) screen enable all staff to
see an overview of capacity across the hospital. A new policy for Safe Staffing is now in use
and the VRM system is used to track areas where staffing or capacity around clinical demand
is an issue and to enable a prompt response to address issues. The duty nurse manager is
alerted via the pager whenever an issue arises, this is working well. The first monthly reports
were produced at the end of November; this enables those in charge of areas to see when
areas of peak demand against capacity occurred, for how long, and actions that were taken to
address any issues.
TrendCare Patient Acuity and Nursing Resource system utilization
TrendCare®™ is a nursing resource IT tool used to determine and capture real-time patient
acuity requirements and nursing resource utilisation across the organisation. The TrendCare
working group formed in 2025 has a programme to reinvigorate the use of TrendCare
including upskilling and education for all staff that use it and improvements in data quality.
In October four clinical areas achieved 100 per cent of staff tested for accuracy on TrendCare.
Alongside this a super user group has been identified (all charge nurses, associate charge
nurses and nurse educators are required to be super users of TrendCare). A revised
education package is now in place and all super users have completed this training. Going
forward all new staff will complete this package, it is currently being loaded onto the Ko
Awatea online education platform and we have requests from around the country to use the
package. An education strategy is in place to ensure that all staff including those at ward
level, shift leaders, nurse leaders and more senior staff are able to utilise the data generated
from TrendCare to better match clinical hours required to available staff as well as to ensure
that appropriate skill mix is in place at all times to provide quality patient care.
7.5

Palmerston North Hospital Site Reconfiguration

As previously reported, activities continue within MidCentral Health in support of the future
site redevelopment. These include a range of initiatives around decreasing length of stay,
improving productivity in theatres, managing increased demand with similar workforces,
working with primary and community care to improve the patient journey and extending the
range of community based options to support patients.

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

Month

Complaints responded to within 15 working days (%)

YTD

Target

100.00%

99.13%

> 95.00%

0.62%

0.56%

< 0.50%

Occurrence Rate of Falls per thousand bed days

5.38

4.83

< 5.00

Occurrence Rate of Medicine Errors per thousand bed
days
Patients waiting greater than 4 months for FSA (%)

4.41

5.55

< 3.50

1.86%

N/A

< 0.00%

95.51%

95.14%

> 97.50%

Percentage of patients who were acute readmissions
within 28 day of previous discharge (related DRG)

8.56%

8.51%

< 7.50%

Percentage of patients with urinary tract infections

2.54%

2.49%

< 2.40%

Percentage of unplanned returns to theatre within the
same admission

0.65%

0.39%

< 0.50%

Triage 2 Wait Times

73.95%

70.17%

> 80.00%

Triage 3 Wait Times

53.18%

47.77%

> 75.00%

Inpatients developing one or more pressure ulcers
during their admission (%)

Percentage of patients discharged without incident

Achieved Y/N

Y
N
Y
N
N
N
N
N
Y
N
N

Figure 1: Occurrence Rate of Medicine Errors
Occurrence rate of medicine errors per 1000
bed days, to December 2015
16
14
12
10
8
6
4
2

Rate/1,000 beddays

0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Month
2015/2016
2015/2016 TREND

2014/2015
TARGET

The occurrence rate of selected incidents (medication errors) while trending lower than in
2014/15 remains higher than target. The year-long medication safety campaign continues
along with regular review of all medication incidents and regular auditing of medication
charts. Refer Annual Plan Patient Safety and Clinical Effectiveness update for further detail
regarding medication errors, pressure areas and falls, and the actions planned or in progress
to mitigate any shortfall.
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Appendix 2
MCH Scorecard
Financial Performance Summary – December 2015
Financial

Month

Budget variance ($000) - Expenses

YTD Target

Projected
Year End

Achieved
Y/N

($994,032)

($6,588,898)

$0

$0

-16.99

-8.93

0

0

($371,900)

($4,666,487)

$0

$0

$622,132

$1,922,411

$0

$0

14.47%

12.92%

11.66%

11.64%

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

YTD

Clinical Supply Costs / HS Revenue
Costs per bed day

$602

$573

$559

$565

Health Service Revenue / FTE

$12,888

$79,387

$78,742

$155,766

Personnel Costs as a Proportion of Total
Expenditure
Personnel Costs / FTE

58.23%

57.54%

57.95%

58.50%

N/A

$46,100

$45,759

N/A

Variance (%)

Figure 1 Performance against Provider Figure 2
Arm volume schedule ($value
YTD)
5
4
3
2
1
0
-1
-2
-3

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

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Month YTD
Total MCH (%) 2014/15
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Appendix 3
MCH Scorecard
Internal Process and Operations Performance Summary December 2015
Internal Process and Operations

Month

Acute Inpatient Length of Stay (days) excludes
daycase (excludes day case)
Percentage of bed day usage

YTD

Target

3.75

3.82

< 4.00

86.94

88.88

> 85.00

3.59

3.61

< 3.50

Percentage of day case surgery as a proportion of total
elective and arranged surgery

53.11

54.46

> 60.00

Percentage of ED patients admitted, transferred or
discharged within 6 hours

94.44

93.62

> 95.00

Elective and Arranged Inpatient Length of Stay (days)
excludes daycase (excludes day case)

4.14

3.6

< 3.40

Percentage of Elective & Arranged patients admitted
on the same day as surgery

87.24

88.25

> 90.00

3.74

N/A

< 0.00

Percentage of patients referred with a high suspicion of
cancer waiting 62 days or less to receive their first
treatment
Percentage of patients who did not attend booked
outpatient clinic appointment

90.91

83.54

> 85.00

6.45

6.52

< 6.00

Percentage of PAVS target elective surgery discharge
volumes delivered

108.06

99.83

> 100.00

1.03

1.01

> 1.00

96.81

96.88

> 95.00

Beddays per caseweight

N
N
N
N
N
N

Performance to contract ratio
Percentage of proportion of hospitalised smokers
provided with help to quit (%)

Figure 1: Average Length of Stay
(ALOS) overall (includes day
case and is for acute and
elective ALOS)

Percent DNA

ALOS - Days

4.00
3.50
3.00
2.50
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Y

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

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

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

2014/2015
TARGET

N
Y

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

Average Length of Stay (daycase inclusive) 2013/14
- 2015/16
4.50

2013/2014

Y
Y
N
N

Percentage of patients given a commitment to
treatment but not treated within four months

2015/2016

Achieved Y/N

2014/2015

2015/2016

TARGET

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

Month

Percentage of sick leave rate
Percentage of staff stability rate
Percentage of staff turnover rate (voluntary) average
per month
Percentage of staff with leave entitlement in excess of
two years

YTD

Target

Achieved Y/N

3.20

3.33

< 3.20

99.84

99.80

> 99.00

0.52

0.54

< 1.00

15.88

16.92

< 9.50

Staff Vacancies by Staff Group Rolling 13 m onths

N
Y
Y
N

Staff Sick Leave Rate - Annual Comparison,
to December 2015

70
6.0%

60

5.0%

Rate (%)

50
40
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4.0%
3.0%
2.0%

20
1.0%

10
0.0%

0
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Medical
Total

Nursing
Baseline
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Appendix 5
MCH Elective Services Patient Flow Indicators (ESPIs)
The criteria of zero patients waiting greater than four months is in place for both ESPI 2 and
ESPI 5.
The measurement criteria for this year remain as follows;
ESPI 2

Green
Yellow
Red

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

ESPI 5

Green
Yellow
Red

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

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

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

As at the end of November 2015, MCH had a total of 4,722 patients on the FSA waiting list.
This means the compliance threshold is 18 patients before MCH becomes non-compliant
(red status).
At the end of November 2015, MCH had yellow status in ESPI 2 with 15 patients waiting
greater than four months.
At the end of December 2015, MCH had a total of 5,003 patients on the FSA waiting list.
This means a compliance threshold of 20 patients before MCH becomes non-compliant (red
status). At the end of December 2015, MCH had red status with 42 patients waiting greater
than four months, with most patients booked for appointments in early January 2016.
Individual service ESPI 2 data can be found in Appendix 5.
ESPI 5

Patients Waiting Greater than Four Months with Certainty of
Treatment

As at the end of November 2015, MCH has a total of 1,508 patients on the treatment waiting
list for surgery. This means the compliance threshold is 15 patients before MCH becomes
non-compliant (red status). As at the end of November 2015, MCH recorded a yellow status
in ESPI 5 with 14 patients waiting greater than four months. This is not reflected on the
Ministry of Health website as an error has occurred with the download of NBRS files and
files are unable to be submitted. The software vendor is rectifying the issues and once done
all outstanding records will be submitted, which will correct the problem and show the DHB
as compliant for November 2015
As at the end of December 2015 MCH had a total of 1,524 patients on the waiting list for
surgery. This means a compliance threshold of 15 patients. MidCentral was non-compliant
in December with 28 patients waiting greater than 4 months for treatment after being
allocated certainty of treatment. Of these 15 had dates for their procedures however these
were in early January causing them to exceed the four month target.
Individual service ESPI 5 data can be found in Appendix 5.
Note:

Patients waiting greater than four months with an appointment/treatment date
remain greater than four months until seen and or treated.

The ESPI result can be partly attributed to the continuation of staff and patients affected by
ongoing illnesses that resulted in a number of theatre sessions being cancelled, coupled with
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the acute demand and annual leave throughout December which will continue into January
within surgical subspecialties. Overall MidCentral Health is non compliant.

It is expected that the non-compliant ESPI results for both ESPI 2 and ESPI 5 will continue
into January and will be rectified by the middle of February 2015. Plans are in place with the
clinical teams to address the number of patients waiting greater than 4 months in order for
MCH to achieve compliance.
These strategies include:








Short term establishment of additional outpatient clinics within existing working
hours.
Re-organisation of existing clinic schedules to facilitate the booking of additional
FSA patients.
Patients waiting greater than 4 months for FSA have priority bookings.
All wait lists are being monitored daily.
All Clinical Directors and Medical Heads have met and have agreed to prioritise
those waiting greater than four months for treatment.
All theatre lists will continue to be monitored to ensure all available capacity is
utilised.
MCH Operating Theatre capacity returns to normal on 18 January 2016.

It is anticipated with the plans in place that the results will be rectified without any
penalty by mid February.
Table 1

ESPI 2 – Patients Waiting Greater than Four Months for a First
Specialist Assessment (FSA)

Service
Cardiology
Dermatology
Diabetes/Endocrinology
Endoscopy
Gastroenterology
General Medicine
Haematology
Infectious Diseases
Neurology
Medical Oncology
Paediatric Medicine
Renal Medicine
Respiratory
Rheumatology
ENT
General Surgery
Gynaecology
Ophthalmology
Oral Maxillo Facial
Dental
Orthopaedics
Urology
TOTAL
HAC – Operations Report – Part 1
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Total New
Patients
December 2015

New Patients
waiting greater
than 4 months
December 2015

New Patients
waiting greater
than
3 months
December 2015

89
211
59
145
266
179
87
12
148
170
388
36
197
79
649
751
253
162
9
183
511
419
5,003

0
4
9
0
0
1
0
0
0
0
2
0
3
0
10
2
2
0
0
0
3
6
42

0
40
20
11
6
4
1
0
1
0
72
1
6
3
130
26
6
6
0
2
16
51
402
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ESPI 5 – Patients Waiting Greater than Four Months with Certainty of
Treatment

Service
Cardiology
Dental
ENT
General Surgery
Gynaecology
Ophthalmology
Orthopaedic
OMF
Urology
Total

Table 3

Total Patients with
certainty waiting
December 2015

Patients with
certainty waiting
greater than 4
months
December 2015

Patients with
certainty waiting
greater than 3
months
December 2015

28
173
220
325
140
256
257
4
121
1,524

0
3
7
3
4
2
6
0
3
28

0
58
54
62
27
45
33
0
20
299

Non-ESPI Waiting Lists for Services as at October 2015

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

New Patients
waiting greater
than 4 months
December 2015

New
Patients
booked

Audiology

367

132(130)

102

Continence

42

3(5)

28

Continence Dannevirke

6

0 (0)

6

Continence Horowhenua

13

2(1)

12

Dietician Clinic

72

13(11)

62

Podiatry Dannevirke

8

2 (2)

3

Eye Diabetic Photo Screening

0

0 (1)

0

Eye Orthoptist
Dietician Clinic Horowhenua

79
15

0 (2)
0 (0)

45
14

Orthopaedic Muscular Skeletal Clinic

119

55 (60

8

Urodynamics

11

3 (3)

4

Podiatry

44

2(7)

26

Respiratory Dannevirke

3

0(1)

0

Respiratory Nurse Assessment

3

0 (0)

3

Respiratory Laboratory Clinic

239

27(36)

121

Sleep Apnoea Service

123

20(39)

0

Sleep Apnoea General Practice

1

1(4)

0

ECG (Electrocardiograph)

71

6 (5)

67

Service
Surgical Services

Medical Services
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Total New
Patients
December
2015

New Patients
waiting greater
than 4 months
December 2015

New
Patients
booked

EEG (Electro Encephalograph)

91

6 (30)

30

ERCP (Endoscopic Retrograde
Cholangio Pancreatography)
Neurology Tests

0

0 (0)

0

129

1 (3)

20

Service

Radiology Transoesophageal
Echocardiography (TOE)
Holter Monitor

0

0 (0)

0

122

3 (11)

34

Exercise Test

55

0 (0)

44

Echo

94

0 (0)

0

Pace Maker

0

0 (0)

0

Diabetes Nurse Clinic

4

0 (0)

3

168

9 (12)

67

Fertility

8

0(0)

0

Gynaecology Urodynamics

36

18(11)

5

Colposcopy Horowhenua

0

0 (0)

0

ElderHealth Clinic Horowhenua

26

1(2)

14

Elderly Psychogeriatric Horowhenua

10

0(1)

10

1,803

0 (0)

341

Computed Tomography (CT)

527

0 (0)

169

Gastrointestinal

18

0 (20)

8

Mammogram

128

6(10)

89

Angioplasty (non cardiac)
Cardiac Rest/Stress test

13
87

0(1)
3(3)

5
0

Bone
MRI

53

1 (1)

35

156

Women’s Health
Colposcopy

ElderHealth

Radiology Services *
Ultrasound

These services are now being reported against the same criteria as the ESPI 2 with the goal to
have no patients waiting greater than four months.
Overall the number of patients waiting greater than four months for a non-ministry reported
assessment or diagnostic has reduce over the last two months since October. As at the end of
December 2015, 728 of the 1,959 new patients waiting had a date to be seen.
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Medical Imaging Update

157

Waiting times for ultrasound continue to increase. The total number waiting in October was
1506, which has now increased over the past two months to 1803. It is expected that during
January, waiting times will continue to increase and by the end of January there will be some
patients waiting greater than 4 months for an appointment. The increase in waiting times is
due to a combination of increasing demand and reduced access to Sonographers with there
being the equivalent of one Sonographer off on leave since August. The number of referrals
for December was greater than December 2014 by 165. Availability of Sonographers will be
reduced over the coming months. The Grade Sonographer has resigned, and this position
has been advertised.
All referrals to ultrasound and CT are triaged and prioritised by a Radiologist according to
the clinical information provided by the referring clinician. All referrals accepted are
deemed to be clinically appropriate; those that are not are declined or queried with the
referring clinician. Very few referrals received do not meet the criteria for imaging.
CT wait times are also increasing with a noticeable increase in demand, particularly over the
last 6 months. November was the highest number of CT examinations ever completed at
1000 which was exceeded in December at 1015 examinations. Usual trends would be for the
number of examinations to decrease during December due to the statutory holidays, however
the statutory days this year were nearly as busy as a normal working day. The CT wait time
indicator of 95 per cent has not been achieved within this financial year. Novembers result
was 93.9 % and December was 93.5%.
Diagnostic Service Waiting Times
Holter Monitor and Exercise Tolerance testing
Waiting times for Holter Monitors continue to improve following the purchase of a new
monitoring system to replace outdated and non-repairable equipment previously in use. The
upgrade in technical capability allows for more rapid download and analysis of the monitor
results, and a more efficient reporting and treatment response. The service is now providing
16 studies plus per week with the new system. The new system also includes event
monitoring units which monitor patient’s cardiac rate and rhythm for up to a week. These
monitors can be set to monitor across a 24 hour period only if required.
The waiting time for exercise tolerance testing is less than one month, with urgent tests done
immediately.
Respiratory Laboratory
Ongoing technical difficulties with the commissioning of the new respiratory lab testing
equipment continue to affect waiting times for patients requiring respiratory tests. Most tests
are able to be completed however the system is not yet functioning at full capability. The
respiratory lab is now fully staff, and the medical head of the respiratory department has
invested a significant amount of time in assisting with the commissioning of this equipment.
Some catch up is planned over the Christmas and New Year period with patients contacted
and confirmed to attend over the holiday period.
Sleep Service Waiting times.
All patients referred to the Sleep Service are assessed in the community by a health care
provider associated with a local practice, including a questionnaire and patient assessment.
This pilot will see approximately 70 assessments per month completed and returned to the
MidCentral Health Sleep Service to determine ongoing care and management. These will
include specialist FSA, specialist nursing input, further diagnostic studies and
commencement of long term overnight breathing support.
A six monthly report will be released at the end of January 2016 covering actual versus
expected performance, and follow up and long term management options and treatment
decisions.
Audiology
The MCH Audiology service has 3.0 FTE budgeted audiologist positions.
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Following the resignation in April 2015 of the senior audiologist, recruitment into this
vacancy, as well as the newly funded position following the audiology service review in 2014,
has been slow.
During this time, support for the 1 remaining full time audiologist has been provided by a
locum Audiologist working 1 day per week as recruitment progresses. This audiologist
provides specialist audiology testing for babies and children.
A second full-time audiologist was appointed in September 2015, and it is likely that the
third position will be recruited to in early 2016.
The service accepts only urgent adult referrals, and paediatric assessments and testing –
some of these tests take a considerable amount of time, with some tests requiring 2
audiologists to complete.
It is expected that there will be an improvement in the wait list numbers with the return
from a long period of planned leave by one of the full time audiologists who travelled to the
Philippines to get married during December / January.
First Specialist Assessment (FSA) – Declines
Definition of “decline” for the purpose of this table is decline due to reasons of service
capacity and ability to see the patient within four months.
Table 4

First Specialist Assessment (FSA) – Referral Declines

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

Referral
Decline
September
2015

Referral
Decline
October
2015

Referral
Decline
November
2015

Referral
Decline
December
2015

10
14
3
0
0
1
0
0
22
0
0
13
4
6
11
4
43
40
0
9
27
2
209

6
13
0
0
0
1
0
0
11
0
0
12
0
6
7
4
43
25
0
0
31
0
159

19
12
1
0
3
3
0
0
8
0
0
7
1
3
11
3
42
25
0
1
33
2
174

13
5
0
0
5
1
0
0
5
0
0
11
2
1
7
2
3
19
0
0
14
0
88

Over the last four months, 13,330 referrals have been received into the organisation. Of those
12,712 (95 per cent) were accepted and a total of 618 were declined and returned to their GP
for ongoing management as they did not meet the access threshold at the time.
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This data for December is a snapshot as at 1 January 2016 and is subject to change for both
referrals received and referrals declined.
Graph 1

FSA Referrals – All Sub Specialities Accepted vs. Declines
July 2012 – October 2015
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The graph above shows the number of referrals accepted and the number of referrals
declined over the last three years.
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Appendix 6
MCH Key Performance Indicators – November/ December 2015
(NB: Includes outsourced clinical personnel)
Table 1. Personnel Costs
Nov
Dec
Actual
$15,342,171 $16,172,578
Budget
$14,587,443 $16,020,484
Variance
($754,728)
($152,094)
-5.2%
-0.9%

YTD
$93,780,338
$90,635,292
($3,145,046)
-3.5%

Total personnel costs (inclusive of outsourced clinical personnel) were over budget in
December by $152,094 (-0.9 per cent). Personnel costs were $239k favourable, Outsourced
personnel costs were $391k unfavourable; the majority of this lies within Mental Health as
recruitment for permanent medical staff continues. This is also the major reason for the year
to date variance.
Table2.

Medical Bed Occupancy
Nov Dec
Beds used by Medical inpatients
77
68
Medical Beds available
97
96
79%
71%
% Bedday usage

YTD
82
99
82%

The above available beds have reduced from the usual 101, to 97 in November and 95 in
December, being reflective of the bed closures in wards 25 and 26.
Smoking Cessation Target
Ministry of Health Target:

Graph 1

95 per cent of hospital patients who smoke and are seen
by a health practitioner in a public hospital are offered
brief advice and help to quit.

Proportion of Hospitalised Smokers Provided with Advice to Help
to Quit (Secondary Services)
Percentage of hospital patients who smoke offered brief
advice and support to quit smoking
100.0%
97.5%
95.0%
92.5%
90.0%
87.5%
85.0%
82.5%
80.0%
77.5%
75.0%
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
2015/16

Target

2014/15

The result for December was 97 per cent for the month compared to 96 per cent in
November. Quarter 2 result was 97 per cent which means that we have now met or exceeded
target for 15 consecutive months. The Emergency Department achieved 95 per cent for
December. Weekly reporting continues in the Emergency Department.
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Electives Health Target and Electives Initiative

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

Elective Health Target – December 2015

Numerator (actual)
Denominator (plan)
Percentage

December
2015
677
560
120.8%

Year-to-date
4,005
3,912
102.3%

Annual
Target
7,550

MCH was ahead by 117 discharges against the Elective Health Target for the December and
93 ahead year to date.
Table 4.

Elective Initiative Discharges

CWD
Actual
Plan
Variance
%

Discharges
Nov
801.4
742.0
+59.4
108.0%

Dec
YTD
750.3 4,615.3
667.9 4674.7
+82.4
-59.5
112.3% 98.7%

Actual
Plan
Variance

Nov
748
642
+106
116.5%

Dec
YTD
604
4,107
578
4,041
+26
+66
104.4% 101.6%

MCH finished December ahead of the planned Elective Initiative target by 82.4 CWDs for the
month, but behind year to date by 59.5 CWDs. With lower planned targets it is expected that
this will be clawed back by the end of February 2016. Against the elective initiative
discharges target, MCH was ahead by 26 discharges for the month and ahead year to date by
66 discharges year to date. This completes the second consecutive month of exceeding
planned target.
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Appendix 7
Table1.

Personnel and Outsourced Personnel

MidCentral Health - Personnel Costs
$000

Prior month
Actual
Budget Variance
1,750
1,564
(186)
2,583
2,436
(147)
1,940
1,870
(70)
633
569
(64)
736
683
(52)
1,334
1,256
(79)
1,132
1,090
(43)
761
710
(51)
240
214
(26)
227
212
(15)
198
162
(36)
711
704
(7)
268
260
(9)
9
23
14
31
22
(9)
15
17
2
276
263
(13)
388
383
(5)
806
812
6
985
962
(23)
318
376
57
15,342
14,587
(755)

Mental Health
Surgical Specialties
Internal Medicine
Medical Imaging
Women's Health
RCTS
Emergency
Child Health
Dental Health
Commercial Support
Human Resources
Rehab & Therapy
PS&CE
Hospital Services
Community & Rural
Rural Health
Clinical Support
Public Health
Elderly Health
ICU / Anaesthetics
H&A Services
Total

Table 2.

December
Actual
1,979
2,623
2,055
633
823
1,402
1,245
768
241
249
235
786
294
37
25
17
278
427
826
1,092
140
16,173

Month
Y ear to date
Budget Variance
Actual Variance
1,691
(288)
10,763
(1,053)
2,649
26
15,577
(488)
2,058
3
12,006
(365)
627
(5)
3,816
(330)
764
(59)
4,568
(306)
1,380
(23)
7,981
(238)
1,203
(41)
6,980
(227)
781
12
4,535
(163)
233
(8)
1,458
(118)
232
(18)
1,416
(96)
158
(77)
1,121
(89)
779
(7)
4,479
(87)
279
(14)
1,659
(48)
25
(12)
158
(15)
24
(1)
151
(12)
18
1
105
(0)
296
18
1,653
10
407
(20)
2,309
31
911
85
5,033
60
1,126
35
5,995
82
379
239
2,018
308
16,020
(152)
93,780
(3,145)

%
-9.8%
-3.1 %
-3.0%
-8.6%
-6.7 %
-3.0%
-3.2%
-3.6%
-8.1 %
-6.8%
-8.0%
-1 .9%
-2.9%
-9.5%
-8.0%
-0.1 %
0.6%
1 .3%
1 .2%
1 .4%
1 5.3%
-3.4%

Patient Transport & Accommodation

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

52
141
86
279

Month
Actual Variance

(27)
(46)
17
(55)

17
43
89
149

Y ear to date
Actual Variance

9
54
17
80

309
596
590
1,495

Annual
Budget

(151)
(7)
56
(103)

312
1,169
1,278
2,758

In November the major variances occurred in the neonatal unit, children’s ward and
coronary care unit. December has seen less demand for high cost patient transport to other
centres.

Table 3. Flight Information
TOTAL

June

May

April

14
19
33

March

8
11
19

February

11
20
31

January

8
15
23

December

7
11
18

November

6
17
23

October

5
18
23

September

Doctor required
Flight Nurse
TOTAL

August

July

June
Type of Flight

59
111
170

December saw a high level of patient transfer flights. Of the 33, 13 were from Child Health
Services and seven were cardiac/stroke transfers to Wellington. The remainder were
transferred to appropriate centres due to brain injury, pelvis repair, tertiary ICU and spinal
injury. Three patients were transferred who are domiciled in other DHB areas with no
associated cost of transfer for MidCentral.
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Appendix 8
Mental Health Service Indicators
Quality and Risk December 2015
Table 1:

Mental Health & Addiction Services Performance Report

Serious Adverse
Event Reviews:
October

No

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

No/

Last Month

Month

(November)

(December
Total
Review
Committee

8

Complaints (current)

4

6

Total at final draft
report stage

6

HDC Complaints (open)

2

4

Total Completed

2

Outstanding Complaints (open)

3

1 (ongoing complaint

Total yet to be
SAC rated

0

Compliments

1

2

Graph 1:

Ward 21 Total Incidents Reported

120
100
80
60
40
20
0

Total
Incidents
Violence
Medicine

The above graph represents total incidents for ward 21. Total incidents for December were
78. The total incidents graph includes smoking incidents, self harm, violence and also
medication incidents including errors. The number of incidents remains high with 22 self
harm or attempted self harm and 18 incidents of threatening behaviour. The inpatient unit is
continuing to manage high levels of acuity by using increased staffing and one to one
specialing in the unit during periods of over-utilisation (four periods of over 100% occupancy
and one of 107% occupancy) in order to manage incidents. The unit is also increasing
baseline rostered staff to ensure that adequate resource is available when capped capacity is
exceeded as well as progressing with service improvements, such as creating an intensive
care clinical pathway. All incidents are shared and serious incidents reviewed by the Clinical
Director and Clinical Leadership on the ward.

Number of Episodes

Table 2:

Ward 21 Restraint and Seclusion Open side and HNU

Ward 21 Restraint and Seclusion ‐Openside and HNU

25
20
15
10
5
0
Sep‐14

Nov‐14

Jan‐15

Mar‐15

May‐15

Jul‐15

Sep‐15

Nov‐15

Sep‐ Oct‐ Nov‐ Dec‐ Jan‐ Feb‐ Mar‐ Apr‐ May‐ Jun‐
Aug‐ Sep‐ Oct‐ Nov‐ Dec‐
Jul‐15
14
14
14
14
15
15
15
15
15
15
15
15
15
15
15
Restraint 4
6
2
3
7
4
6
6
14
13
3
16
9
23
16
11

Seclusion
8
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The record of use of seclusion reflects high acuity and disturbed behaviour for admitted
clients during the month of December with an increase in use of seclusion from October and
November.
Ward 21 Occupancy, Utilisation Admission/Discharge
Graph 2:

Ward 21 Average bed occupancy for April 2014 – December 2015
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Ward 21 Actual bed occupancy per day for December 2015

Ward 21 Bed Occupancy by Day December 2015 (TrendCare)

B
e
d
s

O
c
c
u
p
i
e
d

30
28
26
24
22
20
18

28

28
26
24

25

24
22 22

26

25
23 23

26
24 24

25

24

25

24
22
20 20 20

23

23 23
19 19

22

20 20
Capped
Beds
Day
Reserved
Beds

Graph 4:

Ward 21 Occupancy per day including patient leave for December
2015
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Graph 5:

Ward 21 -

28 Day Acute Inpatient Readmission Rate

Percentage of all inpatients discharged in a given month who were readmitted within 28
days. Data for December is not available as 28 days need to elapse after the last discharges
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