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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:
1-5
Documentation:
minutes of 2 February 2015
Recommendation: that the minutes of the previous meeting held on 2 February 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 2 February
2015 for which specific items do not appear on the agenda or in management reports.

6.

2015/16 WORK PROGRAMME
Pages:
6 - 11
Documentation:
Chief Executive Officer’s report dated 7 March 2016
Recommendation: that the updated work programme for 2015/16 be noted.

7.

STRATEGIC PLANNING

7.1.

Regional Service Plan Implementation update 3 – Quarter 2 2015/16
Pages:
Documentation:

12 - 35
Report from the Manager, DHB Planning and Accountability
dated 8 March 2016
Recommendation: that this report be received

7.2.

2016/17 Regional Service Plan – Development of Draft 1
Pages:
Documentation:

36
Report from the Manager, DHB Planning and Accountability
dated 29 February 2016
Recommendation: that this report be received
7.3.

Non Financial Monitoring Framework and Performance Measures – Quarter
2, 2015/16,
Pages:
Documentation:

37 - 114
Report from the Manager, DHB Planning and Accountability
dated 8 March 2016
Recommendation: that this report be received.
7.4.

Mental Health Service Reconfiguration update 3
Pages:
Documentation:

115 - 142
Report from the Service Director, Clinical Director, and Director of
Nursing, Mental Health & Addiction Services, dated 26 February
2016
Recommendation: that this report be received.

7.5.

Maternity Review update
Pages:
Documentation:

143 - 206
Report from the General Manager, Clinical Services and
Transformation dated 4 March 2016
Recommendation: that this report be received, and it be noted that six-weekly
updates against the maternity services health work programme
will be provided to the Hospital Advisory Committee, and
that the current arrangements with Whanganui DHB for the
Regional Women’s Health Service be replaced by an explicit
memorandum of understanding that will detail the clinical
integration and collaboration for our women’s services going
forward, for implementation before 1 July 2016.

8.

OPERATIONAL REPORTS

8.1.

Provider Division Operations Report, January 20156
Pages:
Documentation:

207 - 232
Report from the General Manager, Clinical Services and
Transformation dated 3 March 2016
Recommendation: that this report be received.

9.

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

10.

DATE OF NEXT MEETING
26 April 2016

11.

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

Item
“In Committee” minutes of the previous
meeting
Operations Report:
 Potential Serious Adverse Events and
Complaints
2016/17 Draft Annual Plan

Reason
For reasons stated in the previous
agenda

Reference

To protect personal privacy

9(2)(a)

Subject of negotiation

9(2)(j)

1
MidCentral District Health Board
Minutes of the Hospital Advisory Committee meeting held on 2 February 2016
commencing at 8.45 am in the Boardroom, MidCentral District Health Board

PRESENT
Barbara Robson (Chair)
Lindsay Burnell
Kate Joblin
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
Diane Anderson (part meeting)
Nadarajah Manoharan, Board Member
Oriana Paewai, Board Member
Ann Fowler, Team Leader, Occupational Health, (part meeting)
Anne Amoore, Manager, Human Resources & Organisational Development
Barbara Ruby, Quality & Clinical Risk Coordinator, (part meeting)
Chris Nolan, Service Director, Mental Health Service (part meeting)
Greig Russell, Medical Administration Trainee
Jill Matthews, Principal Administration Officer, (part meeting)
Kenneth Clark, Chief Medical Officer (part meeting)
Lee Welch, Quality & Clinical Risk Coordinator, (part meeting)
Lorraine Rees, Nurse Manager, Infection Prevention and Control, (part meeting)
Lyn Horgan, Operations Director, Hospital Services
Michele Coghlan, Director of Nursing
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness
Neil Wanden, General Manager, Finance & Corporate Support
Nicholas Glubb, Operations Director, Specialist Community & Regional Services
Sande Ramage, Chaplain, (part meeting)
Stephanie Turner, Director of Maori Health & Disability
Susan Murphy, Manager, Quality & Clinical Risk, (part meeting)
Public (3)
Communications (1)
Media
WELCOME
A welcome was extended to Mr & Mrs Hume.
1.

APOLOGIES

An apology for lateness was received from Kate Joblin.
2.

LATE ITEMS

There were no late items.

2
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 Operations Report and Women’s
Health reports, in terms of her role in the women’s health service.
Duncan Scott declared a conflict in relation to a portion of part 2 Operations Report, in
terms of the MRI contract held by his company.
The general declaration of a conflict of interest in relation to the part 2 Operations Report
was noted for Cynric Temple-Camp due to his coronial duties.
4.

MINUTES

It was recommended
that the minutes of the meeting held on 24 November 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.
Kate Joblin joined the meeting.
6.

WORK PROGRAMME

Members were advised that information in terms of timing for the planning workshop on 23
February, would be circulated once plans were finalised.
It was recommended
that the updated work programme for 2015/16 be noted.
7.

STRATEGIC PLANNING

7.1

Regional Service Plan Implementation – 2016/17 RSP Development
Update

The announcement by the World Health Organisation that the spread of the Zika virus in the
Americas was an “extraordinary event” that merited being declared an international
emergency was raised in terms of any impact from it on the organisation and the region.
Management advised it was too early yet to know, but there could be some impact from
visitors from affected areas. The Public Health Unit works closely with the Ministry of Health
and any information on the risk would be communicated in due course. An update on the
issue would be provided to the next committee meeting.
It was recommended
that this report be received.
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7.2
Annual Plan Implementation - Patient Safety & Clinical Effectiveness,
update 1
The Director, Patient Safety & Clinical Effectiveness, spoke to this report touching on the
highlights. These included the Partners in Care Programme, generally referred to as Codesign, the inpatient experience survey ratings, the Open for Better Care campaign, the safe
use of opioids in hospitals, hand hygiene, surveillance audit for certification against the
Health and Disability Service Standards, and improvements related to family violence
intervention.
Significant improvements have been made to the family violence intervention screening, but
there were a few areas where improvements could be made, particularly in relation to
documentation of the screening undertaken. Snapshot audits would be an ongoing annual
requirement.
It was suggested it would be helpful for the Committee to receive a report on any work plan
derived from the Privacy Self Assessment to be undertaken by the end of March 2016.
It was noted it would be some time before the organisation was paperless, and that off-site
record storage would be required to accommodate clinical records for the foreseeable future.
Management advised they had looked at adding scanned records to the clinical portal, but
that capacity was limited at the moment. However as the move to electronic records
progressed, this would change.
There was some discussion on the benefit of hearing about patient experiences, eg having
patients attend board meetings to talk about their experience. This was already done by
some DHBs including Whanganui. It was suggested MDHB could consider doing something
similar in future.
A member expressed interest in hearing about the processes around medicines
reconciliations, and reporting adverse medications events. Another member pointed out this
was a major issue in all hospitals – eg was the incorrect prescribing due to the wrong drug or
was the wrong amount of drug administered. Management acknowledged the issue, advising
more analysis was required to understand the issues better. Management offered to provide
an update on this, perhaps including a presentation to members.
The training and oversight provided when reviewing incidents was described. This year there
would be an increased focus on reviewer training. Also, depending on the SAC rating of an
incident, there is oversight by the Serious Adverse Event Governance Group. The
Medications Advice and Policy Committee also ensured the right people were reviewing
incidents.
The results of the measurement “Appropriate skin antisepsis in surgery using alcohol/
chlorhexidine or alcohol/ providone iodine” were discussed, as MDHB’s result for the 2015
quarter 2 had dropped from 100% to 97%. Management advised there had been some
inaccurate reporting so the process was being reviewed. Management felt the process had
not been recorded accurately rather than not being done. Overall, all DHBs were performing
really well.
The refreshed Health and Safety Statement was noted, as well as the forthcoming workshop
(April) to discuss health and safety.
It was recommended
that this report be received.
7.3

Annual Plan Implementation - Workforce update 1

The Manager, Human Resources and Organisational Development spoke to this report,
noting the key progress made. The next significant work would be to refresh the workforce
strategy to support the strategic framework and cultural change.
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It was recommended
that this report be received.
7.4

Annual Leave update

A member noted there were still high levels of accumulated leave, which was a high liability
but more importantly staff should be able to take their leave. She felt the only progress being
made was by the leave being bought out.
The issue was discussed with Management explaining staff were taking more leave now than
previously, and were using up their current leave. It was the leave that had accumulated over
three or more years that was proving difficult to shift. There were targets for staff to take
their current year’s leave and also have a plan for any leave balances in excess of two years.
However, it was complex for some staff groups, eg clinicians, given the amount of medical
and educational leave they were entitled to. A member suggested it might be helpful to look
at other DHBs to see what they were doing about the issue.
It was recommended
that this report be received.
8.

GOVERNANCE

8.1

Terms of Reference Review and Committee Structure

The Board Chairman spoke to this report. He felt it was timely that as governors,
consideration was given to the board and committee structures to ensure support for the
achievement of the revised strategic framework.
The report was considered. Mr Emery said he had some concerns about merging the
Community and Public Health Advisory Committee with the Disability Support Advisory
Committee. He also had some concerns for the Enable NZ Governance Group and the new
Finance, Risk and Audit Committee. His concerns related to Maori disabled people if the
committees were merged.
Mrs Robson was also concerned about the relative invisibility of disability. She said disabled
people were very interested in how their health care services would be provided in hospital,
and she wanted them to be well supported.
Other comments were:
-

The Clinical Alliance was an excellent idea. It was difficult to get the right
perspective on things, as no one person could do that – must have the structure
right, so it was not a lobby group but was an advisory group.
Financial and clinical imperatives must be aligned.
Be good to strengthen and enable existing groups like the Clinical Leadership
Council and the Consumer Advisory Panel to board level.
The Hospital Advisory Committee needs to focus on both the financial and quality
and safety aspects.
The terms of reference for the proposed consumer alliance should be broader than
just service co-design as there are consumer perspectives beyond service co-design
that are important to consider.
People with disabilities will still be heard provided the membership of the merged
committee has someone on the committee who has a disability.

Members were asked to send their feedback on the proposals to Mr Sunderland.
It was recommended
that the report be received, and members’ views on future committee structures and
roles be provided to the Board Chair.
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9.

OPERATIONAL REPORT

9.1

Provider Division Operating Report - November/December 2015

The General Manager, Clinical Services and Transformation spoke to this report. Members
were advised the January shorter stays in the Emergency Department target result for
January was 95.3 per cent. Presentations to ED had not dropped as significantly as last year.
However, the patient flow through the hospital was going well. There were a lot of initiatives
occurring, eg reduction in the average length of stay in General Medicine has reduced
compared to previous years, there was a different model of care, similar work was occurring
in surgical services, eg the recovery after surgery work, there were better outcomes for
patients from some of this work, and there were better ways of working in ED.
Management confirmed that under the funding rules, MCH was paid if the actual volumes
were within 2% of target. However, the funds stayed within the Funding Division and
therefore had no impact on the DHB’s consolidated position. There were also other costs
contributing to the current deficit eg locum costs, nursing overtime and double shift
payments. The forecast to year-end would be looking for a monthly reduction of just over
$100,000.
The key issues faced by Mental Health were noted by the Service Director, Mental Health
and Addiction Services. The Service was very aware of the financial demands arising from
the mental health service review. Recruitment was ongoing for senior medical officer cover,
with the appointment of two staff, the possibility of a long term contract being extended, and
the securing of consultant cover for other specialist services. As a result of these moves there
had not been any loss of cover for the Service. Although double shifts were still an issue, they
had not increased. However, as noted in the report, when the unit experienced clusters of
admissions, often after hours, it drove requests for short notice additional resource such as
double shifts and overtime.
The Committee was advised that Dr Adrian Lamballe has been appointed Clinical Director,
Clinical Support Services.
It was recommended
that this report be received.
10.

LATE ITEMS

There were no late items.
11.

DATE OF NEXT MEETING

17 March 2016
12.

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
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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TO
FROM

Hospital Advisory Committee
Chief Executive Officer

DATE 7 March 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

As advised last month, the Regional Service Plan 2016/17 is under development and will be
submitted to the Committee as soon as it is available. Meantime, a further update on progress
is provided.
The draft Annual Plan for 2016/17 is provided. We had intended to provide the price:volume
schedule which is the basis for the bulk of MidCentral Health’s revenue, however this is not
available at this time. It is expected it will be available for next month.
A business case for the oral health information system (Titanium) is being finalised for
consideration the Executive Leadership Team. The cost is within management delegations and
so we expect to be able to advise ELT’s decision to the Committee next month. Other business
cases continue to be progressed and will be presented to the Committee once we have more
certainty regarding our financial pathway. These include IT systems, Ward 21 and Emergency
Department facility upgrades.
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.
Projects are to get underway to refresh the DHB’s IT strategy, with a strong clinical and patient
focus, and to develop a campus site strategy which will build off the work of the Master Health
Service Plan. Once project timelines are established, reporting will be included into the
Committee’s work programme.
Reporting
Category
2016/17 Annual
Plan Development

COPY TO:

Last Meeting

Current Meeting

Next Meeting

 Regional Service Plan
update
 2016/17 funding
envelope

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

 Draft 2016/17 Regional
Service Plan
 2016/17 price:volume
schedule

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

7

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

Sub-regional work
- centralAlliance
Quality

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

 2015/15 AP – update 1
re Quality

Operational
Matters

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

Governance

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

Reporting
Workshops

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

 Palmerston North site
reconfiguration update

 Women’s health review

 Women’s health review

 Non-financial
performance measures
for quarter ended
December 2015
 January/February results

 Work programme update
 Women’s health
workshop

 March results
 Annual leave update
 Business cases – hospital
operations centre; Ward 21
facilities; ED reception/
triage; and eReferrals.
Outcome of Titanium case.

 Work programme update

Date

Committee commitments through until the June 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, Tue 8/03/16
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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

8

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, Tue 8/03/16
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

9

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

Annual leave update

Annual leave update

CCDM progress report

Annual maternity & maternity quality & safety report

Women's health (inc RCA recommendation & implementation
progress)
Zika Virus Update

75

76

77

78

79

81

82

83

84

85

86

Update 3

Update 4

91

92

HAC terms of reference review

ED triage room/reception business case

103

Mental Health - continuation from Nov workshop

WORKSHOPS

2014/15 Workforce update 2

101

102

2014/15 Quality update 2

CARRIED FORWARD FROM 2014/15

99

98

97

GOVERNANCE

Annual report from MCH Clinical Board

96

Annual report from MCH Clinical Board

94

95

Quality

Update 2

90

93

Update 1

89

88

87

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Tue 8/03/16
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Report 4 (results for Sep/Oct)

74

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

10

104

ID

Women's Health

Task Name
Aug

Sep

Oct

2015/16 HAC Work Programme, Tue 8/03/16
Page 4
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Nov

Dec

2016
Jan
Feb

Mar

Apr

May

Jun

11

12
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TO Community and Public Health Advisory
Committee
Hospital Advisory Committee
FROM Manager
DHB Planning and Accountability
DATE
SUBJECT

1

MEMORANDUM

08 March 2016
REGIONAL SERVICES PLAN IMPLEMENTATION UPDATE – QUARTER
2, 2015/16

Purpose

To provide the Committees with an update on progress in implementing the 2015/16
Regional Services Plan for quarter ending December 2015, in accordance with the
Committees’ work programmes.
This update is for information – no decision is required.
2

Summary of Progress

This report, with attachment, summarises the full 68 page progress report in delivering the
central region’s 2015/16 Regional Services Plan (RSP) for the quarter. The full report is
submitted by Central Region’s Technical Advisory Service (TAS) on behalf of the six District
Health Boards (DHBs). The report of progress against the deliverables for the period is
subject to assessment by the Ministry of Health.
For the thirteen programmes within the RSP, the region’s self-assessment of progress to
date had 93 percent (85) of the 91 projects tracking to plan. The Regional Health
Informatics Programme was rated as partially achieved with the webPAS and Clinical Portal
projects continuing to be on track but the other projects behind plan affecting the expected
deliverables. Diagnostic Imaging was also rated partially achieved with delays in three
projects including the roll out of the regional radiology information system. Rescheduled
programme now has the roll out commencing in March 2016 (with Whanganui DHB).
Self-Assessment Ratings
Quarter 2, 2015/16
Achieved
Partially Achieved
Not Achieved

Programmes

Total

11
2
0
13

85%
15%
0%

Projects
85
6
0
91

93.4%
6.6%
0%

Legend: Red

= Not achieved. One or more health targets, indicators, deliverables or milestones have not been
achieved/not tracking to plan; no adequate resolution is in place; there are delays in implementation of
the plan
Amber = Partially achieved. Health targets have been achieved, some indicators/deliverables/milestones are not
tracking to plan but an adequate resolution plan is in place; more clarification is required from the
region
Green = Achieved. All health targets, deliverables and milestones have been tracking to plan

COPY TO:

Strategy Planning and Performance

MidCentral DHB
Board Office
Heretaunga Street
PO Box 2056
Palmerston North 4440
Phone: +64(6) 350 8626
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The Ministry of Health’s assessment of performance and ratings against progress in
implementing the government’s priorities for the RSP provided an overall rating of ‘partially
achieved’. Five programmes were not tracking to plan and targets for some of the
performance measures were not being achieved on a regional basis, but adequate resolution
plans were noted. The following table summarises the ratings given by the region and by
the Ministry for each programme.
Programme:

Health of older people
Elective services
Cancer services
Cardiac services
Stroke services
Mental health and addictions
Major trauma

Self
rating

MoH
rating

A
A
A
A
A
A
A

A
PA
PA
PA
PA
A
A

Programme:

Hepatitis C
Regional health informatics
Workforce development
Diagnostic imaging
Maori health
Quality and safety

Self
rating

MoH
rating

A
PA
A
PA
A
A

A
PA
A
n/a
n/a
n/a

Legend: Red/NA

= Not achieved. One or more health targets, indicators, deliverables or milestones have not been achieved/not
tracking to plan; no adequate resolution is in place; there are delays in implementation of the plan
Amber/PA = Partially achieved. Health targets have been achieved, some indicators/deliverables/milestones are not
tracking to plan but an adequate resolution plan is in place; more clarification is required from the region
Green/A = Achieved. All health targets, deliverables and milestones have been tracking to plan

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


Year to date December 2015 elective surgical discharges for the region were 103.8
percent of target with 19,296 delivered of the 18,584 planned elective surgical
discharges. Wairarapa DHB was behind their individual DHB target for the quarter at
98.0 percent. Of the total volume of discharges for the region, 48.7 percent (9,405) were
residents of Capital and Coast and MidCentral districts, 34.6 percent (6,676) were
residents of Hawke’s Bay and Hutt Valley and the remaining 3,215 people (16.7 percent)
were from Whanganui or Wairarapa districts.



As at the end of December 2015, 59 people across the region waited greater than 4
months for their First Specialist Assessment (ESPI2) – an increase of 37 over the
quarter. Most (64.4 percent) of these patients were residents of MidCentral’s district.



As at the end of December 2015 (data report run date at 1 February 2016), 197 patients
across the region waited greater than four months for their surgical treatment (ESPI5) –
an increase of 143 since end September 2015. Whanganui, Wairarapa, Hawke’s Bay and
MidCentral DHBs each were each in red status with 1 percent or higher waiting greater
than four months. Of the patients whose treatment was outside of the timeframe, 143
(72.6 percent) were residents of Hawke’s Bay or MidCentral districts and 44 (22.3
percent) were from Whanganui or Wairarapa districts.



For the 12 months ending September 2015 (three months lag in data), the region’s
standardised intervention rates for cardiac surgery (5.65/10,000 population),
angiography (30.29/10,000 population) and angioplasty (10.74 per 10,000 population).
These rates remained significantly below the national target rates although an
improvement over the last quarter.



For the quarter ending December 2015 the target of 70 percent of high risk Acute
Coronary Syndrome patients receiving an angiogram within 3 days of admission was
achieved by Capital and Coast, MidCentral and Whanganui DHBs. The rates for the
other DHBs were 69 percent at Hawke’s Bay, 65 percent at Hutt Valley and 58 percent at
Wairarapa.
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ANZACS-QI Acute Coronary Syndrome and Cath/PCI Registry completion rates within
30 days for patients admitted between the period September – November 2015 showed
central region DHBs achieving the 95 percent target with the exception of Hawke’s Bay
DHB.



The region had 75 percent of stroke patients being admitted to an acute stroke
unit/service over quarter 1 (data is lagged by three months) – an improvement on
previous quarters, but missing the national target of 80 percent. The central region
continues to exceed the target of ischaemic stroke patients being thrombolysed with a
quarter 1 result of 8 percent. While the overall target has been achieved, MidCentral and
Whanganui DHBs did not achieve target but were close at 5 percent being thrombolysed
(due to there not being eligible patients).



At the end of December 2015, more than 75 percent of patients with accepted referrals
for an urgent colonoscopy across the region had their procedure within two weeks – all
DHBs with the exception of Wairarapa DHB doing better than target. All but Hutt
Valley and Wairarapa DHB were achieving the target of 65 percent or more people with
a wait time of 42 days or less for their non-urgent colonoscopy. Surveillance
colonoscopy waiting times target were achieved by all DHBs.



Of the three DHB providers (Capital & Coast, MidCentral and Hawke’s Bay) in central
region, Capital & Coast, MidCentral DHB continued to meet the target waiting time of
90 days or less for 95 percent or more of the accepted referrals for an elective coronary
angiography.



The target for people receiving a CT scan within 42 days increased to 95 percent from
July 2015. Whanganui DHB met the target at 99 percent, other central region DHBs did
not achieve target with results ranging between 85 percent and 94.5 percent during the
quarter. MidCentral continues to be the only DHB to consistently achieve the target
waiting time for MRI scans with 100 percent during quarter 2.



Improvement towards the Faster Cancer Treatment health target has been made. No
DHB has yet achieved the FCT target of 85 percent, although MidCentral DHB is close
with 83 percent for the 6-month period from July to December 2015. Meeting the target
across the region by end of June 2016 has been identified as a key risk. Contracts are
now in place for the six projects that will be delivered over the next two to three years;
four projects have commenced with the other two starting in quarter 3. Appointment
process has been completed for the Regional Psychological and Social Support roles.



The project scope and plan has been developed for the delivery of integrated hepatitis C
services across the region. Due to delays in the project the business case is yet to be
developed – and extension date to 31 March 2016 for this deliverable has been agreed
with the Ministry of Health.



For the twelve months ending September 2015, there were 345 people accessing the
maternal mental health service in the central region and 126 young people accessing the
youth forensic community and justice liaison service. Over the 12 months to December
2015, 89.6 percent of the total 507 forensic mental health assessments for people in
prison were completed within 10 days of referral (28.2 percent on the same day).



Central Region’s Major Trauma Network has been established, with clinical leads
identified at each DHB. Development of the Central Region Trauma Network trauma
data collection and registry training has been completed and the inputting of data into
the registry has commenced successfully.

14

15
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Application build of the Clinical Portal (CP) – Core and Radiology Information Systems
(RIS) has been completed and the CP – Enhanced is two-thirds complete. The regional
RIS project is behind scheduled milestone dates with issues arising from data migration
testing and messaging between the RIS and Clinical Portal. Deployment into
Whanganui for both RIS and CP is expected in mid-April 2016.
The application build for the Patient Administration System is progressing and data
standardisation and data migration activities are underway at MidCentral and
Whanganui DHBs. An interim Service Management model to support Whanganui has
been agreed with the DHBs and is now being implemented.
The independent review of the Regional Health Informatics Programme commissioned
by the regional Chief Executives has been completed. Key recommendations have been
agreed; a refreshed governance structure (which has been implemented), the regional
goal to attain a minimum level of health information maturity within three years and
the concept of allocating and building applications designated as core, common or
divergent for the region. CP and RIS have been agreed as core applications and webPAS
and ePharmacy as common applications. Programme finances are being rebased and
forecast using this concept.

Attachment 1 to this memorandum summarises the progress in implementing each of the
projects for the 13 programmes, derived from the full report for the quarter (the full report
is available on request). Note however that some data or performance indicator results
reported in this summary have been updated for the quarter ending December 2015 since
they have become available after the quarterly report was completed by TAS with earlier
data.
3

Recommendation

It is recommended:
that this report be received

Vivienne Ayres
Manager
DHB Planning and Accountability

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Project delayed due
to the establishment
of the national

Key risks / issues

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

An information sharing platform has been set up to assist in data management for the project team.
Project evaluating the benefit of framing the dashboard against the NZ HOP Strategy themes. The
framework will reflect the continuum of need for older people. Key indicators for population of interest

“Living well” “Maximise wellbeing” and “End of Life” identified as key element of the national framework
for regional approach. From this 16 ‘good points’ have been prioritised and lead groups/organisations
have been proposed.
Two components have been prioritised regionally. (1) To provide a “Living Well with Dementia Resource”
to the person with dementia and their family and whānau. The resources will be available in mid‐2016 as
Alzheimer’s NZ are consulting on the resource. (2) To review content and update local DHB health of
older people webpages to better support information for people with dementia and their family/whanau.
HBDHB has developed a regionally consistent survey for primary care; results are informing a training
response for 2016.
‘WiAS’ closed due to reallocation of funding by MoH.

Over 90 health professionals have undertaken Level 1 ACP e‐learning modules. Two level 2 ACP courses
planned in the Central Region (February and April 2016).

No standardised DHB or PHO approach to recording ACP conversations or storing ACP documentation ‐
RACPRG members are engaging with SMO leads for the Regional Health Information Programme.

Review underway across the region on the location of ACP within pathways; ACP is referenced within
at least 15 pathways and there are 4 DHBs with dedicated ACP pathways at present. Two members of
the Regional ACP Reference Group (RACPRG) are on a national project group reviewing ACP printed
resources and contributing to the National Communication Strategy Group. Central region contributing to
costs associated with co‐design approach, analysis of data and graphic input design.

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

A

Status Progress as at 31 December 2015

Continues to be a range of work taking place at a regional level. Advance care planning and dementia pathways activity are tracking to
plan. Regional Benchmarking project delayed.

A

RAG Status legend:

Regional benchmarking/dashboard
(interRAI)

- 3 components of pathways identified for
regional approach by September 2015
- 2 components developed by March 2016
- Survey developed by October 2015 for primary
health care
- Regional response to new funding for ‘WiAS’
developed (December 2015)

Regional dementia care pathways

- ACP integrated with CCPs by June 2016
- Reference Group representative and conduit
to National ACP Cooperative (December 2015)
- Potential for regional dashboard or outcome
measures identified (March 2016)
- On line ACP training of regional health
professional workforce – 30% nursing, 50%
allied health, 15% medical undertake level 1
by June 2016, and 20 nursing and 5 allied
health undertake level 2 within 3 years

Projects:
Advance care planning

A

Improve services for people with dementia

Overall Programme Status:

Key Objective:

Health of Older People (CEO Sponsor and Lead: Julie Patterson. Project Manager: Kendra Sanders)

2015/16 RSP Programmes and Projects

Summary of 2015/16 Regional Services Plan Implementation – Quarter 2, 2015/16

Attachment 1
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A

not yet determined.
A Central Region aggregated view of the Q1 data from the National InterRAI Software Service has been
supplied.
The regional benchmarking project team has been convened (December 2015). Representation includes
those from primary care, community, Needs Assessment and Service Coordination.
Stocktake initiated in Q1 to understand the definition of ‘frailty’ at a regional and national level.
The Network agreed to discontinue this workstream in November 2015 in light of the parallel work
occurring nationally (NZ Health Strategy and HOP Strategy). The Central Region HOP Network will refocus
its work programme in 2016. The Network will move to a “proactive regional forum responding to policy
and research and collaborating with stakeholders and customers to improve the health outcomes for
older people and their family/whānau/carers” in 2016.
ACC joined the Central Region’s HOP Forum in November to inform future work programme. Cross sector
engagement initiated with representatives from Treasury (Health Portfolio) and MSD invited to be at the
November HOP Forum. The region has actively engaged and contributed to the Health Strategy Review,
HOP Strategy Review and the Hospital to Home Review and facilitated the sharing of local responses to
Falls Prevention and Falls Liaison Services.

InterRAI Data
Analysis and
Reporting Centre in
quarters 1 and 2

Achieved. All health targets, deliverables, milestones have been tracking to plan.

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Key risks / issues

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Status Progress as at 31 December 2015
A A Pae Ora – Whānau Ora policy framework has been developed out of Tumu Whakarae. National
whanau ora outcomes framework being developed; these two frameworks need to align. Support for
Whanau Ora Collectives occurring. DHB relationship with Commissioning agencies in place.
A Key regional priorities for 2016/17 planning identified. Continue to develop and implement the Māori
Capability Programme across the region in partnership with HR managers. Māori staff numbers
increase across the regional health workforce in nursing, midwifery, medicine and allied health
(supported by regional GMs HR). A regional benchmarking of current Māori and Pacific workforce
numbers is complete along with agreed regional and local recruitment targets.
Graduates from the Kia ora Hauora programme now being employed within DHBs.

Activities in Q2 have continued to focus on planning and increased momentum across the Whānau Ora Framework, Māori Health
Workforce Development Plan and Māori Health Plan indicators.

A

RAG Status legend:

Maori health workforce

Projects:
Whanau Ora Framework

A

Early access to services

Overall Programme Status:

Key Objective:

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

- Regionally consistent definition of ‘frailty’
(September 2015)
- Strategies to identify last two years of life
(March 2016)
Cross sector engagement
- ACC to join the HOP Network (September
2015)

Regional collaboration and innovation –
frail elderly
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A

A

A

Child health for Maori

Maorri health repositoryy

Maorri health development

Impro
ove equitable access to cardiac interve
ention services

P
Project
Managerr: Jeanine Corke
e)

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

A

PA

RAG Status legend:
NA

Status Progress as at 31 Decembe
er 2015

Proje
ects:

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

Key risks / issues

Cardiac Minimum
m Standards docum
ment complete. Performance against key performance in
ndicators variable amongst individual DHBs
D
Target achieved as a region for ‘Door to Cath’ indicato
or, however target for
f data completion
n indicator not achiieved ‐ but close.
hy proposal report completed
c
and model of provision of a visiting specialist cardiology service ffor Whanganui DHB
B
Echocardiograph
confirmed.

70% off patients will receive an angiogram within
w
3 days of adm
mission (day of admission = 0)
Over 95%
9 of patients presenting with ACS who
w undergo a coronary angiography will
w have completion of ANZACS‐QI AC
CS and Cath/PCI reggistry data collection within
30 dayys
Over 95%
9 of patients und
dergoing cardiac surrgery at the five reggional cardiac surgeery centres will havve completion of Cardiac Surgery registtry data collection within
w
30
days of
o discharge
Improvvements made tow
ward the optimal maanagement of peop
ple with heart failurre

Overaall Programme status:

Key Measures:
M

Key Deliverable:
D
Timelier access to care, w
with clinical care paathways from comm
munity to in‐hospitaal care

Key Objective:
O

Lead: Dr Andre
ew Aitken.

Regular quarterly reportingg against the annuaal Regional Māori Health
H
Plan indicators in place.
Webinar Excellence Seminaars are now also acccessible via the Treendly online site. There remains an
duplicating best praactice, strength baseed approaches that are showing
ongoingg focus on sharing/d
results.
Champio
ons have been estab
blished or being develloped across CR DHB
Bs. High achieving DHBs
D
across child
health indicators share theeir strength‐based approaches through
h Webinar Excellencce Seminars. A
F
is provid
ded. Māori GMs are focused on ensurring successes and
Central Region Reporting Framework
learninggs are shared at a reegional level to drivve better results.
Drop Bo
ox set up for the Repository but a largeer capacity may be required which will come at a cost.
Explorin
ng the option of havving WaiDHB host the
t Repository, with
h each DHB gathering and providing
their do
ocumentation. Final format to be confirmed and set up an
nd CRMM GMs advvised.
The HVD
DHB is the lead DHB
B. The 2016 plannin
ng committee is esttablished with the 2016
2
conference
planned
d to take place on 21‐23
2
September 20
016. Continued focu
us on ensuring ranggatahi wanting
careers in health are provid
ded leadership and development oppo
ortunities.

Card
diac Services (CEEO Sponsor: Deebbie Chin

A

Natio
onal Maori indicato
ors

Page
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Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Transfer issues exist
for regional DHBs
who require patients
to be transferred to
CCDHB: access to
inpatient beds at
CCDHB and transport
to and from DHB of
domicile. These
impact on achieving
ACS targets.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

A final Cardiac Minimum Standards document has been completed; document includes prioritisation
processes for FSA appointments. The Minimum Standards will be undertaken in 2016, an audit
framework will be developed to evaluate the region’s current status and gap against Minimum
Standards.
Quarterly KPI report produced for the Cardiac Network. Results for 12 months to September 2015 show
all Standardised Intervention Rates were significantly below the national targets.
Standardised Intervention rate – cardiac surgery (Target 6.5/10,000 population)
CCDHB 4.80, HBDHB 6.33, HVDHB 5.25, MDHB 6.26, WaiDHB 6.81 and WhaDHB 5.24.
Central region: 5.64
Standardised Intervention rate – angiography (Target 34.7/10,000 population)
CCDHB 25.63, HBDHB 39.48, HVDHB 26.74, MDHB 33.76, WaiDHB 25.54 and WhaDHB 25.43
Central region: 30.29
Standardised Intervention rate – angioplasty (Target 12.5/10,000 population)
CCDHB 11.35, HBDHB 12.43, HVDHB 11.41, MDHB 9.64, Wai DHB 7.47 and WhaDHB 8.67
Central region: 10.74
The national target of 95% patients receiving their elective coronary angiography within 90 days was
achieved by two of three central region providers (CCDHB and MDHB at 100% and HBDHB at 94%)
For the quarter ending December 2015, the region achieved a 78.8% result for ‘Door to Cath’ indicator.
There are still some inconsistencies in achievement across the DHBs for this indicator. CCDHB 92%,
MDHB 79% and WhaDHB 83% all achieved above the 70% national target for ‘door to cath’. HBDHB,
HVDHB and WhaDHB were at 69%, 65% and 58% respectively.
ANZACS‐QI Registry data completions for the period to November 2015 showed five of the six DHBs
achieving target – CCDHB 99%, MDHB 96%, HBDHB 84%, and HVDHB, WaiDHB and WhaDHB 100%.
The two ANZACS QI coordinators CCDHB continue to work closely with other regional DHBs to ensure
that data is captured. The Cardiac Network continues to monitor indicator results.
Report to be released by ANZACS‐QI on lengths of stay in January 2016 – to be reviewed by project
team for analysis of any implications, issues/barriers and development of any plan to help with transfer
issues/access to CCDHB beds.

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

A

A

RAG Status legend:

Acute coronary syndrome (ACS) Quality
Improvement programme

- Review data collection integrity by end of
September

Cardiac KPIs

- Agree minimum standards that increase
access to diagnostics for primary care by end
December 2015

Minimum standards

Page 8
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A

Regio
onal cardiac service model

Reducce risks and improvve acute rehabilitatiion services

Prroject Manager: Catherine Marrshall)

Financial barriers for
o
DHBs taking on
trainees next year. This
will be resolveed
through the
on of
implementatio
Minimum Stan
ndards
including the
echocardiograaphy
guidelines.

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

A

PA

RAG Status legend:

targget

NA

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

6% off potentially eligiblee stroke patients thrombolysed
80% of
o stroke patients admitted to a stroke
e unit or organised stroke service with demonstrated stro
oke pathway
Propo
ortion of patients w
with acute stroke wh
ho are transferred to
t inpatient rehabilitation services witthin 10 days of acutte stroke admission
n (Target: 60%)
Initiatives underr development provviding improved stroke services, such as
a requirements for improved rehabiliitation data. The region
Overall Programme status:
continues work towards
t
meeting th
he national targets. Awaiting outcomee of MidCentral, Haw
wke’s Bay and Capittal and Coast DHBs
collaborative ressponse to the Expreession of Interest to
o participate in the Ministry of Health Telestroke pilot (from May to October 2016).
Proje
ects:
Status Progress as at 31 Decembe
er 2015
Key risks / issues
After hours
Organ
nised acute stroke service
A As of Quuarter 1 2015/16 (33 month data lag), regional
r
result was below target at 75%
% of stroke patientss
- Servvice improvement straategies developed to
management
admitte
ed to an acute strokke unit or managed through an organissed stroke pathwayy – no change from
address limiting factors/b
barriers to achieving
b an
continues to be
previous quarter.

Key Measures:
M

Key Deliverable:
D
Strokee event survival/strroke prevention and
d reoccurrence of stroke/stroke
s
rehab
bilitation

Key Objective:
O

Lead: Dr
D Jeremy Lanford.

n will not be compleeted until Q4 as thee initial audit of
Complettion of a regional caardiac services plan
DHBs aggainst the Cardiac Minimum
M
Standardss will also inform th
he Network of the appropriate
a
regional cardiac service mo
odel to be adopted

The mod
del of provision of a visiting specialist cardiology
c
service for
f WhaDHB has beeen confirmed.
A cardio
ologist from MDHB is providing the visiiting cardiology serrvice to Whanganui patients.
Interim Chair of the Cardiacc Network discussed
d with MDHB the prrogress of their busiiness case to
h a PCI service and to share learnings from
f
the NMDHB PCI
P service. MDHB confirmed
c
that
establish
they will be developing a PC
CI business case forr executive considerration.

The regiion held cardiac and
d echocardiographyy education/trainin
ng days in Novembeer.
Echocarrdiography proposal report completed
d and a regional app
proach to building an echocardiography
workforrce agreed in principle by COOs and GM
Ms P&F

Stroke Services (CEO Sponsor: Ash
hley Bloomfield..

- 5‐ye
ear Regional Cardiac Services
S
plan
deve
eloped by end Decem
mber 2015

A

Sustainable workforce

Page
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Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

issue in some DHBs.
Access to beds
influenced by
organisation‐wide
factors such as
demand, seasonal
influences and
discharge processes.
24/7 thrombolysis
services are not
offered at all DHBs.
Sustainability of
existing cover
arrangements is an
issue in some DHBs

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Achieved. In Q1, 86% of stroke patients were transferred to an inpatient rehabilitation service within
10 days of acute admission. Rehabilitation data will continue to be collected and analysed.
Challenge for the CR will be how to collect the community rehabilitation data. The CR is exploring this
and will seek guidance from the National group

24/7 thrombolysis services are not offered at all DHBs and some have very limited resources to
provide this service. Telestroke is an option for delivering acute stroke treatments, (thrombolysis)
throughout the region. MDHB, HBDHB and CCDHB are working collaboratively to submit an
application to participate in a Telestroke pilot (MoH supported). The pilot will run from 1 May 2016
to 31 October 2016 and is viewed positively by the CR clinicians.
On track. The percentage of Māori and Pacific people experiencing stroke remain consistent ‐ Māori
10%, Pacific 5% of the total 309 people who had a stroke across the region.
Further analysis of data is required to determine where linkages can be made with Maori and Pacific
health providers to improve health outcomes. Collection of ethnicity data is ongoing with 63% Maori
and 60% Pacific patients being admitted to an ASU, 6 % Maori were thrombolysed, (no Pacific), 34%
Maori and 40% Pacific were admitted to rehabilitation.
On track. All CR DHBs have a TIA pathway in place. Best Practice Advocacy TIA electronic decision
support tool for use by GPs has been implemented throughout the region. This work is being led by the
National Stroke Network. Feedback received that further socialisation of the BPAC TIA tool is required.

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

A

A

CCDHB
55%
Hawke’s Bay
79%
Hutt Valley
84%
Wairarapa
100%
MidCentral
82%
Whanganui
92%
WaiDHB does not have a dedicated stoke unit. Stroke patients are managed in a general
medical/rehabilitation ward, on an Organised Stroke pathway.
MDHB has signalled that due to temporary closure of beds over the Christmas/New year period
admission of stroke patients to the ASU may be impacted on due to overall acute demand. The clinical
team is monitoring this and working with relevant departments.
On track, the Central Region continues to meet that the national target of 6% with a Q1 result of 8%.
Whanganui (5%) and MidCentral (5%) were unable to meet target for Q1 largely due to ineligible
patients. There has been good improvement at HBDHB.
Q1 results:
CCDHB
12%
Hawke’s Bay
6%
Hutt Valley
12%
Wairarapa
8%
5%
Whanganui
5%
MidCentral

A

RAG Status legend:

- Establish collection of regional rehabilitation
data (including AROC)
- Regional rehabilitation definitions in line with
national stroke rehabilitation requirements

Stroke Rehabilitation

implementation of TIA tool for use by GPs

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

- Improved access to services – ethnicity data
collection, reporting and monitoring

Maori and Pacific

(credentialing, audit processes, regional
register, shared protocols, regional back‐up
roster and regional case review)
o MidCentral, Hawke’s Bay and Whanganui
DHB tele‐stroke sub‐region equipment
purchasing arrangements agreed by
December 2015
o Capital & Coast, Wairarapa and Hutt Valley
by telephone or tele‐stroke (sub‐region)

Thrombolysis
- Implement regional thrombolysis network

- Trend / comparative analysis by December
2015
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A

Faster access to treatmeent from time of susspicion of diagnosiss

Project Manager:
M
Jo Ansson ‐ CCN)

National Cliniccal Co‐
ordinator Stro
oke
Foundation is reviewing
d
the indicator definitions
with the Natio
onal
Rehabilitation
n Group.

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

A

PA

RAG Status legend:
NA

Keyy risks / issues

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

Proje
ects:
Status Progresss as at 31 Decemb
ber 2015
Chem
motherapy & radiottherapy wait timess
A Radiatioon oncology waitingg times consistentlyy met by both canccer centres. Chemootherapy
- All DHBs
D
maintain achievvement of targets eacch
wait tim
mes for patients treated at CCDHB, MD
DHB and TDHB met – reporting for HBDHB not
quaarter
availablle at time of report.
Canccer Centre Development Plan
A Discussions continue with the
t CCN and wider regional governancce. Meeting with Caancer

Improvements have been made to
owards the FCT targget, although meetting the health targeet by June 2016 hass been identified ass a risk for
pport provided to the regional analysis and reporting and
d the inter‐DHB tran
nsfer project. CCN G
Governance Group under
the region. Sup
review to bette
er align the CCN gro
oup function memb
bership within the regional structure. Four
F
of the service improvement fund projects
have commencced, with the other two to start in Q3. Draft implementattion plans for servicce improvement against the Breast and
d
Gynaecology sttandards are out for stakeholder consu
ultation. Support provided by the region and DHBs for th
he Cancer Health Infformation
strategy. Planning is underway forr the Cancer Societyy Kia Ora e Te iwi programme trainingg and delivery in parrtnership with iwi Providers.
P

All patients ready for treeatment wait less th
han 4 weeks for rad
diotherapy or chemotherapy
o patients referred
d with a high suspiciion of cancer wait 62
6 days or less to reeceive their first treeatment (or other management)
m
85% of
Perceentage of patients w
with confirmed diaggnosis of cancer who receive their firstt cancer treatment (or other managem
ment) within 31 dayys of decision to treat
75% of
o people accepted for an urgent diagn
nostic colonoscopy will receive their procedure within tw
wo weeks (14 days)
65% of
o people accepted for a non urgent diiagnostic colonosco
opy will receive their procedure within
n six weeks (42 dayss)
65% of
o people waiting fo
or a surveillance collonoscopy will waitt no longer than tweelve weeks (84 days) beyond the planned date
Impro
ovement to the covverage and function
nality of MDMs inclu
uding expenditure against
a
identified fu
unding

Overaall programme status:

Key Measures:
M

Key Deliverable:
D
Treatm
ment offered within 62 days to improvve outcome and exxperience

Key Objective:
O

Lead: Nicholass Glubb.

Bi‐annual stroke education
n days continue to be
b held. A Thrombo
olysis study day is held once a year and
d
a rehabilitation study day is planned for early 2016.
An auditt of the central regiion’s stroke servicees against the National Stroke Foundattion Guidelines 2010
and the service specificatio
ons for Acute Strokee Service and Rehabilitation Service (in
npatient and
community) has been undeertaken. Analysis off the audit indicates that the role of Cllinical Psychologist is
ng as a deficit in serrvice provision.
emergin

Canccer Services (CEEO Sponsor: Deebbie Chin.

reso
ourcing and training needs
n
investigated
with
h a regional workforcee strategy developed
by end
e March 2016
- Twoo regional stroke educcation days completed
by June 2016 (including NGOs
N
and primary
care
e providers)

Strokke workforce
- Regional stroke service workforce
w
issues,

finalised by end August 2015,
2
implemented
from
m December 2015
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Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Awaiting national evaluation
approach ‐ yet to be

Awaiting final evaluation from
the MoH on this initiative

Clinician resourcing for MDMs
identified as a key risk area for
the region

Meeting health target by June
2016 identified as a key risk
area for the region

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Feedback from sector on draft Framework reviewed, finalised, and provided to the MoH.

CNCs continue to meet regionally each fortnight to share information and quarterly with
CCN including a face to face meeting held in December 2015. CNCs are key contributors
to the tumour standards review processes.
Project findings report was endorsed at the regional Cancer planning meeting in December
2015. CCN to engage with DHB ALTs during Q3 to socialise the report and identify
implementation priorities.

Breast and Gynaecology service reviews completed, implementation meetings held in
December 2015. Draft implementation plans to address gaps are out for wider stakeholder
feedback. Upper GI review to commence Q3 with Head and Neck review commencing Q4.
MoH developing their approach to the next phase of implementation work with the national
tumour stream work groups.

CCN scoped the MDM Clinical Resourcing Project which will be delivered over the next six
months. Regional feedback provided on the MoH Cancer Health Information Strategy
Programme to identify process/data standards for MDMs.

For the CCN region 72% of valid patients met the 62 day target (range 84% ‐ 44%), 87% of
valid patients met the 31day indicator (range 81% ‐ 91%).Hutt Valley, Hawke’s Bay and
Taranaki DHBs continue to implement recovery plans and performance has improved this
quarter. WhaDHB has been required to develop a recovery plan following Q1 result. CCN
commenced scoping the Inter‐DHB transfer project to identify drivers of reduced results for
patients receiving their first treatment outside their DHB of domicile.

Information sharing on deliverables and learnings continue within the region and nationally
via the national FCT teleconference, for Round 1 projects. Contracts are now in place for the
six Round 2 projects that will be delivered over the next 2‐3 years; four projects have
commenced with the other two starting in Q3

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

A

A

A

A

A

Centre and CCN leads to occur in Q3 to develop the approach. Service reviews against the
tumour standards are identifying delays in access to adjuvant treatment.

A

RAG Status legend:

Supportive care – Regional psychological
and social support services

surveillance treatment for prostate cancer by
June 2016

FCT in primary care
- Implement guidance on the use of active

Coordinator positions

Care Coordination
- Ongoing development of Cancer Nurse

- Tumour standards reviews completed and
implementation priorities from previous
reviews completed by June 2016

Tumour standards

- Phased implementation of regional MDM Plan
within allocated funds for each DHB
- Improvements to coverage and functionality
- Increasing number of patients accessing
MDMs

Multidisciplinary Meetings (MDMs)

- All DHBs achieve targets for 62 day and 31 day
indicators by end June 2016
- Continuous improvement of data quality,
collection and reporting
- Implementation of service improvements

FCT indicators

- Sustainability of 9 projects funded in round 1
- Implementation of 6 projects funded in round
2, commencing October 2015

Faster Cancer Treatment improvement
projects

(Radiation Oncology, Medical Oncology, Clinical
Haematology)
- Plan updated by July 2015
- Plan implemented by July 2016
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Regional Cancer Nurse Directors – facilitated the national 2 day eviQ Chemotherapy nursing
training workshop and contributing to the national chemotherapy standards work.

A

Achieved. All health targets, deliverables, milestones have been tracking to plan.

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

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

Outcome of Ministry business
case for a national roll out of
the Bowel Screening
Programme will impact on
activity in this area.

determined by the MoH.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Regional Oncology Social Work Director – completing the Supportive Care Framework and
leading regional implementation activities to support the Psychological and Social Support
Services Plan.
Regional Medical Directors ‐ promoting implementation of the newly released High Suspicion
of Cancer Definitions to improve triaging of patients within the FCT programme.

Regional Palliative Medicine three‐year Registrar Training business case ‐ first of three
additional training positions has been implemented between CCDHB, Mary Potter and Te
Omanga Hospices. Ministry released the Last Days of Life Guidance and the newly formed
Palliative Care Advisory Panel is considering implementation. A national review of adult
palliative care services has commenced.

Sub ‐ Regional Colonoscopy Plans have been completed and approved by the Ministry.
Implementation activities are underway ‐ CCDHB (Lead) with Hutt Valley and Wairarapa DHBs,
and, MDHB (Lead) with Whanganui and Hawke’s Bay DHBs. CT Colonography service report
has been approved by the CCN Governance Group and endorsed by the COOs/GMs.
All DHBs with the exception of Wairarapa DHB doing better than target for urgent colonoscopy
All but Hutt Valley and Wairarapa DHB were achieving the target of 65 percent or more people
with a wait time of 42 days or less for their non‐urgent colonoscopy. Surveillance colonoscopy
waiting times target were achieved by all DHBs.

MoH held the first CHIS Board meeting in December 2015 ‐ CCN representing central
region. MDM process/data standards identified as an implementation priority.

A

A

A

Appointment process completed for these newly funded positions. CCN facilitated a forum for
regional and national stakeholders to share learnings from Australia regarding service
development and discuss shared principles. DHBs working with Regional psychology leads to
progress service planning.

A

RAG Status legend:

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

Clinical leadership

palliative cares service specification
implemented (Hospice and hospital based) by
June 2016
- Address SMO workforce vulnerabilities
- CCPs developed to support timely access to
palliative care
- 3‐year HWNZ pilot of Palliative Care Managed
Clinical Network (CCDHB, HVDHB and
WaiDHB) commenced

Palliative care
- Priorities aligned to national specialist

- Sub re‐regional service and quality
improvement projects implemented
- All DHBs achieve increased targets for
Colonoscopy waiting time for all 3 referrals
types

Diagnostic waiting times (colonoscopy)

recommendations implemented by June 2016

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

- Implement new Supportive Care Framework
- Budget14 – Newly funded roles in place by
June 2016
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A

A

Impro
ove access, responssiveness, capacity and service options

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

PA

NA

Varriation in process/syystems
bettween DHBs being worked
w

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

Final model and report weere approved by MH
HAN in August 2015
5. Regional worksho
op on
o this model of caree held jointly
Results Based Accountability to agree on outccomes in relation to

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

A

A

RAG Status legend:

- Proposed model approveed by MHAN by
Auggust 2015

Resid
dential addiction se
ervice

- App
proved 2015/16 Actio
on plan initiated by
Sep
ptember 2015
- Ability to measure inter‐‐agency collaborationn
in place
p
by September 20
015; quarterly
reporting thereafter
- Wait lists/times reductioon targets establishedd
d met by June 2016
and

Status Progresss as at 31 Decemb
ber 2015
A Actionss complete. Inter‐aggency measures havve been identified and
a are currently being utilised.
Data reporting structures in place. Analysis to
o be completed in Q3
Q and Q4 2016 to view
or a forensic mental health assessmen
nt over the
changes. Of the 507 people seen in prisons fo
nths to end Decemb
ber 2015, 28.2% weere seen on the sam
me day and 72.2% within
w
5 days.
12 mon
The ave
erage wait time wass 4.2 days – similar to the wait time off 4 days for the 12 months
m
ending September 2015.

Proje
ects:
Adultt forensic services

Keyy risks / issues

Work programm
me on track. Of notte is the developmeent of the forensic inter‐agency collabo
oration measuremeent tool and progreess on
perinatal and infant mental health.

Reducction in wait lists an
nd times for people
e in prisons requirin
ng assessments for forensic
f
services
Increaased access rates to
o youth forensic serrvices in communityy, court liaison and Child, Youth and Family youth justicee residence settings
Increaased access to perin
natal and maternal health services

Project Maanager: Josh Paalmer/Peter Barrnett)

Overaall Programme status:

Key Measures:
M

Key Deliverable:
D
Impro
oved outcomes with
h improved access to
t a range of responsive services with adequate capacityy

Key Objective:
O

Lead: Dr
D Alison Masterrs.

Local Caancer Network meeetings held in WhaD
DHB, HBDHB, TDHB
B and MDHB. Region
nal
cancer planning forum in December
D
2015 bro
ought together the CCN Governance
B executive group leeads. Cancer Consu
umer
Group, Regional FCT Steerring Group and DHB
entatives meetings in November 2015
5.
Represe

Planning continues for Can
ncer Society Kia Oraa e Te Iwi programm
me (living with canccer support
mme) training and delivery
d
in identifieed districts in partneership with Iwi Provviders.
program
CCN seccured a three year contract
c
with the Ministry
M
to provide secretariat supportt to grow Hei
Āhuru Mōwai
M
(National Māori Cancer Leaderrship Aotearoa).

Men
ntal Health and Addiction Services (CEO Sponssor: Julie Patterrson

collaborative groups/Networks

Syste
em integration and
d service
collaboration
- Facilitate communicationns and meetings withh

Can
ncer leadership with national,
n
regional and
d
locaal partners
- Adddress system barriers in cancer care for
Maori
- Impprove breast and cervvical screening
covverage rates for Maori

Maori leadership
- Suppport, facilitate and cooordinate Maori
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A

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Delay in the establishment of
the working group. Group build
has been a priority this quarter
to ensure there is no additional
slippage.
Currently supervision network
exists, but no clinical network.
Expertise from sector has been
sourced to advise the build of
the EDIS clinical network.
Compatibility between different
CR DHBs’ videoconferencing
systems make it difficult to
establish an efficient
connection across the region
for clinical training and info
sharing network operations and

Recruiting potential Working
Group members hampered by
scarcity of specific YAoD
provision in the region. Delays in
AoD/CEP Youth Exemplar
project final reports.

through to arrive at common
business case.
Devolvement of withdrawal
management funding from MoH
to DHBs/region to be factored
into processes and contract
negotiations.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Comprehensive service navigation pathway finalised and being promoted to relevant health
practitioners and services across the region. Nearing completion with Health Pathways of
localising M&P MH Pathway. Packages of Care being developed for Hutt and Wairarapa areas.
Working on platform and parameters to collect/report for after hours service response
coordination service.
Number of direct and indirect contacts broadly similar across the region each quarter to
September 2015; in quarter one there were 345 contacts, over half of which is attributed to

Data measures identified for regional access ‐ analysis by Q4 2015/16 will occur. Working
group has discussed establishment of a Clinical Network. Advice from key people involved in
development of Maternal/Perinatal Clinical Network has been gained to improve development.

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

Youth acute working group established, first meeting to take place in Q3 2015/16. Draft Model
of Care presentation to MHAN date in Q4 2015/16 still planned.

A

RAG Status legend:

- Care pathways mapped by December 2015
- Increased access – quarterly data
- Data collection and summary report for after
hours service response coordination in place
by June 2016

Maternal and perinatal

- Increased access to acute and community
services
- Regional Clinical Network

Eating disorders

- Youth Acute Working Group established by
September 2015
- Draft Model of Care developed and presented
to MHAN by June 2016

Youth acute inpatient model of care

- Working group established by September
2015
- Best practice consultation planning workshop
by December 2015
- Draft model of care and service configuration
by June 2016

Youth AOD

A

Reporting process in place to MHAN. Similar number of young people accessing Youth Forensic
Community and Justice Liaison in the Central Region, as of September 2015, 126 young people
access the service, 67% were Māori.
Links, networking and information gathering with key national leaders in Youth AoD service
development and delivery continuing. One regional forum held earlier this year. Further
workshop is planned for 2016 once working group established. Reports and proposals from
Youth AoD/Co existing Problems Exemplar projects being sourced and plans made to collate
key findings into composite draft model.

Youth Forensic

- Increased access to sustainable forensic
services – particularly community

with MoH and MBIE. Procurement process will be dependent on agreement of business case
and contractual change processes. Full implementation of service model likely to occur in
2016/17, possibly with phased introduction across region.

- Business case developed and approved by
February 2016
- Procurement process completed by June 2016
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A

Meet the Ministry’s heallth targets

Lead: Chris Low
wry.

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

A

PA

RAG Status legend:

plementation of escalation system as
imp

ESPI reporting
r
- Monthly reporting and monitoring
m
and

- Incrreased elective and arranged discharge
volu
umes (and CWDs) meet by end June 2016
- Finaal ESPWP reported deelivered to MoH by
end
d October 2015

NA

Status Progresss as at 31 Decemb
ber 2015
A Reporting on elective case‐‐weights and discharges against targets is provided by CCCDHB and is
d for ESPWP and su
ubmitted to MoH on time. Additional pathways
ongoingg. Report completed
on trackk.
Region exceeded target vo
olume of dischargess by 712 (103.8% off 18,584 target disccharges);
dividual plan YTD att 98.0%, 24 dischargges from planned taarget.
Wairaraapa DHB behind ind
HBDHB was 164 dischargess behind target at end
e November 2015 but has plans in place
p
to
he target by 30 Junee 2016. This includees the engagementt of a locum ENT surrgeon in
meet th
Februarry 2016.
A As at thhe end of Decemberr 2015, 59 people accross the region whho waited greater thhan 4
monthss for their First Speccialist Assessment (EESPI2) – an increasee of 37 as at the end
d of
Septem
mber 2015. Most (64
4.4%) of these patieents were residentss of MidCentral’s disstrict.

Proje
ects:
Electiives reporting

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

PI 5 results for four DHBs
ESP
sho
ow above threshold ‐ with
red status at end Deceember

Keyy risks / issues
YTD
D results to Decemb
ber
sho
owed all DHBs excep
pt
Wairarapa achieving taarget.

Elective Servicess Productivity and Workforce
W
Program
mme completed witth final report subm
mitted to MoH. Plan
n for next six month
hs is being
reviewed. Orthopaedics, ENT and Ophthalmology
O
reggional clinical groups have committed to
t the developmentt of tools for the
pecialist assessments. Central Region not
n achieving targett for ESPI 2 and 5.
prioritisation of referrals for first sp

Increaased volume of elecctive surgery dischaarges across the reggion by June 2016
0% peeople waiting greater than 4 months fo
or a first specialist assessment
a
or an elective surgery procedure
Impro
oved surgical intervvention rates (cataraacts, major joints, cardiac
c
surgery and
d cardiology procedures)

inteegration. Barrier with the
3DH
HB integration of prroject
worrk and resourcing. Working
W
on best solution.

Overaall Programme status:

Key Measures:
M

Project Manager:
M
Jocelyyn Carr)

CCDHB (lower sub‐region).
Wellinggton team provides regional consult‐liaaison – in this quartter particularly to HB
H and
Tairawh
hiti. Videoconferencing service operational across 3DHB, WDHB and MDHB.. Regional by
Januaryy 2016. Video and training resources now
n also available. SharePoint
S
live acro
oss CCDHB,
workingg on external access to regional clinicaal network. E‐Learning Tool under deveelopment.
Quarterrly report to MHAN
N and Te Pou completed and accepted. Challenges are facced
regarding workforce plann
ning that includes access to regional MH&A
M
data. Movingg forward
m other sources. Co
ompletion of final AoD
A residential servvice delivery
data will be requested from
ow likely in 2016 so workforce compon
nent will also be lateer.
plan no

Key Deliverable:
D
Reducce the waiting timees to below four mo
onths

Key Objective:
O

Electtive services (CEEO Sponsor: Kevvin Snee

- Worrkforce development programmes via Te
Pou, Maori health, Regional workforce
proggramme/Training Hub
b and HWNZ

Workkforce
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A

There were
w
197 patients accross the region wh
ho waited greater th
han four months for their
surgicall treatment (ESPI5) – an increase of 143 from the end of September
S
2015. Whanganui,
W
Wairaraapa, Hawke’s Bay an
nd MidCentral DHBs were above threshold ‐ showing red status with
1 percent or higher waitingg greater than four months. Of the pattients whose treatm
ment was
outside of the timeframe, 143 (72.6%) were residents of Hawke’ss Bay or MidCentral districts
utt Valley and Capital and Coast
and 44 (22.3%) were from Whanganui or Wairarapa districts. Hu
had 10 people waiting greaater than four montths at the end of Deecember.
Pathway development on schedule
s
but impleementation is behin
nd schedule.
Orthopaaedics, ENT and Ophthalmology region
nal clinical groups have committed to the
t
develop
pment of tools for the prioritisation of referrals for first sp
pecialist assessmentts.
The orthopaedic tool is com
mpleted and availab
ble for DHB implem
mentation. ENT and
n development.
Ophthalmology tools are in
nolaryngology (ENTT):
Otorhin
Otitis media
m
pathway is in draft and will be reeviewed at the nextt CR ORL Network meeting
m
early
2016.
almology:
Ophtha
Pathway development for cataract patients iss on track. Avastin entry and exit criteria are in
nd have been sent to
t clinical teams forr consultation and feedback.
draft an

Develop a regional respo
onse for Major Trau
uma (Central Region
n Major Trauma Neetwork)

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

PA

NA

Keyy risks / issues

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

The Cen
ntral Region Major Trauma Working Paarty has been estab
blished and meets 3
monthlyy. This consists of leead SMO and senio
or nursing positions within each of the DHBs.
The inittiative to present daata analysis to regio
onal GMs and COOss is progressing. A major
m
trauma work plan is being developed for the next two years. A Central
C
Region Trauma
m
the National
Networrk trauma data colleection form has beeen developed that meets
Minimu
um Data Set and is now
n in use in the reegion’s DHBs. Regisstry training compleeted in

A

RAG Status legend:

A

Status Progresss as at 31 Decemb
ber 2015

Proje
ect:

- Each DHB identifies desiggnated clinical lead b
by
30 August
A
2015
- Roll out patient identification and data
collection system by Octtober 2015
- CR Major Trauma Working Party established
by December
D
2015
- Reggional plan for collection and reporting of

On track. The central region traum
ma network is now well
w established and progressing majo
or trauma work plan
n is being developed.

Proceesses in place to enaable the commence
ement, collation, measurement
m
and reeporting of the full nationally consisten
nt major trauma daataset

plementing clinical pathways
p
Imp
is dependent on individual DHB
pathway prioritisation. Ongoing
disccussions with DHBss/PHOs
regarding prioritisation
n and
ms for
alteernative mechanism
utilising the learnings from
f
the
dual
devvelopment of individ
pathways.

Overaall Programme status:

Key Measure:
M

Key Deliverable:
D
Impro
ove outcomes of maajor trauma

Key Objective:
O

Majo
or Trauma (CEO
O Sponsor: Debb
bie Chin. Lead: Chris
C
Lowry)

Ortho
opaedic, Otorhinolaryngology (ORL)
and Ophthalmology
O
Patthways

required

Page
e 17

28

Reinteegrate hepatitis C sservices into a DHB‐‐led rather than NG
GO‐led model of serrvice delivery acrosss the region

Provid
de a regional servicce

Lead: Dr
D James Entwisle)

Achieved. All heaalth targets, deliverab
bles, milestones have
e been tracking to plan
n.

Partially achieved
d. Health targets have been achieved; som
me indicators, deliveraables, milestones
are not tracking to
t plan but an adequaate resolution plan is in place; more clarificcation is required

PA

Status Progresss as at 31 Decemb
ber 2015

NA

d. One or more healtth targets, indicators, deliverables, milesto
ones have
Not achieved
not been ach
hieved; no adequate resolution
r
is in place; there are delays in
implementattion of the plan

Keyy risks / issues

Work programm
me on track. Variab
ble performance ressults against the inccreased targets for CT and MRI scans.

A

RAG Status legend:

Proje
ects:

A

95% of
o accepted referrals for CT scans and 85% of accepted reeferrals for MRI scans will receive theirr scan within 6 weeeks (42 days)
Agreeed National Patient Flow system changges implemented

Overaall Programme status:

Key Measures:
M

Key Deliverable:
D
Regional picture archivin
ng and communicattions systems (PACSS) and radiology infformation system im
mplemented

Key Objective:
O

Diaggnostic Imaging (CEO Sponsor: A
Ashley Bloomfie
eld

Keyy risks / issues
Duee to delays in the prroject
thee business case is yeet to be
devveloped and will be
dep
pendent on the locaalisation
of tthe pathway and preferred
con
nfiguration of the
com
mmunity support seervices.

Status Progresss as at 31 Decemb
ber 2015
A Project scope and plan devveloped. Project Addvisory Group estabblished and ToR agrreed. The
oning pilot patients back to their general
key area that is delaying progress on transitio
oner is the lack of data
d
from the Hepaatitis Foundation. Access to the data iss being
practitio
sought as a matter of urgeency and the MOH support
s
on this issu
ue is appreciated. The
hange in the deliverable date for the project
p
plan from 31
Ministryy has agreed to a ch
Decemb
ber 2015 to 31 Marrch 2016.

Proje
ect:

- Projject plan for integrateed HepC regional
servvices developed by en
nd of qtr 2
- Heaalth pathway develop
ped between central
region and Hepatitis Fou
undation developed b
by
end
d March 2016
- Imp
plementation prepareed by end June 2016

Underway – sligghtly behind. Changge in the deliverable date for the projeect plan from 31 Deecember 2015 to 31
1 March 2016

Impro
ove access to and uptake of hepatitis C testing, assessment and treatment
Impro
ove health outcomees for people living with hepatitis C

Overaall Programme status:

Key Measures:
M

Key Deliverable:
D
Projecct implementation plan for delivering the regional servicee (led by 3D) establlished by end of Jun
ne 2016

Key Objective:
O

Lead: Allison
A
Hanna

Hepaatitis C (CEO Spo
onsor: Debbie C
Chin.

Project Manager:
M
Sarah Duncan)

November. There is someo
one in each DHB wh
ho can identify patiients that meet majjor
trauma criteria to include on the Registry. Traauma systems and referral guidelines are
d
Workk on the three‐year Regional Major Traauma Plan continuees. The
under development.
Central Region DHBs pilot patient identification and data collecttion system is progrressing.
ompleted to align the
t Central Region DHBs
D
trauma definitions with those ussed in
Work co
NZMTD
D. Data is now beingg collected across th
he region for nation
nally consistent dattaset.

nationally consistent dattaset implemented
from
m December 2015
- Revview base plan by March 2016
- Present data analysis Maarch 2016
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100%
95%
93%

MDHB
WaiDHB
WhaDHB

94%
90%
99%

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Due to the delayed rollout of
CRRAC/NRAC across the region

Continuous delay with the
rollout of RRIS resulted in
milestone not being achieved.
The independent review
commissioned by regional
executives on the RHIP
programme has confirmed
continuation.

Inability to recruit international
Sonographers due to DHB
financial barriers. A possible
solution is to ensure DHBs have
future Sonographer FTE increase
accounted for in local plans.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Implementation of CRRAC in the 3DHBs, specifically the development of documents being
aligned with 3DHB pathways is progressing well. MDHB and HBDHB have chosen to

Milestone to confirm the scope of the governance structure for the Regional Radiology
Information System (RRIS) is not achieved due to the delay in the implementation of RRIS.
Milestone to set up and implement a framework with DHBs to assist with regional health
informatics is not achieved due to the delay with the rollout of RRIS. RRIS phased roll out
commencing with Whanganui DHB scheduled for March 2016. Once implementation starts this
will enable milestones to be achieved.

A regional CT workshop was held with CT Unit Charges to discuss service issues and to agree
priority work. Agreed to piggy‐back on the standardised policies and procedures that 3DHB
has completed. The draft policies and procedures will be shared with the northern DHBs for
CT Unit Charges to consult on by February 2016.
Meetings held between MDHB and CCDHB to discuss the regional Radiology Registrar training
(included HODs and Directors of Training). An "open day" is planned to inform potential
candidates for next year’s selection at CCDHB in February 2016. The Regional Sonography
Workforce Group is progressing with the international recruitment of sonographers to the
region which stemmed from the region’s attendance at the Society of Diagnostic Medical
Sonography (SDMS) conference in Dallas, Texas.

Q2 2015
CCDHB 84%
HVDHB 86%
HBDHB 89%

Achieved. All health targets, deliverables, milestones have been tracking to plan.

PA

MDHB
WaiDHB
WhaDHB

CT scans – national target of 95% of accepted referrals receive their scan within 6 weeks
was achieved by one DHB only.

Q2 2015
CCDHB 43%
HVDHB 82%
HBDHB 43%

MRI scans – national target of 85% of accepted referrals receive their scan within 6 weeks
achieved by three DHBs this quarter.

A

RAG Status legend:

National / Regional radiology access
criteria

service improvement plans

- Oversight of MoH funded DHB radiology

implemented by end September 2015

- Radiology informatics framework

December 2015

- Support roll out of regional RIS by end

RIS maintained

Operations & Governance – RIS/PACS
- Operational structure to manage regionalised

PA

A

Sonography workforce

- Develop regional strategy aligned to national
work including trainee solution with quarterly
workforce benchmarking
- Implement regional strategy from January
2016

A

Performance indicators
‐ CT and MRI scans within 42 days
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PA

A

Quantification of current referrals to the DHB of domicile for radiology imaging is delayed

implement the National Radiology Access Criteria. MDHB has finalised the information for
GPs and expect this to be circulated in January 2016. Once DHBs have fully implemented
NRAC/CRRAC it will be possible to complete the appropriate analysis to determine
cost/benefit analysis and health outcomes achieved.
The initial analysis and information gathering is in progress. The project is on track to complete
an options paper that includes private fixed, public fixed or mobile PET/CT service regional
model by Quarter 4.

Integrate IT services

Timeframe for this report to be
provided is now early 2016.

it is difficult to analyse costs,
volumes and trends.

Achieved. All health targets, deliverables, milestones have been tracking to plan.

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Key risks / issues
Pharmacy services at MDHB will be compromised
when WebPAS goes live if provision is not made to
replace current HOMER functionality. Resources in
the DHBs are required across all three key work
streams ‐ DHBs and TAS are working
collaboratively to mitigate the constraints.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Status Progress as at 31 December 2015
A Data Migration trials completed. Regional and Local configuration activities
on track. Preparations for Functional Test complete. webPAS version 10.07
released by CSC. ED, Theatre Management, Bed Management and Mental
Health modules have been developed and are under review by the PAS
Working Group.

Application build of Clinical Portal – Core and Radiology Information Systems is complete. The Clinical Portal ‐ Enhanced build is currently
65% complete. The Application build of Patient Administration System is currently 45% complete, with data standardisation and data
migration activities now underway for MDHB and WhaDHB. Interim DALR (Data Access & Local Reporting) is 75% complete and on track
to deliver the interim solution ready for WhaDHB go live.

A

RAG Status legend:

Project:
Patient administration system (webPAS)

PA

Completion of Phase 1 CRISP implementation (clinical portal, RIS, WebPAS for 3 DHBs with legacy PASs), based on Revised plan.

Overall Programme status:

Measured by:

Key Deliverable: Standardised, integrated regional clinical portal

Key Objective:

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

considered

- Financial impact/funding implications

by end December 2015

Domicile scanning
- Referrals to/from DHB of domicile quantified

service model by end June 2016

PET/CT project
- Options paper developed for regional PET

across region
- Analysis of data/volumes/trends by end
December 2015

- Monitor implementation of NRAC/CRRAC
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PA

PA

PA

Radiology Information System

Solutions integration

Testing

Achieved. All health targets, deliverables, milestones have been tracking to plan.

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

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

The HL7 messaging between RIS & CP to support
the electronic Radiology Orders is not functioning
as expected. The forecast date of the “CP
Miscellaneous Integration” milestone has moved
out as MOH has not completed the National
Medical Warning solution. This issue has been
escalated within the Ministry. Issues with
duplicate & missing data in the HCP system have
extended the completion date of the “WhaDHB
CP Historical Data Migration” milestone.
Issues with duplicate and missing data in the
HCP system have extended the completion date
of the “WhaDHB RIS Data Validation”
milestone. The HL7 messaging between RIS &
CP to support the electronic Radiology Orders is
not functioning as expected. A RIS Workflow
Process document is causing a significant
amount of discussion to enable a Regional
agreed approach. The RRIS Working Group has
agreed to base a regional document on the
WhaDHB document that is being created.
Data integrity issues with some of the DHB data
has resulted in a rework of the data migration for
HCP. This has resulted in a delay to the phase 0
production implementation.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

System Integration Testing scenarios have been completed. The majority of
the change required for the Whanganui component (spoke) has been
completed and integration testing progressing. HCP Application to maintain
a unique practitioner record across the region has completed development
with the analysis of data duplication.
Security testing in relation to CP, RIS and External Network Vulnerability
Scan was completed. System Integration Testing (SIT) has been completed,
and met the milestone “All SIT tests executed” by December 2015. Final
High availability and Performance testing in Prod now completed.
Application Security report completed and mitigations in place.

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

Final High availability and Performance testing in Prod now completed.
Application Security report completed and mitigation in place. Orion Health
providing resolution of all identified defects to support testing milestones.
WHADHB Data Migration: Migration of historical records progressing well.
Demographic records and medical documents completed 30%. Schedule of
data to be migrated changed to enable regional data in the HCP system to be
re‐migrated.

A

RAG Status legend:

A

Clinical portal – Core
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Sustainable and fit for purpose health workforce

Lead: Roy Pryer

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Ability to recruit international
Sonographers due to financial
barriers. A possible solution is to
ensure that DHBs have future

.

Key risks / issues

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Training Needs Analysis of cultural responsiveness training continues
Plans established for pilot evaluation for Maori capability programme. Plans currently in place
for initial evaluation of Māori Capability Programme.
Sonography: Work continues on development of regional strategy aligned to national work.
Echocardiography: Regional plan currently being developed based on findings of Q1.
Specialist nurses (colonoscopy): Scope and identification of nursing workforce initiatives
underway. Region benchmarked for undertaking Post Graduate (PG) qualification (3 nurses

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

Pacific DHB nursing and midwifery workforce identified
Benchmarking continues of current Māori and Pacific workforce with agreed recruitment
targets.

RMO career pathway planning and support aligned with MCNZ guidelines continued.

A
A

Scoping continues of professional postgraduate study with associated Te Pou funding.

Midwifery Professional Support model developed and implemented.
Stocktake of midwifery workforce commenced in conjunction with Strategic Workforce
Services.

A

A

Status Progress as at 31 December 2015
A PHO contacts being established – networking continues. Identified DHBs with existing access
for primary.

Health Workforce Development milestones are tracking to plan.

Project Manager: Nicola Smith)

A

RAG Status legend:

- Develop a sustainable Echocardiography

plan

Vulnerable workforce
- Implement regional Sonography workforce

(supported by regional GMsHR)

Culturally responsive workforce
- Develop a culturally aware workforce

(supported by GMsHR)

- Increase workforce regionally in health

health workforce

Maori and Pacific workforce
- Increase sustainability and resilience of Pacific

workforce

Allied Health Technical and Scientific
graduate workforce
- Establish AHTS new graduate framework
Medical workforce
- Improve sustainability and resiliency of

planning, leadership and ageing workforce

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

primary services within health sector

Projects:
e‐learning shared content
- Explore sharing content across identified

A

Milestones of each plan achieved as planned

Overall Programme status:

Key Measure:

Key Deliverable: Adequate recruitment and retention of identified health groups

Key Objective:

Workforce (CEO Sponsor: Julie Patterson.
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Achieved. All health targets, deliverables, milestones have been tracking to plan.

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

A

NA

Sonographer FTE increase
accounted for in local plans.
Echocardiographers: DHBs have
not been able to take on
trainees for next year. This is
attributed to financial
constraints and lack of
supervision. It is likely that as
the region adopts the
echocardiography guidelines
greater impetus for DHBs to
recruit trainees in the future
may be engendered.

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

due to complete in 2017/18).
Advanced nursing practice: Current benchmarking of roles in conjunction with validation of
CNS role using ‘Strong’ model. Regional job standardisation of CNS roles has commenced
across the region to align role content and expectation. Project plans required by each DHB
(CCDHB developed project plan for consideration by other DHBs). Union engagement required
once plans approved.
Palliative care SMOs: Palliative care SMO workforce status reviewed. Regional plan to increase
HWNZ regional training volumes. Plan implemented with the first of three proposed new
trainee positions commencing in December 2015.
Allied health assistant/Kaiawhina: Continue to participate in national initiatives in formulating
the national and regional unregulated workforce training structure (Kaiawhina project).
Further work being undertaken to develop and embed AHA programme in central region in five
out of six DHBs.
ACP training: Region working towards increasing L1 and L2 training in identified areas with
professional leads and regional ACP reference group. Two regional L2 ACP courses scheduled
early 2016.
Mental Health and Addictions: Quarterly report to MHAN and Te Pou with identified
workforce requirements for updated service delivery models completed. Regional
workforce plans completed for Youth Forensic And Eating Disorders. Delivery of Pasifika
training for NGO and DHB. Delivery of Youth CEP training. Sub Regional development to
create economy of scale for MH&A Nurse Educators.
Nursing: Development of forum undertaken for nurse leaders for Maori and Pacific.
Allied Health: Development continues of allied health career pathway with regional scope.
Work commenced on development of Learning and Development framework for AHP (with
training packages) planned rollout Q4.
Medicine: Scoping commenced on identifying leadership training within region
Leadership: National Leadership domains endorsed by National CEs in October

A

RAG Status legend:

- Nursing: Increase nurse leaders with emphasis
on Māori and Pacific
- Allied Health: AHTS career pathways available
- Medicine: Ensure effective leadership
- Leadership: Support regional alignment with
national domains

Regional collaboration – clinical leadership

workforce plan

- Implement 2015 Mental Health and Addictions

in identified high need priority areas

- Increase Advance Care Planning (ACP) training

Health Assistant / Kaiawhina programme

- Support national project and regional Allied

SMO workforce

- Increase and improve resilience of palliative

practice nursing workforce

- Support the development of the advanced

colonoscopies

- Specialist nurses are available to perform

workforce
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Good quality, safe health services

Project Manager: Melanie Helbick)

Partially achieved. Health targets have been achieved; some indicators, deliverables, milestones
are not tracking to plan but an adequate resolution plan is in place; more clarification is required

PA

NA

Not achieved. One or more health targets, indicators, deliverables, milestones have
not been achieved; no adequate resolution is in place; there are delays in
implementation of the plan

Lead DONs have established work on a collaborative methodology to be utilised.

Central region has agreed to standardise clinical management and incident policies across the
region.

Agreed escalation process for orange flag issues to be discussed by the group and escalated to
REC when necessary.

Achieved. All health targets, deliverables, milestones have been tracking to plan.

A

A

A

A

RAG Status legend:

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

Regional improvement programme
- Implement regional improvement programme

safety reporting mechanisms and develop a
patient safety and quality network that learns
from each other.

Primary & secondary reporting
mechanisms
- Improve primary and secondary quality and

Health Quality and Safety Commission
initiatives

HQSC national initiatives
- Ensure central region readiness for national

quality framework across primary and
secondary sector.

Key risks / issues

Programme of work is tracking to plan. Work continues on strengthening relationships with the central region Clinical Governance
Boards. Agreement made in the central region to standardise clinical management and incident polices.

Projects:
Status Progress as at 31 December 2015
Clinical governance and quality
A Working on building and strengthening relationships with the central region Clinical
improvement framework
Governance Boards. The challenge is broadening non DHB Clinical Boards in the region
- Develop a region wide clinical governance and

A

Reducing patient harm
Incorporating the ‘Equity of Health Care for Maori Framework’
Involving patients/whanau/consumers in patient safety and quality
Quality and safety markers (HQSC)
Uptake of Patient Safety Campaign

Overall Programme status:

Key measures:

Key Deliverable: The Triple Aim informs quality and safety of health services

Key Objective:

Quality and Safety (CEO Sponsor: Julie Patterson.
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36
TO Community & Public Health Advisory
Committee
Hospital Advisory Committee
FROM Vivienne Ayres
Manager
DHB Planning and Accountability
DATE
SUBJECT

1

MEMORANDUM

29 February 2016
2016/17 REGIONAL SERVICE PLAN DEVELOPMENT OF DRAFT 1

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

It was anticipated that by now Central TAS would have provided a Draft 2016/17 Regional
Service Plan (RSP) for consideration. Central TAS has advised that there is a delay in the
RSP in order to incorporate feedback from the Central region Chief Executives on a working
draft presented to them in early February. They asked for a revised approach with fewer
high impact projects, more attention to the implications for change (including cost) and
greater clarity about how the projects would make a difference. The strategic section of the
RSP was also incomplete at that stage.
The next iteration of the draft of the RSP is to be considered by the Chief Executives in early
March. Redrafting will not be completed until mid-March, at which stage it will be
available to DHB Boards. This will be the same version that is to be submitted to the
Ministry of Health on 31st March – with the caveat that the draft RSP has not yet received
endorsements from the DHB Boards. Feedback from the DHB Boards will be considered as
part of the next iteration to be prepared following the review process in April.
3

Next Steps

It is expected that the draft RSP will be tabled at the 4th April 2016 Board meeting, noting
that it remains draft and subject to the review process by the Ministry of Health during
April. Feedback and changes to the draft RSP will occur during May.
4

Recommendation

It is recommended:
that this report be received
Vivienne Ayres
Manager, DHB Planning and Accountability
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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

08 March 2016
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE
MEASURES – REPORT FOR QUARTER 2, 2015/16

Purpose

MEMORANDUM

To provide the Committees with a consolidated report of the Non-Financial Performance
Monitoring Framework and Performance Measures (including Health Targets and
reporting requirements of Crown Funding Agreement variations) relating to the second
quarter of 2015/16, as provided to the Ministry of Health. A summary report of the
performance results is also included.
This report is for members’ information – no decision is required.
2

Summary

Attached to this memorandum is a summary of results for all the health targets,
performance measures and Crown Funding Agreement (CFA) Variation reporting items
completed for quarter two of the 2015/16 year. The performance rating for each of them
following assessment by the Ministry of Health is included in the summary; each
deliverable has defined criteria for these assessments.
Of the 53 performance measures/deliverables (including 11 CFA variation reports), 45
(85 percent) were rated as “achieved”, “outstanding” or “satisfactory” and the remaining
8 (15 percent) were “partially achieved”.
2.1





Health targets
The target for Shorter Stays in the Emergency Department was just short of target
this quarter (94.3 percent), which was nonetheless a significantly improved result
compared to the same quarter of previous years.
The target volume of elective surgery discharges was achieved with 101.1 percent of
planned volumes delivered over the quarter – 42 discharges ahead of target.
The target immunisation coverage rate for 8 month old infants was again achieved
(96.1 percent).
The Faster cancer treatment - 62 day indicator - was below target this quarter at 81
percent, although target was achieved in both November and December.

Copy to:

Strategy, Planning and Performance
MidCentral District Health Board
Board Office, Heretaunga Street
PO Box 2056
Palmerston North 4440
Phone: +64 (6) 350 8928

38

Page 2 of 3





The target was again achieved for eligible people who have had their risk for
cardiovascular disease assessed in the last five years, at 90.5 percent.
The primary component of better help quit smoking increased further to 88.5
percent of eligible enrolled adults.
The targets for the hospital-based and maternity components of better help to quit
smoking continue to be achieved.

2.2

Policy Priorities and Developmental Measures

The assessment of performance identified 19 (86 percent) of the 22 performance
measures and deliverables for this dimension as achieved this quarter. Improvement
actions to support achievement of the performance expectations or targets are in place
for the remaining three measures that were partially achieved:




The 95 percent target for people waiting less than 42 days for a CT scan was again
partially achieved, with a result that continued to be just above 93 percent each
month, with higher volume of referrals noted since July 2015.
Transition planning for young people discharged from specialist child and adolescent
mental health and addiction services improved considerably over this quarter but
still below target at 79 percent.
Non-urgent wait times for mental health services continue to be below targets
predominantly for the three-week timeframe (76 percent); the eight-week wait was
met for 94 percent of the clients referred. The wait times for Alcohol and Drug
services – both NGO and DHB providers – were achieved this quarter.

2.3

System Integration

Two of the four deliverables for this performance dimension were achieved – the
standardised intervention rates (two of three) and service coverage schedule
expectations The latter included one-off information requests pertaining to sharps
disposal, co-payment arrangements for dental reconstruction following oral cancer
surgery, suicide prevention plan actions to be reported this year, and, confirmation of
meeting requirements of the national spinal cord impairment action plan.


The cervical screening three year coverage rate for women aged 25 to 69 years
continues to be below the 80 percent national target (76 percent), although
marginally improved over the quarter, with even lower rates seen for Māori, Pacific
and Asian women.



The overall assessment against the 13 programmes for the Regional Service Plan
attracted a partial achievement rating – see separate report on progress.

2.4

Ownership, Outputs and Developmental

Performance expectations against all eight deliverables were met this quarter, with
notable improvement in the reduction of NHI errors causing duplication. Data
collection and reporting commenced against the new health target for childhood obesity
(to commence from 01 July 2016) was initiated this quarter as a developmental measure.
Initial data indicates MidCentral’s referral rates to be higher than the national average
for the year to September 2015 (40 percent of 128 children identified as meeting criteria
for obesity referred compared to 20 percent referral rate nationally). Data integrity and
definition issues continue to be addressed together with the Ministry of Health.
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2.5

Crown Funding Agreement Variation reports

Expectations for the eleven Crown Funding Agreement Variation reports submitted this
quarter were all met.
The full Non Financial Performance Report for quarter two, as attached, consolidates all
the reporting items, performance measures and deliverables against the agreed Annual
Plan priorities and initiatives as part of the accountability framework and includes
commentary on actions to improve performance where required.
3

Recommendation

It is recommended:
that this report be received

Vivienne Ayres
Manager, DHB Planning and Accountability
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ATTACHMENT 1

2015/16 QUARTER 2 (October -December): SUMMARY REPORT OF RESULTS
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE MEASURES
HEALTH TARGETS
HT: Shorter stays in the
Emergency Department

MoH
Assessment
100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
Qtr 1

HT: Improved access to
elective surgery

Qtr 2
2015/16
Target

Qtr 3

Qtr 4
2014/15

8000
7000
6000
5000
4000
3000
2000
1000
0
Qtr 1
Qtr 2
Actual

94.3% (10,146) of 10,759
presentations to ED admitted,
transferred or discharged within 6
hours. There continues to be a high
number of ED presentations,
anaylsis underway to identify
particicular drivers of the increase
in presentations.

Q1

Partially
achieved

Q2

Partially
achieved

101.1% (3,954) of 3,912 planned
volumes delivered – target
achieved.

Q1

Partially
achieved

Q2

Achieved

Qtr 2
2015/16

Qtr 3

Qtr 4
Target

100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
Qtr 1

Qtr 2

Qtr 3

Immunised on time

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

Q4

80.4% (37) of 46 patients had their Q1
first treatment within 62 days. A
small drop in numbers is noted for Q2
December. Results compare
favourably with the national results Q3
year to date (Published results each

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
Qtr 1

HT: Increased
immunisation
(at 8 months of age)

Q4

Q3

Qtr 3
Qtr 4
Cumulative Target

(Note change in definition to include arranged
surgical admissions)

HT: Faster cancer
treatment
(62 day indicator)

Q3

Qtr 4
Target

Partially
achieved

quarter show a 6-month period due to
relatively small numbers; 82.8% for this
period).

Q4

Target achieved. 96.1% (468) of
487 eligible 8 month old infants
were fully immunised on time.
Rates for Māori below target at
93.7% (178) of 190 eligible infants.
Target rates for all other ethnicity
groups being achieved.

Q1

Achieved

Q2

Achieved

Q3
Q4

Target has been achieved again this Q1
quarter. 90.5% (43,482) of 48,062
Q2
eligible adults have had their
CVDRA, but rates for Māori and
Pacific remain below target.
Q3

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

Partially
achieved

Achieved
Achieved

Qtr 3 14/15 Qtr 4 14/15 Qtr 1 15/16 Qtr 2 15/16
Maori
Total

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

Pacific
Target

100%
95%
90%
85%
80%
75%
70%
65%
60%
55%
50%
Qtr 1

Qtr 2

Secondary Actual
Secondary Target

Q4

Other

Qtr 3

Qtr 4

Primary Actual
Primary Target

(Note change in definition for Primary
component)

i. Hospital: 96.9% (1,114) of
1,150 patients offered advice and
help to quit
ii. Maternity: 93.8% (60) of 64
pregnant women identifying as
smokers offered advice and help to
quit
iii. Primary: 88.5% (19,747) of
22,309 PHO enrolled smokers
offered advice and help to quit
over the last 15 months – improved
result (by 1.8%)

Q1 i Achieved
ii Achieved
iii Partially
achieved
Q2 i Achieved
ii Achieved
iii Partially
achieved
Q3 i
ii
iii
Q4 i
ii
iii
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ATTACHMENT 1

POLICY PRIORITIES
PP6: Improving the
health status of people
with severe mental
illness through improved
access
PP7: Improving mental
health services using
transition / discharge
planning (0-19 yrs) and
employment status of
clients with long term
illness

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

MoH
Assessment
Percentage of projected population
seen on average, per year, by age
group: 12 months - 01 October 2014 to
30 September 2015
Age Gp Maori
Other
Total
0-19
3.6%
3.9%
3.8%
20-64
6.9%
3.9%
4.4%
65+
1.0%
0.6%
0.6%
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Qtr 1
Qtr 2
2014/15

Qtr 3
2015/16

79.2% (410) of 518 discharges had a
transition/ discharge plan.

Q1

Partially
achieved

Improvements are now evident in
the significantly increased results
shown over this quarter compared
to previous periods

Q2

Partially
achieved

Q4

Q3
Q4

Alcohol & Drug

< 3 weeks
< 8 weeks
< 3 weeks Target
< 8 weeks Target

PP10: Mean DMFT score
for Year 8 children

Achieved

Target

Q2 Q3 Q4 Q1 Q2 Q3 Q4

Mental Health

Q2

Qtr 4

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

Annual targets continue to be
achieved. Of the 6,211 clients seen
over this period, 26% (1,606) were
seen by both DHB and NGO
providers.

12 months to 30 September 2015.

Q1

Waiting times for referrals have
slightly improved in the past 4-6
months.

Partially
achieved

Q2

Partially
achieved

75.5% (466) of 617 MH clients seen
within 3 weeks and 94.2% (581)
within 8 weeks – below targets,
particularly referrals seen within 3
weeks
82.9% (92) of 111 AOD clients
(including NGOs) seen within 3
weeks and 96.4% (107) within 8
weeks – targets achieved

Q3

Q4

2014 calendar year result - achieved. Q3

2.50
2.00

2012

1.50

Not reported this quarter.

2013

1.00

2014

0.50
0.00
Maori

PP11: Caries free
children at aged 5 years

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

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

Pacific

Other

Total

2014 calendar year result – not
achieved.
2012

Q3

Not reported this quarter.

2013
2014
Maori

Pacific

Other

Total

2014 calendar year result – partially
achieved.

90%
88%
86%
84%
82%
80%
78%
76%
74%
72%
70%

Q4

Not reported this quarter.

2009 2010 2011 2012 2013 2014
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ATTACHMENT 1
2014 calendar year result –
achieved.

PP13: Preschool and
primary school
enrolments

PP20: Improved
management of long
term conditions
-

-

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

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

Not reported this quarter.

Targets

Q1

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

4.7% 7.5%

Q2

Q3

Q4

79.7% 79.3%

iii. Stroke – Targets for stroke and
thrombolysis have been achieved.

98.5% 98.2%
N/a

66%

100%
98%
96%
94%
92%
90%
88%
86%
84%
82%
80%
Qtr 2

2 yrs old
2yr old Target

Qtr 3

Qtr 4
5 yrs old
5yr old Target

HPV immunisation is measured annually in
quarter 4 only.

PP23: Improving wrap
around services – Health
of Older People

i. LTC –Milestones and measures for Q1 i
ii
annual plan on track
ii. ACS – Both indicator results
continue to meet targets

82.4% 90.6%

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

Qtr 1

PP22: Improving system
integration

Q3

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

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

iv. Diabetes management (DCIPs) –
Percentage of people living with
diabetes and an HbA1c
64mmol/mol has remained static
over the last 2 quarters at 66%.

iii

Achieved
Achieved
Partially
achieved
Achieved
Achieved
Achieved
Achieved
Achieved

iv
Q2 i
ii
iii
iv
Q3 i
ii
iii
iv
Q4 i
ii
iii
iv
Q1 Achieved

Targets have been achieved for the
24 month and for the 5 year old
children. 95.1% (523) of 550 eligible Q2
two year old children immunised on
time. 93.7% (536) of 572 five year
Q3
old children immunised on time.
Target rates for Māori and Pacific
children also achieved for both
Q4
milestone ages.

Achieved

Good progress on large array of
projects covering “system
integration” as part of Annual Plan
deliverables. Some planned actions
have been completed or are on
track, others are behind schedule
and a few have been deferred due
to financial position; these are now
deferred to consider with 2016/17
annual planning and budgeting
round.

Q1

Achieved

Q2

Achieved

Dementia care pathways- Achieved

Q1

Achieved

InterRAI- Partially achieved.
Packages of temporary support used
Q2
as a buffer between services when
there is delay getting to an
assessment.

Achieved

Community support for older
people- Achieved
Community specialist HOPAchieved

Q3

Q4

Q3

Q4

The Fracture Liaison Service Partially achieved – delayed start
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PP24: Improving waiting
times – Cancer MDMs

PP25: Prime Minister’s
Youth Mental Health
project

Report on progress delivering
improved functionality and
coverage of MDMs based on actions
and milestones identified in the
Annual Plan and regionally agreed
actions using allocated funds

No significant changes, continuing
to meet the requirements for
MDMs. Feedback provided into
the Cancer Health Information
Strategy work.

Q2

Achieved

Quarterly progress reports against
School Based Health Services
(SBHS), Youth Primary Mental
Health and Responsiveness of
primary care to youth

On track. Decile 1-3 secondary
schools, alternative education
facilities and teen parent settings
have registered nurses working
onsite providing nursing services
and HEADSSs assessments.
Improvement actions being
undertaken in line with Youth
Health Care in Secondary Schools
improvement framework. The
Youth Wellness Advisory Group
continuing to support improved
services for young people with the
progress of a Youth Health app.

Q1

Achieved

Q2

Achieved

Q1

Achieved

Q2

Achieved

Q4

Q3

Q4

PP26: Rising to the
Challenge: The Mental
Health and Addictions
Service Development
Plan

Report on status and progress of
quarterly milestones for a minimum
of eight actions against the goals of
the RTC SDP to be completed in the
2015/16 year

Reporting template submitted. All
planned projects aligned to the
goals of the Service Development
Plan are on track or completed.

PP27: Delivery of the
Children’s Action Plan

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

Milestones continue to progress.
Innovation Hub group formed and
mechanism in place for General
Practice to claim for Children’s
team families if required. Disability
pathway and MDT approach to
manage children with complex
disabilities, including regional and
inter-agency components will be
reprioritised in the 2016/17 annual
plan due to the current financial
status of the DHB.

Q1

Achieved

Q2

Achieved

There have been no new
rheumatic fever cases during Q2
2015/2016

Q1

Achieved

Q2

Achieved

PP28: Reducing
Rheumatic Fever

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

Q3
Q4

Q3

Q4

Q3
Q4

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

2015/16 Targets
95% CT ≤ 42 days
85% MRI ≤ 42 days
95% elective coronary
angiography ≤ 90 days
Colonoscopy
75% urgent ≤ 14 days
65% diagnostic ≤ 42 days
65% surveillance ≤ 84
days

Q1
93.5%
100%
97.1%

Q2
93.0%
100%
100%

Targets for waiting times across all Q1 i
ii
modalities consistently achieved
iii
each month over the quarter,

Q1
100%
97.2%
98.8%

Q2
96.3%
94.5%
89.2%

i. Coronary angiography – target
ii
met
iii
ii. Colonoscopy – all targets met
iii. CT / MRI scans. Just over 93% Q3 i
each month for CT scans ii
strategies in place to achieve the
iii
new 95% target. Higher volume of Q4 i
referrals noted since July 2015.
ii
MRI wait times continue to be
iii
achieved.

except for CT scans.

Q2 i

Achieved
Achieved
Partially
achieved
Achieved
Achieved
Partially
achieved
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PP30:
A: Faster cancer
treatment
- 31 day indicator
B: Shorter waits for
cancer treatment
- radiotherapy and
chemotherapy

100.0%
98.0%
96.0%
94.0%
92.0%
90.0%
88.0%
86.0%
84.0%
82.0%
80.0%
78.0%
76.0%

Faster cancer treatment - 31 day indicator

Qtr 1

Qtr 2

Qtr 3

Qtr 4

Within 31 days

Target

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

Q1

Q2

100% 100%

A: 31-day indicator – Achieved
89.8% (150) of 167 patients with a
confirmed diagnosis of cancer
received their first treatment
within 31 days of decision to treat.
(Six month result Jul-Dec 2015 at
91.5%)
B: Radiotherapy/chemotherapy
within 4 weeks: continuing to
achieve target wait times – no
delays due to facility constraints

SI3: Ensuring delivery of
Service Coverage

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

Achieved

Q2

Achieved

Q3

Q4

MoH
Assessment

SYSTEM INTEGRATION
SI2: Delivery of the
Regional Services Plan

Q1

Progress report against initiatives
outlined in the RSP – compiled by
TAS on behalf of the DHBs

Meeting service coverage
expectations and resolving any
service gaps

35
30
25
20
15
10
5
0
13/14 13/14 13/14 13/14 14/15 14/15 14/15 14/15 15/16 15/16
Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2 Qtr3 Qtr4 Qtr1 Qtr2

Cardiac surgery
Angioplasty

Angiography

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

Most projects within the 13
programmes tracking to plan
against milestones. A number of
the performance indicator results
however are not achieving target
as a region. DHBs working through
next steps for Regional Informatics
Programme. Refer separate
progress report

Q1

Partially
achieved

Q2

Partially
achieved

No service coverage issues
identified. Confirmation reports
provided regarding sharps disposal,
oral health co-payment policies for
dental reconstruction following
oral cancer surgery, Suicide
Prevention Plan and Spinal Cord
Impairment Action Plan

Q2

The standardised intervention
rates for cardiac surgery and
angiography procedures improved
over the 12 months to September
2015, and not significantly different
from the national target rate.
Intervention rates for angioplasty
continue to be significantly below
the national targets.

Q1

Partially
achieved

Q2

Achieved

Q3
Q4
Achieved

Q4

Q3

Q4

S15: Delivery of Whanau
Ora

SI6: Cervical Screening
- three year coverage
rate for women aged 25
to 69 years

Progress with Whanau Ora
Provider Collectives, steps towards
improving service delivery, and
building of mature providers.

90%
85%
80%
75%
70%
65%
60%
55%
50%
Qtr 1
Maori
Other

Qtr 2

Qtr 3
Pacific
Total

Qtr 4
Asian
Target

Not reported this quarter.

Q4

Actions outlined in the Cervical
Screening Action Plan underway.

Q1

Partially
achieved

Three year coverage rate for
cervical screening remains below
target at 75.6% (31,911) of 42,214
eligible women. Rates for Maori,
Pacific and Asian women remain
lower than the rate for Other
women.

Q2

Partially
achieved

Q3
Q4
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MoH
Assessment

OWNERSHIP
OS3: Inpatient average
length of stay
- acute
- elective

3.5
3.0
2.5
2.0
1.5
1.0
0.5
0.0
Q1

Q2

Q3

Q4

Acute ALOS

Acute Target

Elective ALOS

Elective Target

Note change in methodology for measuring
ALOS.

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

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

12 months to 30 September 2015
Standardised ALOS:
i. Acute:
2.75
ii. Elective: 1.70
Acute ALOS reduced by 0.08 days
compared to baseline rate and was
within target, although it was
above the national rate (2.58 days).
Elective ALOS shows a small
reduction of 0.04 from the baseline
rate with improvements to attain
the expected target reduction but
above the national average (1.62).

Q1

i Achieved

Q2

ii Partially
achieved
i Achieved

Not reported this quarter.

Q1

Not reported

Q2

Not reported

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

All ages

i
ii

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

Q4

Aged 75+ Target

Q1

Q2

4.83%
0.15%
0.15%
97.23%
96.9%
92.63%
33.87%
A

0.83%
0.15%
0.76%
96.65%
98.6%
86.1%
33.4%
A

O
O
A
P
A
A
N

Two measures noted as
‘outstanding’; notable reduction in
NHI errors causing duplication.

Q1

Seven records short of an achieved
rating for NBRS matches.

Q2

As previously noted, there was a
delay in reconciling and submitting
NNPAC data due to staff changes –
expected to return to being back on
track over next quarter.

i. Achieved
ii. Achieved
iii. Achieved
i.Outstanding
ii. Achieved
iii. Achieved

Q3

Q4

MoH
Assessment

OUTPUT
Mental health and
addictions price volume
schedule

ii
Q4

All ages Target

Aged 75+

iii

i

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

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

ii Achieved
Q3

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

Occupancy of acute beddays was
20.5% (338.5) higher than purchased
available beddays this quarter. The
inpatient unit continued to manage
throughput from the High Needs
Unit to the acute part of the unit,
but this put pressure on the acute
bed state. Community placement
issues contributing to higher acute
bed utilisation through longer
individual LOS. Four additional
community transition placements
(beds) for high support needs clients
are being well utilised.

Q1

Achieved

Q2

Achieved

Q3

Q4
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MoH
Assessment

DEVELOPMENTAL MEASURES
DV4: Improving patient
experience

Quarterly survey of inpatients
experience across four domains,
using the new national survey tool:
1) Communication
2) Partnership
3) Coordination
4) Physical & emotional needs
Q2
Score out of 10
Domain Average
National Ave
1
8.6
2
8.7
3
8.8
4
8.9

DV5: Childhood Obesity
Health Target
Development

Percentage of children who had a B4SC
and identified as obese and referred to
relevant service
01March to 30 September 2015
Maori
Other
Total
30%
47%
40%
Dep1
67%

Dep2
41%

Dep3
42%

Dep4 Dep5
23% 45%

*classification of obese is a BMI ≥ 98th
percentile

Results not available from external
provider at time of reporting. Raw
results for the November survey
show improvements in all four
domains.

Q1

Achieved

Q2

Achieved

The overall response rate was
Q3
around 45 percent of the 400
surveys sent – the majority of which
were postal (rather than e-mail).
Q4
This is consistent with previous
survey responses.
Q2
Data collection and reporting
commenced this quarter. Reported
rates for MidCentral show much
higher referral rate than national
average. Data integrity and
Q3
definitions being reviewed and
refreshed by MoH as development
progresses. Discussions underway
to manage the new childhood
Q4
obesity target using the B4SC
programme. The new childhood
obesity health target will commence
from 1 July 2016

MoH
Assessment

CROWN FUNDING AGREEMENT VARIATIONS
Before school check
funding

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

The quarter two target has been
achieved. 1,024 (50%) of total
eligible children have had their B4
School Check year to date.

Total

Establishment of green
prescription initiative

Q1

Achieved

Q2

Achieved

Q3
Qtr 1 YTD Qtr 2 YTD Qtr 3 YTD Qtr 4 YTD

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

Achieved

Q2 YTD
CWDs
FSAs
NAPs
Cmty Tests

High Dep

% delivery
of plan
100%
117.2%
104.6%
146.8%

YTD
target
4,675
10,909
2,852
17,097

ESPI 2 status* 0.8%
-38
ESPI 5 status* 5.0%
-87
* As at end December (report run date 01
February 2016)

Referrals
YTD
Adult services 665
Active families 103

Q4

Target

Annual
target
1488
50

Electives and ambulatory initiative
volumes all ahead of year to date
targets.
Data for end December shows 87
patients given a commitment to
treatment but not treated within
the required timeframes (ESPI 5);
– recovery plan underway

Q1

Achieved

Q2

Achieved

Q3

(Assessment rating refers to the
Electives and Ambulatory initiative for
the CFA only)

Q4

Referrals for Active families
programme well ahead of target.
Participants of both programmes
continue to demonstrate
improvements in their health and
physical activity levels.

Q1

Achieved

Q2

Achieved

Q3
Q4
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Well child/tamariki ora
services

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

2014/15
1,468
1,455
1,409
1,402

2015/16
1,411
1,449

Consistent volumes each quarter
and contact volumes as expected.
The Ministry is currently reviewing
the data and reporting
requirements for postnatal
depression and family violence
advice and interventions at
contact visits

Q1

Achieved

Q2

Achieved

Q3
Q4
Q1

Achieved

Q2

Achieved

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

Submitted as required. Low
volumes.

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

Monitoring report against
commitments for investment

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

Q2

Appoint cancer nurse
coordinators

Confirmation of appointments and
service requirements being met

All requirements have been met
with regards to these roles. There
continues to be 1.5 FTE in cancer
nurse coordination with roles
working across respiratory and
gynaecology.

Q2

Disability Support
Services (DSS) Increase
in Funding

Q3
Q4
Achieved

Q4
Achieved

Q4

Appoint cancer
psychological and social
support workers

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

On track with this priority with the
appointment of two social work
positions (one advanced) in late
2015.

Q1

Achieved

Q2

Achieved

Appoint regional cancer
centre clinical
psychologists

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

This priority is met and is
becoming increasingly wellestablished regionally and locally.

Q1

Achieved

Q2

Achieved

National Patient Flow

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

Not reported this quarter

Q1

Immunisation
Coordination Service

Confirmation statement that service
is in accordance with CFA Variation
agreement

Immunisation Coordination
Service contract has been
delivered as per Ministry of Health
Service Specification

Q2

Achieved

National Immunisation
Register (NIR) Ongoing
Administration Services

Confirmation statement that service
is in accordance with CFA Variation
agreement

NIR Ongoing Administration
Services contract has been
delivered as per Ministry of Health
Service Specification

Q2

Achieved

Q4

Q4
Achieved

Q3
Q4
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Health Targets
Shorter Stays in Emergency Departments
95% of patients will be admitted, discharged, or transferred from an Emergency Department (ED)
within 6 hours

2015/16
Quarter 1
Quarter 2
Quarter 3
Quarter 4

Number of patient
presentations to the
ED with an ED
length of stay less
than six hours
10,752
10,146

Quarter 2, by month
LOS < 6 hours
Total ED presentations
Percentage

Number of patient
presentations to the
ED

October
3,400
3,625
93.8%

11,564
10,759

% of patient events
admitted,
discharged or
transferred from ED
within 6 hours
93.0%
94.3%

November
3,352
3,540
94.7%

December
3,394
3,594
94.4%

Variance from 95%
Target

-2%
-0.7%

Quarter 2 Total
10,146
10,759
94.3%

Comment on volumes
and results

It was forecast that the volume of ED presentations and hospital
admissions at MidCentral Health would decrease toward the end of the
second quarter and into the third quarter, following a similar pattern to
nd
previous years. While there were 805 fewer attendances over the 2
quarter compared to quarter 1, the volume continues to show an overall
average increase of around 10% each month since July 2015, which is
contrary to previous years when the growth in attendances had slowed
considerably. Further investigation into the growth in ED attendances is
being undertaken.
Although there was an overall improvement in ED lengths of stay over
November and December relative to the first quarter the result was just
short of target.

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

A ‘summer plan’ was initiated to better match available bed and nursing
staff resources with the forecast acute presentations over quarters 2 and
3. It was expected that this strategy would also help with improving the
current financial position, supporting more staff to take leave, and to
enabling the organisation to be in a stronger position in readiness for the
demands of the 2016 winter period.
Across the adult acute and rehabilitation wards there was an 11% (28
beds) reduction in the available beds. Patient flow processes, such as
changing the use of one surgical ward into a 24-48 hour short stay ward
and the use of Women’s Health clinical specialist nurses in the general
surgical wards to assist with the care and management of gynaecology
patients, were introduced to meet the new configuration to support
ongoing elective surgery..
A Rapid Access Clinic pilot commenced in November 2015, enabling
direct access for GPs to a Medical Physician for patient assessment and
treatment without the requirement for hospitalisation, and avoiding a
presentation to the ED.

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

Using the information gathered from the review of the 2015 Winter Plan,
work will be undertaken to reinstate the successful processes, for
example the “winter warrant of fitness” letters for identified patients and
the staff influenza campaign.
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Health Target:

Additional work will be undertaken to improve and build on other
processes and systems introduced last winter. For example, the Primary
Options for Acute Care and the Variance Response Management plans
in wards as part of the Capacity and Demand Management programme.
The impacts of the reduced bed capacity and Rapid Access clinic pilot
will also be assessed.

Other Patient Flow
initiatives

Implementing the processes to assist staff with the safe placement and
management of bariatric patients in the wards.
Continuing the implementation and evaluation of the Assessment,
Treatment and Rehabilitation ward patient pathway project.

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

No barriers have been identified. However, as mentioned the
considerable overall increase in the volume of ED presentations will
continue to challenge the organisation. This increase has been equally
reflected in the volume of inpatient admissions with the admitting rate for
December being the third highest admission rate for a month, prior to the
start of the 2015 winter.

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

In this quarter, the ED continues to work on improving the quality of care
being provided to patients utilising the clinical quality audits section of the
quality measures.
A key focus has been on improving the standards and quality of triage
that is being carried out along with the quality of nursing documentation.
Some of the other quality initiatives that have been worked on are:
 Improved reporting and monitoring of the compliments, complaints
and incidents, grouping into themes to identify potential improvement
opportunities
 Following on from the stocktake and department-wide audit schedule,
a specific timetable and assigned responsibilities for nursing audits
has been completed
 An audit tool specifically targeting documentation at triage has been
developed (inclusive of the triage score, description of the presenting
complaint and the secondary triage assessments that have been
carried out)
 Educational sessions have been provided focusing on Paediatric
triage assessment, utilising the paediatric assessment triangle
The development of a medical audit timetable with key medical staff
accountability is yet to be undertaken by the SMO team

Improved access to elective surgery
The volume of elective surgery will be increased by at least 996 discharges by June 2016 (note
inclusion of arranged admissions)
2015/16

YTD Sept ’15

YTD Dec ’15

YTD Mar ’16

YTD Jun ‘16

Planned Health Target

2,048

3,912

5,652

7,550

Actual Elective Discharges

1,716

3,423

Actual Arranged Discharges

287

531

Total Actual Discharges

2,003

3,954

Plan to Actual Variance

-45

42

% Achieved

97.8%

101.1%

Health Target Achievement
Level

Not achieved

Achieved

Performance against planned volumes recovered and health target achieved year to date.
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Faster cancer treatment
85% of patients to receive their first cancer treatment (or other management) within 62 days of being
referred with a high suspicion of cancer and a need to be seen within two weeks, by July 2016 and
increasing to 90% by June 2017
October

November

December

Quarter 2
Total

Number of patients whose first treatment was
within 62 days

13

12

10

35

Number of patients urgently referred with HSC

18

14

11

43

72%

86%

91%

81%

2015/16

Percentage treated within 62 days

Improvements to enable faster cancer treatment continue with a steady increase in results of
those eligible patients receiving their first treatment within 62 days. MidCentral DHB’s
performance against this target compare favourably with the national results year to date.
The focus remains on increasing participation within the 62-day pathway which, based on
the above results, is proving to be an efficient and effective pathway for patients. A small
drop in numbers is noted for December which more likely reflects seasonal change.
The funded FCT project has commenced and early progress is pleasing. A brief update on
progress against the agreed plan follows.
Project Structure:




Development of an overarching Project Plan, enabling standardised work stream
documentation to be created for each subsequent tumour stream or sub specialty
Development of a FCT Governance Group, with start-up meeting held and terms of
reference approved
Recruitment of administrative support underway

Urology Work Stream










Liaison with clinical staff to understand current systems and processes
Ongoing development of draft patient pathways for three main cancers (prostate,
bladder, renal)
Sourcing and collation of data
Development of an approved work stream plan
Creation of a quality improvement group tasked with utilising ‘Releasing Time to Care’
principles to ultimately create a plan to better enable case management and speed of
care for patients with urology cancers. Maori and consumer representation secured in
addition to a clinical lead.
Ongoing liaison with Central PHO and an electronic survey undertaken of GP teams
about their relationship with the urology service
Presentation to local prostate support group about activity to date completed
Liaison with urology services at other similar DHBs

Gastroenterology Work Stream


Development of a process utilising primary care and transportation partners to ensure
that bowel preparation products can be easily distributed at short notice to people across
the district (enabling the backfill of cancelled colonoscopy appointments).

Head and Neck Cancer Work Stream



Meeting held with lead clinicians to discuss how to improve speed and quality of service
Draft work stream plan developed
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Electronic survey of relevant clinicians across secondary services planned, to understand
initial level of support to proposed service

Equity Focus




Ongoing participation in a Central PHO project looking to develop a local, easy-to-use
equity tool
Meetings held with Maori leadership regarding urological cancer data seeking feedback
and input
FCT presentation to two Maori advisory groups, one of which (Te Hononga) is focused on
reducing inequalities in regards to cancer service provision

Increased immunisation
95% of eight month old infants will have their primary course of immunisation (6 weeks, 3 months and
5 months immunisation events) on time
Percent 8 month old infants fully immunised on time
Milestone Age: 8 months Total
Quarter 1, 2015/16
96.0%
96.1%
Quarter 2, 2015/16
Quarter 3, 2015/16
Quarter 4, 2015/16

Maori
93.8%
93.7%

Pacific
100%
95.8%

NZ European
97.8%
97.6%

Asian
100%
100%

Other
83.3%
97.1%

Maori
190
178
93.7%
95%

Pacific
24
23
95.8%
95%

NZ European
208
203
97.6%
95%

Asian
31
31
100%
95%

Other
34
33
97.1%
95%

Quarter 2, 2015/16
Milestone Age: 8 months
No. eligible children
Fully immunised for age
Actual
Target

Total
487
468
96.1%
95%

MidCentral DHB remains focused on sustaining a high rate of 8-month old infants being
fully immunised on time. It is pleasing to see that even with a 3% decline rate the target rate
can be maintained, with a result of 96% again this quarter. Systems are well entrenched to
support General Practice Teams to ensure they are following up the families/whanau
promptly and that if a family is not responsive that an Outreach referral is forthcoming. The
Immunisation team works incredibly well together to reach families not engaged and the
sustained results reflect this effort.

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

Ethnicity
Māori
Pacific
Other
TOTAL

Previous
quarter’s
results
83.1%
84.0%
91.2%
89.7%

MidCentral District Health Board

2015/16 Annual Target: 90%. Result as at 31 December 2015 (Q2)
Change from
Numerator
Denominator
Percentage
All DHBs rate
last quarter
6,347
7,581
83.7%
0.6%
86.0%
1,010
1,209
83.5%
89.6%
▼0.5%
36,125
39,272
92.0%
0.8%
90.8%
43,482
48,062
90.5%
0.8%
90.0%
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Report period

2015/16 Quarter 2

Target performance to
date and rate of
progress

Preliminary PHO data as at 20 January 2016 indicates that the target has again
been achieved this quarter, with a result of 90.5% - a small (0.8%) increase on
the result for quarter 1.
General practice teams remain engaged and are working hard to sustain their
performance towards the More Heart and Diabetes Checks target.
Processes to ensure that cardiovascular risk assessments (CVRAs) are
embedded into routine practise are becoming evident with 16 practices already
at target at the beginning of the second quarter.

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

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



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

Central PHO and MidCentral DHB are both promoting a much stronger and
relevant involvement of/connection between community pharmacists and
GPTs/IFHCs.
Central PHO Māori Health and Pasifika Health services are specifically targeting
Māori and Pasifika people for all health target areas. Risk stratification and
geocoding are tools that allow for a much more targeted approach to eligible
populations.
Specifically we have participated in Whānau Ora Days, Pasifika health forums,
and fortnightly multidisciplinary community based health clinics. Many of these
activities are resource intensive. We are continually giving considered thought
to being as effective as we possibly can be in a resource constrained
environment.
Central PHO has refreshed the presentation of weekly data reports to practices
in line with reporting and feedback best practice. We have also continued to
promote the use of tools such as Patient Dashboard and Dr Info as approaches
to sustainable processes related to all health targets.
Central PHO Clinical Quality Facilitators continue to work closely with general
practice teams supporting the development of practice based processes to
enable the completion of target related screening and management activities as
business as usual.
The More Heart and Diabetes funding has been used for advertising, additional
clinical resource, promotional materials such as Patient Dashboard Campaign
and development hours required to meet changing reporting requirements

Barriers to achieving the
target and mitigation
strategies over next
quarter by DHB and the
PHOs

Resource constraints have previously been noted and remain relevant –
mitigation strategies include applying a discerning approach to ensure the most
effective use of available resources and continually applying a Plan-Do-StudyAct approach to related activities.

The data extract for risk stratification levels is shown below.
Risk level/stratification
Mild (<10%)
Moderate / high (10-15% and
15-20%)
Very high (>20%)
Total risk stratified

MidCentral District Health Board

Māori

Pacific

Other

Total

Numerator Percentage Numerator Percentage Numerator Percentage Numerator Percentage

3057

51.3%

493

53.6%

21162

64.6%

24712

62.3%

2507

42.1%

364

39.6%

10246

31.3%

13117

33.1%

396
5960

6.6%

63
920

6.8%

1359
32767

4.1%

1818
39647

4.6%
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Better help for smokers to quit
95% of hospitalised patients who smoke and are seen by a health practitioner in public hospitals, and,
90% of enrolled patients who smoke have been offered brief advice and support to quit smoking by a
health care practitioner in the last 15 months, and,
90% of pregnant women who identify as smokers, upon registration with a DHB-employed midwife or
Lead Maternity Carer, are offered brief advice and support to quit smoking

Hospital smokers
2015/16
Quarter 2

Events
coded

Number of
people who
smoke

Quit advice /
support given

Smoking
prevalence

% of people who
smoke offered
advice / support

Previous
Quarter
Results

All
Maori
Pacific

8138

1150

1114

14.1%

96.9%

96.5%

Difference
from
previous
quarter
+ 0.4%

1085
175

343
26

338
24

31.6%
14.9%

98.5%
92.3%

96.7%
100.0%

+1.8%
-7.7%

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

Coded discharges

What percentage of discharges for
this quarter has been coded? 95.7%

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

No, the expectation is that patients will be asked their
smoking status and offered cessation advice as
appropriate while they are an inpatient

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

There is no significant difference between the rate in the
2013 census and the DHB prevalence rate

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

The result is above 95%

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

MidCentral monitors the result on a weekly and monthly
basis. Every week instances of non advised patients are
emailed to a service manager. Each month the preceding
month’s result is shown as an indicator in both service and
organisational scorecards and is also disseminated to all
line managers.

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

MidCentral now consistently achieves target.

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

This quarter's result is evidence that the target result is
being attained after June 2015.

Patients seen in primary care:
Performance - 12 months ending December 2015
Result 12mths
ending 30.09.15

Quarter 2
Numerator

Quarter 2
Denominator

Quarter 2 result

Difference from
last quarter

All DHBs rate

86.7%

19,747

22,309

88.5%

1.8% 

84.9%

Ind 1: Smoking Status
Ever Recorded
Num
Den
%
107,136

111,139

96.4%

MidCentral District Health Board

Ind 2: Current Smoker
Recorded
Num
Den
%

Ind 3: Brief Advice
Num
Den
%

Ind 4: Cessation Support
Num
Den
%

19,349

19,747

2,913

107,136

18.1%

22,309

88.5%

22,309

13.1%
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Please comment on the
accuracy of data?

Data extracted by Central PHO and Compass Health ICT is analysed for
accuracy prior to being submitted to DHBSS and again when received from
DHBSS before confirmation.

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

Central PHO teams continue to work closely with general practice teams
(GPTs) interrogating data comparing in-practice generated reports with regular
data extracts, using that information to streamline data entry practises and
reconcile extracted results.

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

PHO data indicates a further improvement in the result this quarter, with 88.5%
of 22,309 people provided with brief advice and support to quit smoking. This
represents an additional 376 individuals being offered brief advice and support
to quit smoking; a 1.8% point increase on last quarter’s result.
General Practice Teams are very engaged and determined to reach and
sustain targets. Processes to make ‘smoking brief advice’ routine practise is
becoming evident with half of the practices beginning the second quarter at
80% or above and an additional five practices already at target.
Active, Dedicated Management To Support ABC Activities In General
Practice

What activities did you
undertake in each of
these categories to
support the achievement
of the target and
improve performance in
the last quarter?

Central PHO and Te Ohu Auahi Mutanga (the Smoking Cessation Service) are
working in partnership to facilitate access to general practices. We jointly share
a project liaison role to support ABC-D activities in GPTs. Central PHO Clinical
Quality Facilitators also actively provide coaching and mentoring to GPTs for
ABC-D
Reminder, Prompting And Audit Tools







Weekly PHO staff briefing by Service Improvement Leader
GPT facilitation and support provided by Clinical Quality Facilitators
Weekly Graphs disseminated to Practices by Practice Liaison Facilitator
with commentary provided by Clinical Quality Team
Referrals direct to TOAM Matanga (Quit Coaches) working in Practices
Utilisation of appointment booking system by Practices to engage TOAM
Matanga directly in contacting or conducting service sessions with
patients
Central PHO has installed and actively promotes the use of Patient
Dashboard across all of its practices. The publication of weekly data to all
practices and missing patient lists identifies progress and those patients
yet to have Smoking brief advice provided to them.

Systems and Processes That Make Life Easier For Health Professionals
In addition to the tools noted above, activities include actively sharing expertise
and experiences between practices enabled through the Medical Advisors,
Clinical Quality Facilitators, Weekly Mail out to all GPTs and presentation of
information at Practice Nurse forums.
Training
Promotion of ABC e-learning modules with all practice and Central PHO staff.
22 Central PHO staff gained certification in providing smoking brief advice.
Heart Foundation provided training workshop for primary care clinicians in
December at Health on Main (18 attendees)
Information about the Heart Foundation new e-learning tool distributed to all
practices.
All practices received the update Practice Worksheet (Dr John McMenamin)
and Behavioural Support guidelines (documents received via MOH Health
Target Teleconference).

MidCentral District Health Board
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Staff Support



Clinical leadership roles as noted above.
Training provided.

PHO Activities to Increase Delivery of ABC in General Practice
As noted above.
Identifying and sharing the examples of best practice.
As noted above.
How do you evaluate
the effectiveness of your
above-mentioned
approaches towards
achieving the health
target?

Key Central PHO staff meet weekly to review progress, discuss strategies
underway, applying a PDSA methodology to ensure that the resources
available are being deployed and utilised for the greatest return.

What are the barriers to
achieving the target by
30 June 2016?

Inability to deploy discrete professional and administrative staff to consistently
support GPTs with process and system requirements to enable them to
achieve health targets, as well garner other primary health care providers who
encounter eligible patients that could contribute to the goals of the health
target.

Updated weekly targets achieved are presented on a large white-board within
Central PHO for ease of reference and making outcomes transparent to the
wider team, and facilitating strategies and effective targeting of resources.

Fragmented systems approach to achieving health targets.
Inadequate, systematic data collection and reporting systems.
Updating data within Houston VIP PMS system appears problematic when
changing smoking status.
Please explain DHB and
PHO mitigation
strategies to address
these barriers over the
next quarter.

Work with Houston VIP to attend to data issues.
Practices need improved processes and systems in place to clean up data in
PMS to ensure that accurate patient (i.e. phone number, address, read codes)
information is kept.
Joined up strategies and tactics, systems’ partnerships e.g. with Public Health
Services, Occupational Health Nurses, Community Pharmacy.
Ensuring the most effective distribution of resources, capacity and capabilities
(CPHO).
Enhanced Business intelligence and refreshed approach to audit and feedback
report and support (CPHO).
System wide approach to data management and use (MDHB and CPHO).

Smoking in pregnancy
90 percent of pregnant women who identify as smokers upon registration with a DHB-employed midwife or
Lead Maternity Carer are offered advice and support to quit smoking.
The Ministry provided the following data obtained from the Midwifery and Maternity Providers Organisation
(MMPO) database for MidCentral DHB in quarter two.
Number of events
Smokers
Smoking prevalence

Overall (Total)

Maori

390

61

64

28

16.4

45.9%

Percentage of smokers offered brief advice

93.8%

89.3%

Percentage of smokers offered cessation support

72.5%

64.3%

Percentage of smokers accepted cessation support

17.5%

14.3%

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

Training of LMCs on the use of ABC is ongoing.

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

Smokelyzers have been purchased.

All women and their families are asked about smoking in pregnancy
at registration and all contacts.
Referrals to quit smoking are encouraged.
NRT is provided if referrals are declined in the first instance.

Each ward in the Women’s Health Unit and each LMC group will
have one smokelyser and practitioners will be trained in their use. A
coordinator will make regular contact to ensure the smokelyzers are
being used correctly, and all consumables replaced as needed. All
referrals will include the CO levels as measured using the
smokelyser.

NB: MidCentral DHB does not employ midwives who work as Lead Maternity Carers,
therefore the template for reporting data from this source is not applicable, as confirmed by
the Ministry of Health (Senior Advisor, Tobacco Control Programme), 02/07/2015.

MidCentral District Health Board
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Policy priorities
PP6:

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

Percentage of projected population domiciled in the DHB region, seen on average per year, rolling
every three months (lagged by three months) for:
Child and youth aged 0 -19 years
Adults aged 20+ years
Older people aged 65+ years
12 months: 01 October 2014 to 30 September 2015 (Data extract 15 December 2015)
Age group

Clients seen
Maori
Other

Total

Population
Maori
Other

Total

Percentage
Maori
Other

Total

Annual
target

0 – 19 years

538

1,231

1769

14,990

31,860

46,850

3.59%

3.86%

3.78%

≥3.7%

20 – 64 years

1,152

3,103

4255

16,770

79,160

95,860

6.9%

3.92%

4.44%

≥4.3%

65+ years

19

168

187

1,820

27,570

29,390

1.04%

0.61%

0.64%

≥0.6%

Total

1709

4502

6211

33510

138,590

172,100

5.1%

3.25%

3.61%

-

Clients seen by Organisation Type:
Ethnic
Group

Clients Seen
by DHB Only

Clients Seen
by NGO Only

Clients Seen by
Both DHB and
NGO

Unique Total
Clients Seen

%DHB

%NGO

% Both
DHB and
NGO

Maori
Other
Total

754
2517
3271

513
821
1334

442
1164
1606

1709
4502
6211

44.1%
55.9%
52.6%

30.0%
18.2%
21.5%

25.9%
25.9%
25.9%

Annual targets continue to be achieved.

PP7:
1.

2.
3.
4.

Improving mental health services using transition planning and
employment

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

Long term clients (aged 20+ years) and employment status
12 months to 30 September 2015

Number of people

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

Maori
81
3
4
74

Non Maori
333
15
20
298

Total
414
18
24
372

* In treatment = at least one provider arm contact every three months for 2 years or more for 20+ age group

MidCentral District Health Board
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Child and Youth with a transition (discharge) plan
12 months to September 2015
Child and Youth (0 – 19 years)
Number of clients discharged from the community
service
Number of clients with a transition (discharge) plan from
the community service
Percentage of clients

Maori

Non Maori

Total

118

400

518

54

325

410

46%

81.4%

79.2%

The Child, Adolescent and Family Mental Health Service has improved processes in place to
capture the transition plans for all clients transitioned out of the Service, both following a
Choice appointment or partnership interventions. In addition, we are now saving the
‘Doctor Letters’ for those clients whose event is opened and closed following a one off Doctor
review with the Service to enable this information to be captured and stored. Regular
reviews of transition planning processes are carried out with staff and all new staff are
informed of the transition planning guidelines and processes. Administration staff continue
to check that files of all discharged clients have a transition plan on the file and ensure that
this is saved electronically in the appropriate place to enable the data to be obtained.
These improvements are now evident in the significantly improved results shown over this
quarter compared to previous periods.

PP8:

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

80% of people referred for non-urgent mental health or addiction services are seen within 3 weeks
and 95% of people are seen within 8 weeks
12 months: 01 October 2014 to 30 September 2015 (Report run date: 15 December 2015)
Provider Arm
Mental Health
≤3 weeks
3-8 weeks
>8 weeks
Total
Provider Arm & NGO
Alcohol & Drug
≤3 weeks
3-8 weeks
>8 weeks
Total

0-19 Years
Clients seen

Maori
103
36
10
149

Percentage (%)

Other
363
79
26
468

Total
466
115
36
617

Maori
69.1%
24.2%
6.7%

Other
77.6%
16.9%
5.5%

Cumulative %

Total
75.5%
18.6%
5.8%

Maori
69.1%
93.3%
6.7%

Other
77.6%
94.4%
5.6%

Target

Total
75.5%
94.2%
5.8%

80%
95%

0-19 Years
Clients seen

Maori
27
6
2
35

MidCentral District Health Board

Other
65
9
2
76

Percentage (%)

Total
92
15
4
111

Maori
77.1%
17.1%
5.7%

Other
85.5%
11.8%
2.6%

Total
82.9%
13.5%
3.6%

Cumulative %

Maori
77.1%
94.3%
5.7%

Other
85.5%
97.4%
2.6%

Total
82.9%
96.4%
3.6%

Target

80%
95%
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Identify what processes have been put in place to reduce waiting times
Explain variances of more than 10% in waiting times
DHB Provider Arm (Mental Health):
Waiting times for referrals to the Child, Adolescent and Family Mental Health Services have slightly
increased in the past 4-6 months, which is largely attributable to an increased staff vacancy rate coinciding
with an increase in urgent referrals which take priority. A number of new staff are joining the service
shortly; the improved capacity should enable the target of 80% of clients referred being seen within 3
weeks to be met.

PP20:

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

Focus Area 1: Long term conditions


Narrative quarterly report on whether the DHB is on track meeting its deliverables identified in the
2015/16 Annual Plan by June 2016. Where deliverables are not on track the report must include
mitigation strategies and new timeframes for delivery.
(Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for LTC identified in
the 2015/16 AP. Quarter 2 and 4 narrative reports. Quarter 2 to include comments on the ASH rates for
long term conditions)

Focus Area 2: Diabetes Care Improvement Packages and Diabetes Management (HbA1c)


Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for
diabetes identified in the 2015/16 AP. Quarter 2 and 4 – narrative reporting on progress to date
on deliverables for diabetes identified in the 2015/16 AP, including commentary on the proportion
of people with diabetes who have an HbA1c above 64mmol/mol. It will also include an update on
progress towards reporting HbA1c above 80mmol/mol and 100mmol/mol.



Quarters 2 and 4 - Proportion of PHO enrolled people aged 15-74 with diabetes (on the Ministry
of Health Virtual Diabetes Register) and the most recent HbA1c during the past 12 months of
equal to or less than 64 mmol/mol

Focus Area 3: Acute Coronary Syndrome


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



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



Over 95% of patients undergoing cardiac surgery at the five regional cardiac surgery centres will
have completion of Cardiac Surgery registry data collection within 30 days of discharge (not
applicable to MidCentral DHB)



Report of actions and progress in quality improvement initiatives to support the improvement of
ACS indicators as reported in ANZACS-QI
Report progress on activity that supports the actions outlined in Annual Plan



Focus Area 4: Stroke services


6% of potentially eligible stroke patients thrombolysed



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



Provide evidence of progress on activity that supports the actions outlined in the Annual Plan.

MidCentral District Health Board
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Focus Area 1: Long term conditions
1a

Annual Plan deliverables
Annual Plan Deliverable

Progress Update
As at 31 December 2015

Status

(AP3) Facilitate general practices to undertake regular risk stratification of their enrolled population
to enable services to be targeted at vulnerable groups
All general practice team/IFHCs undertake risk
stratification of their enrolled population at least
annually by 31 December 2015
o Risk stratification tools implemented across
G
The Sapere Risk Stratification tool has been
all general practices from 1 October 2015
developed and is currently being used by Central
PHO for the equitable distribution of the available
nursing workforce across IFHC/GPT sites.
Risk stratification is being used to inform
preventative care programmes and other IFHC
service planning.
o

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

G

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

(AP13) By the end of 2016 increased use of comprehensive health assessment and care plans for
patients with moderate to advanced long term conditions across primary care teams
Increase comprehensive health assessments and
care plans use
o

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

G

18
18

5
5
5
o

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

Enhanced Care Plus (EC+) Practices
GPTs using Manage My Health
Comprehensive Health Assessment (via EC+
or Community Clinical Nurse Long Term
Condition referral)
EC+ GPTs using paper based CHA
Houston/Profile practices - not Manage My
Health aligned
GPTs not yet using CHA and care planning
tools

G

This will be incorporated into the Practice
Performance Report and Practice Plan.
795 CHAs completed this quarter - 614 by General
Practice Teams (70% of those using electronic tools)

G

Central PHO is continually advertising upcoming
Living Healthy Life (LHL) programmes in the Weekly
Mail out and via email to all Central PHO clinical
staff (approx. 60 across the MDHB region), practice
managers and other key partners (Green Rx, Age
Concern, Te Wananga, Arthritis NZ and the
Diabetes Trust)
In addition to referrals from GPTs, referrals to LHL
programme occur via Community Clinical Nurses
(CCN), Dietitians, Pharmacists and other PHO staff
working within general practice
PHO clinical staff distribute promotional brochures to
practices on an ongoing basis and promote course
content and relevance to GPT members.

Increase uptake of self-management courses
o

PHO support provided to general practice to
promote self-management courses (such as
Stanford Healthy Living Programme) to
patients by 30 September 2015

MidCentral District Health Board
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Participant demographic data is now available on the
Provider Portal/report server under ‘Living a Healthy
Life – Patient list’ enabling practices to see which
patients have attended the programme. This also
gives data on ethnicity, age and quintile of
attendees.
Six courses were completed this quarter - two in
Palmerston North (Pasifika and Kauri Health),
Feilding, Otaki (Kaupapa Māori), Dannevirke and
Levin.
# participants
commencing courses
NZ Maori

o

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

# participants
completing four or
more sessions

17

9

Pacific

8

8

NZ European

34

22

Unknown

1

1

TOTAL

60

40

G

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

G

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

G

Pre-diabetes Working Party also a subcommittee of
the Long Term Condition (LTC) District Group is
undertaking a number of initiatives related to prediabetes care (the evaluation of existing prediabetes programmes, a district wide approach to
pre-diabetes care, and a pre-diabetes research
project). Pre-diabetes is a priority area within each
practice’s Diabetes Improvement Plans and will be
embedded into the LTC Improvement Plans

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

All general practices will have long term
conditions plans in place by 30 June 2016

o

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

(AP15) Increase uptake and integration of mental health packages of care with long term
conditions management
Utilise shared cared care arrangements to ensure
people with mental health conditions have
structured health assessments and care planning
for physical and mental health needs
o Protocols and guidelines to enable integration
A
of mental health packages of care and long
term conditions management established by
31 December 2015

o

Shared care arrangements promoted to
general practices by 31 March 2016, with rollout on an ongoing basis

MidCentral District Health Board

A

These activities are embedded in the development
of the LTC Plan and Practice Plans.
Annual review processes and the development of a
clinical audit process require be implementing, due
to increasing numbers enrolling with no review of
service outcome, this is currently in negotiation with
regards to service review and future developments,
as indicated below.
Consideration of improvements to the Shared Care
Programme is included in the work programme of
the Mental Health Project Advisory Board. This is

Non Financial Performance Quarterly Report for October–December 2015
Page 16 of 67

64
expected to make significant progress in the next
quarter following the appointment of a project
manager late December 2015.
(AP16) Specialists support general practice with complex long term conditions management
By the end of June 2016 targeted case
management for people with complex long term
conditions will occur
Number of peer review, case review,
collaborative consults and clinical advice
between primary and specialist services
increases on quarterly basis

G

o

Clinical accountability guideline
developed by 30 September 2015

A

Feedback from MCH clinical board received; no
progress on reviewing the guideline this quarter.

o

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

G

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

o

Status
Legend:

B
G
A
R
D

Case reviews (with GPs, practice nurses,
CCN/LTCs) and provision of clinical advice = 260
Collaborative clinics = 19
Peer review meetings (GPs) = 3

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

Focus Area 2: Diabetes Care Improvement Plans and Diabetes Management
a) DCIPs (See long term conditions plans above)
b) Budget 2013
CFA Variation – Budget 2013


Volumes

Increased community
podiatry volumes for people
with diabetes

MidCentral District Health Board

Number of Individual Patients Seen by a Podiatrist, by Locality
Otaki
Manawatu
Horowhenua
Tararua
Unknown
60
70
203
62
4

Total
399

Number of Podiatrist Consultations by Locality
Otaki
Manawatu
Horowhenua
71
79
242

Total
467

Tararua
70

Unknown
5
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Podiatry Consultations by Ethnicity All Localities
Asian
European
Māori
Other
14
345
95
2

Podiatry Consultations by Age Group - All Localities
0-17
18-24
25-44
45-64
0
1
16
145

DCIPS/Diabetes management:


Increased provision of
psychological support for
people with chronic
conditions

MidCentral District Health Board

Pacific
9

65+
305

Unknown
2

Total
467

Total
467

48 new referrals (31 were female) this quarter to the Adult service
for people with chronic conditions - 18 less than the last quarter.
Twelve re-referrals were also received. New referrals this
quarter:
o Cardiac conditions
13
o Diabetes
21
o Respiratory
5
o Renal
4
(non qualifying
5)
 Twenty of the new referrals were from hospital-based services
and 28 from community-based referrers
 New referrals by ethnicity:
o NZ European
37
o Maori
8
o Pacific
1
o Asian
0
o Other
2
 New referrals by district location:
o Tararua
1
o Manawatu
5
o Palmerston North City
32
o Horowhenua
10
In total, the service delivered 389 sessions this quarter – 408
sessions were delivered in the previous quarter.
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Service for children with chronic or life limiting conditions
18 new referrals this quarter (12 females) – a decrease of 15
compared to the last quarter. Seventeen of the new referrals
were from hospital-based services and one from communitybased referrers
 There were also five re-referrals. New referrals this quarter:
o Cardiac
3
o Diabetes
3
o Autism Spectrum
2
o Renal
0
o Respiratory
1
o Other
10 (genetic, neurological,
gastrointestinal, dermatological)
o Non-qualifying conditions 2
 New referrals by ethnicity:
o NZ European
16
o Maori
2
o Pacific
0
o Other
1
 New referrals by district location
o Palmerston North City
6
o Horowhenua
2
o Manawatu
9
o Tararua
1
228 total sessions delivered – 328 sessions were delivered in the
previous quarter.


Annual Plan Deliverable
Status

Progress Update
As at 31 December 2015

(AP14) Quality Standards for Diabetes Care are implemented across the district
The Diabetes Leadership Group was established
o Diabetes leadership group established to
April 2015.
provide oversight of quality standards
from 1 July 2015
B
o Data collection and reporting systems
Diabetes Baseline reports have been established
developed by 30 September 2015
and include specific metrics related to HbA1c data
and the number of patients Read coded with
diabetes and referred through to other support
services (i.e. dietician, physical activity, primary
mental health interventions). These reports also
provide a direct link for general practice teams to
view the Practice Diabetes Patient list; patients
identified requiring a Retinal Screen, Diabetes
Annual Review or HbA1c management.
Diabetes Clinical Summary Reports remain
available for all MedTech practices through the
provider portal to support the monitoring of the
diabetes improvement activity.
o

Clinical governance groups, general
practice teams and other core agencies
receive regular reports about
performance against Quality Standards
for Diabetes Care from 1 January 2016

MidCentral District Health Board

A

The DHB Diabetes Leadership Group has made
steady progress on the stock take of activities
against the Diabetes Standards. It is anticipated
that reporting of performance towards agreed
priority areas will commence during the next
quarter.
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(AP12) Complete implementation of the
recommendations of the gestational diabetes
mellitus national clinical guideline by 31 May
2016

Status
Legend:

B
G
A
R
D

G

Central PHO is collaborating with Planning and
Support, and the Diabetes and Endocrine Services
regarding the involvement of PHO dietitians in both
obese pregnant women with an HbA1c <40 and
women with a HbA1c 41-49 (pre-diabetic).
Progressing as planned.
Project Manager in place and steady progress
being made.

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

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

Numerator
Denominator
Percentage

Total
3,731
5,646
66%

Maori
685
1,192
57%

Pacific
141
275
51%

Other
2,905
4,179
70%

Note: The denominator is the count of enrolled people in the PHO aged 15-74 with diabetes and includes
MedTech practices only. Central PHO has requested an analysis of the development required (and associated
costs) to extend these data sets to include its 5 non-MedTech practices.

Indicator:
Proportion of enrolled people aged 15-74 in
the PHO with diabetes on the Virtual Diabetes
Register and the most recent HbA1c during
the past 12 months of equal to or greater than
80 mmol/mol
Proportion of enrolled people aged 15-74 in
the PHO with diabetes on the Virtual Diabetes
Register and the most recent HbA1c during
the past 12 months of equal to or greater than
100 mmol/mol

Numerator
Denominator
Percentage

Total
567
5,646
10%

Maori
174
1,192
15%

Pacific
68
275
25%

Other
325
4,179
8%

Numerator
Denominator
Percentage

162
5,646
3%

56
1,192
5%

32
275
12%

74
4,179
2%

Commentary on results
The percentage of people living with diabetes and an HbA1c  64mmol/mol has remained
static over the last 2 quarters at 66%. Diabetes Clinical Summary Reports remain available
for all MedTech practices through the provider portal to support the monitoring of the
diabetes improvement activity.
Key Central PHO staff meet weekly to review progress, discuss strategies underway, applying
a PDSA methodology to ensure that the resources available are being deployed and utilised
for the greatest return.
The targets and performance are presented on a large white-board within Central PHO for
ease of reference, making outcomes transparent to the wider team, and facilitating strategies
and effective targeting of resources. Diabetes related measures have been included in these
reviews.
While over the last 6 months Central PHO resources have been directed to the specific health
targets, the successes with cardiovascular risk assessments and smoking advice /cessation
support noted earlier in this report will enable us in 2016 to turn our attention to diabetes.

MidCentral District Health Board
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Focus Area 3: Acute Coronary Syndrome
Indicator 1:
2015/16

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

By month 17/21

Aug

Sep

Oct

Nov

Dec

Jan

21/27

13/16

14/18

11/15

21/25

Feb

Mar

Apr

May

Jun

(%) 81.0% 77.8% 81.3% 77.8% 73.3% 84%
For quarter

51 / 64 (79.7%)

Indicator 2:
2015/16

46/58 (79.3%)

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

By month 19/19

Jul

Aug

Sep

Oct

Nov

Dec

21/21

26/27

18/19

18/18

14/15

Jan

Feb

Mar

Apr

May

(%) 100%
For quarter

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

* Data for this indicator is reported one month in arrears

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

Indicator 1:
Target achieved. Delays in access to angiogram are due to waiting times for transfer to referral
centre and delays in access to diagnostic angiogram at MCH – the DSA room is a shared facility
within the radiology department. MidCentral does not have a dedicated cath lab.
Indicator 2:
Target achieved. The shared working between Palmerston North Hospital and Wellington
Hospital has really made a positive impact on this indicator.
2015/16 Annual Plan Deliverables
Cardiology Services
(AP49) Cardiology capacity increased through
establishment of second DSA machine within medical
imaging
o business case completed by December 2015
o DSA machine installed by June 2016, and six
monthly post event audit completed

Status

Progress Update
As at 31 December 2015

A

Business case will be completed once
location for second DSA machine within
medical services is confirmed.
Alternative site within the medical imaging
department evaluated – planning includes
upgrade to air-exchange to operating
theatre standards to facilitate pacemaker
implant also.

A

Underway. Business case will be
completed once location for second DSA
machine in Medical Imaging is confirmed.

G

In progress. Collaborative initiative
commenced with local primary care
provider includes community based case

(AP52) Regional Cardiology Service
Develop business case for establishment of a
dedicated cardiac catheterisation lab (Cath lab) by 28
February 2016, aligned to existing infrastructure
development
o Implementation plan for dedicated Cath lab
established by 30 June 2016
Establish a local heart failure registry aligned to the
heart failure collaborative clinical pathway already in
place, by 31 December 2015
MidCentral District Health Board
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review of heart failure patient and
management and treatment planning
outside acute hospital.
Increase local DSA capacity for cardiac angiography
through an additional three sessions per week as
from 1 August 2015 to improve access to diagnostics

G

In progress

Upgrade existing facilities to accommodate
pacemaker implantation outside of operating theatres
(DSA room) by 31 September 2015.

A

Upgrade to existing facilities within medical
imaging to operating theatre standards will
support pacemaker implantation.

(AP52) Accelerated Chest Pain Pathway (ACCP)
Implement local ACPP which aligns with regional policy
incorporating EDACS (emergency department assessment
of chest pain score) by 31 December 2015
o
o

implementation plan finalised by 30 September
2015 identifying roles and responsibilities
implementation completed by 31 December 2015

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

B
G
A
R
D

B
B

G

Completed. The ACPP was officially
launched on 24 August. This included the
publication of a procedure document,
patient brochure and dedicated ACPP
mailbox for chest pain referrals that have an
EDACS score of 16-20.
Cardiology staff are provided with audit
data and discussion takes place at monthly
Service Meetings.

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

Focus Area 4: Stroke services
Reporting period
Indicator:

Numerator
Denominator

2015/16 Quarter 2
July - Sept 2015
Oct - Dec 2015
confirmed results
provisional results
2
4
43
53

Percentage

4.7%

7.5%

Numerator
Denominator

42
51

48
53

Percentage

82.4%

90.6%

Data collection period

6 percent of potentially eligible stroke
patients thrombolysed

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

Note: Results for the current quarter are provisional only, based on incomplete data with clinical
records not fully coded for all eligible patients in the month prior to the report due date. Provisional
results will be updated and confirmed in the report for the following quarter.
Where the indicator has not been met, describe any barriers to achieving the indicator and any mitigation
strategies for these to be applied over the next quarter. Where the indicator has been met, describe the
next steps to be actioned to further improve the percentage in the next quarter.

Thrombolysis:

Target met

Afterhours thrombolysis cover has never been guaranteed at MidCentral as only three part time
neurologists (with a total of 2.2 FTEs combined) are involved. Neurologists therefore offer
limited availability afterhours and ED have been mainly supportive of this service within
MidCentral District Health Board
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working hours. Following recent discussions between lead Stroke Physician and ED it was
agreed that Neurologists would increase availability afterhours to provide cover for
Thrombolysis most of the time. This has had an immediate impact on the percentage of
Thrombolysed patients and there are plans to continue with such arrangements until a more
sustainable and guaranteed afterhours thrombolysis service (namely Telestroke) reaches
implementation phase.
Delays on door to needle time are caused by a significant delay in door to CT particularly after
hours as there are no on-site radiographers or radiologists after hours
Acute Stroke Service: Target met
This quarter 24 patients who did not have a stroke or a TIA were referred to the Acute Stroke
Team for evaluation.
There were various reasons for patient not being admitted to the Stroke Unit:
 4 patients had primary cardiac conditions so had to be managed in CCU
 1 primary surgical patient so was managed on surgical ward
 1 primary orthopaedic condition meant managed on orthopaedic ward
 2 patients managed in cohort room 25 for one to one nursing because of dementia
Advanced trainee Registrar for Acute Stroke Service and Neurology commenced December
2015. From an Acute Stroke Service perspective the role provides advanced patient assessment
to assist the consultation and management of patients referred. Other benefits of the role are
that consistency of Registrar expertise provided to health professionals in terms of the
implementation of best practice clinical guidelines, education and training. This is relevant
because ‘staff change over’ occurs regularly in the ED and acute settings. Staff ‘change over’ can
be challenging and there is an ongoing need to familiarise health professional teams to the best
practice stroke guidelines and protocols. Potentially, the advanced trainee Registrar provides
continuity in terms of expertise and support in the rapid and accurate assessment of patients
who may be potential thrombolysis candidates. In particular, the lead Stroke Physician and
Advanced Neurology Trainee are currently organizing NIHSS training sessions for Medical
Registrars and will offer to ED staff.
TARDIS trial continues at MidCentral. This is a multicentre trial comparing standard versus
triple antiplatelet treatment in patients with non-cardioembolic strokes and high risk TIAs.
On 11th January 2016 commenced the “Taking Charge after Stroke” (TaCAS study). MidCentral
Acute Stroke Service is one of seven New Zealand centres participating in this randomised trial.
It aims to facilitate a process of self-directed rehabilitation by the stroke person and their family
to improve independence. Suitable patients are assessed and recruitment information is
provided and processed with a database log completed in the secondary setting. Consent and
interventions then occur within the community setting.
Status

Progress Update
As at 31 December 2015

Formalise process for the provision of a sub-regional
tele-stroke network with Whanganui and Hawke’s
Bay DHBs by 31 September 2015, with a view to
implementation from 1 January 2016

A

The Ministry has proposed a Telestroke
Pilot Study using a spoke/hob model.
MidCentral has submitted an Expression of
Interest along with Hawke’s Bay to take part
in this project with the long term plan of an
arrangement to secure 24/7 thrombolysis
cover. This is set to start in May 2016.

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

G

Monthly thrombolysis governance occurs
which provides an opportunity to analyse
the patient journey and processes in terms
of identifying areas for development and for
education and discussion to develop health

2015/16 Annual Plan Deliverables
(AP52) Regional Stroke Services
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professional knowledge and skills.
Stroke thrombolysis database is completed
and shared regionally and nationally.
Lead Stroke Neurologist provides training
and teaching regarding stroke thrombolysis
service at induction for medical teams.
CNS provides stroke thrombolysis inservice and at the ED bedside support/
teaching when working alongside nursing
teams in ED for example. All RNs in ED,
CCU, Wards 26 and 25, MAPU complete
study guide for thrombolysis in MCH.
Investigate the feasibility of establishing a community stroke
rehabilitation service by 30 June 2016
o develop a profile of a community stroke
D
rehabilitation service by October 2015
o identify a community based provider by October
2015 and establish pilot programme by March 2016

Identify data requirements and data collection to
establish a baseline for ongoing reporting of the
following:
- proportion of patients admitted with acute stroke
who are transferred to in-patient rehabilitation
service, and the proportion of these transferred
within 10 days of acute stroke admission (target
date of March 2016)
- proportion of patients admitted with acute stroke
referred to community rehabilitation, and the
proportion of these undergoing face-to-face
community assessment within five days of discharge
from hospital (target date of 2016/17 subject to
service development in 2015/16)
Status
Legend:

B
G
A
R
D

Closed. There are no plans to develop a
specific community stroke rehab service as
such – provision of community based
rehabilitation and support continues to be
available through the general referral
process.
Eligible patients who have had a stroke
have been (and continue to be) referred to
community based rehabilitation services
which include occupational therapy
physiotherapy, social work and
rehabilitation/therapy services. On average
113 individuals were referred per month in
the 2014/15 year and this number has
slightly increased over the six months to
December 2015 with an average of 115
individuals referred to these services each
month. It is expected that these patients
will continue to have access to these
community rehabilitation services.

G

37% in the July-Sept quarter
100% transferred within 10 days
Mechanism to identify and extract event
level data for stroke patients referred to
allied health services/other community
rehabilitation or support offerings is being
investigated

Deliverables, milestones and measures achieved and completed as planned
Deliverables, milestones and measures on track, progressing as planned
Behind plan, and/or minor risks/issues associated with achieving deliverables or measures
Behind plan, and/or major risks/issues associated with achieving deliverables and measures
Not completed - reprioritised and closed or deferred with alternate scope/milestones
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PP21:





Immunisation coverage

95 percent of eligible children fully immunised at 24 months of age
90 percent of eligible children fully immunised at 5 years of age
65 percent of eligible girls receiving dose 3 of HPV vaccine (2002 birth cohort measured at 30
June 2016)
Provide exception qualitative report where target coverage rates have not been achieved advising
how the DHB will track towards higher coverage
Quarter 2, 2015/16
Milestone Age: 24 months
No. eligible children
Fully immunised for age
Actual
Target

Total
550
523
95.1%
95%

Maori
192
184
95.8%
95%

Pacific
23
22
95.6%
-

NZ European
550
523
95.1%
-

Asian
55
53
96.4%
-

Other
48
44
91.7%
-

Milestone Age: 5 years
No. eligible children
Fully immunised for age
Actual
Target

Total
572
536
93.7%
90%

Maori
208
191
91.8%
90%

Pacific
19
19
100%
-

NZ European
246
235
95.5%
-

Asian
45
42
93.3%
-

Other
54
49
90.7%
-

MidCentral DHB continues to meet the 2 year fully immunised target. Most importantly,
equity for children across all ethnicities has been achieved. A focus for 2016 is to reduce the
number of children in the “other” category and to ensure that ethnicity data is recorded by
GP Teams accurately and asked about at each health encounter.
The “fully immunised at five-year milestone” exceeds the Ministry of Health target at 93%
but is not progressing as quickly as the DHB would want. This is clearly a focus for the DHB
and the Immunisation team going into 2016.

PP22:

Improving system integration

Progress on delivery of the actions and milestones to improve integration identified in DHB Annual
Plans.
Annual Plan Deliverables

Progress Update - as at 31 December 2015
Status

Comments / Exceptions

(AP1) Ensure all communities have access to an Integrated Family Health Centre - facilitate
IFHC development
o Westend, Palmerston North –
A community profile document for the south-western
feasibility and options analysis
completed by December 2015 and
indicative case for change completed
by June 2016

D

MidCentral District Health Board

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

o

o

A

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

G

Feilding and Kauri IFHCs are both progressing building
plans for completion in 2016.
Feilding IFHC has obtained further technical and
communications services from Central PHO to ensure
collaboration across services, an adequate level of
security and significantly improve the businesses
communication capability.
Approval to refresh the leadership structure across the
Horowhenua IFHC area was approved in November by
the Central PHO Board and Alliance Leadership Team.
A Steering Group will be developed to complete a
Locality Plan following the completion of the leadership
refresh. The Locality Plan will be provided to MDHB
and Central PHO for consideration for the 2016/17
planning.

A

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

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

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

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

(AP2) Increase acute care service options within the community
o Align district nursing service to
general practice teams and IFHCs to
support primary health care acute
care management by 30 June 2016

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

MidCentral District Health Board

A

Project Manager appointed and commenced shortly
before the Christmas break. Draft project plan and
communications complete. It is anticipated that the
Project scope of alignment will be completed by June
30th. An aspect of the scope is envisaged to include
co- design of potential model(s). Project governance
board being finalised; due to commence January 2016.

G

POAC model pilot completed and POAC extended
further to interested GPTs with a further six
commencing early 2016. Total population coverage
projected to be 67%. Coverage to extend to
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Horowhenua/ Otaki/ Foxton. Consumer messaging to
commence as coverage extends.
o

Two further POAC packages codesigned and aligned to collaborative
care pathways by 30 June 2016

G

Consideration currently being given to the
development of further pathways. Likely to be child
health and cardiac pathways.

(AP5) Foster information sharing (patients and providers) and data use
o PHO/Practices provide summarised
patient information to ED and afterhours medical centres by 30 June
2016

A

All after-hours GP medical centres currently receive
this information.
Central PHO is collaborating with CCDHB on a
solution to the technical challenges to link ED to the
Shared Care Record (SCR). The key challenges
inhibiting this solution are related to the delayed
timetable for MidCentral’s Clinical Portal and staff
training to enable Shared Care Record:

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

G

Roll out continues with the addition of a 5000 patient
practice recently setting up Patient Portal services. 3
IHFCs (Tararua Health Group, Feilding HealthCare
Partners Ltd and Kauri Health) and 2 practices (Central
City Medical and Cook Street) are providing patients
with access to the Patient Portal. This is via the
‘Manage My Health’ platform. Further rollout is
constrained by the limited resources committed to the
programme, currently approx 0.1FTE. Two IFHCs
involved have presented several unique technical
difficulties arising from the nature of their merged
databases. Many of these technical issues have
required the vendor’s (MedTech) involvement. The
Business Services Team are preparing to recruit
additional project support using funds attracted from
the Ministry of Health for the Patient Portal
programme. This will support an accelerated roll-out. It
is anticipated that the experience gained so far from
implementations across the IFHCs will allow a
smoother implementation with new practices.

o 40% of PHO enrolled population are
covered by practices offering patient
portal by 31 December 2015, and
60% by 30 June 2016

G

On track. 38% of the enrolled population are currently
covered by practices offering patient portal.

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

D

Governance arrangements already in place for the
Clinical Portal however access across primary health
care services (GPTs, ARCs and Pharmacists) is
subject to dedicated resource to develop system
change infrastructure support to enable this initiative to
proceed. On hold.

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

A

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

o Business case developed by 31
October 2015

D

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

o Implementation plan in place by 31
December 2015
o Roll-out commences from 1 February
2016

MidCentral District Health Board
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(AP 8) Support and promote self-responsibility for health and healthy lifestyles
o

Scope the development of an
integrated multi-agency approach to
health promotion covering: healthy
lifestyles & environments, obesity
(including child obesity) mental health
and healthy ageing

B

Scoping work completed and multi-agency work is in
progress. Examples of work being carried out are
 Delivering a presentation to the PNCC asking them
to also remove SSBs from their cafeteria and from
sale at all PNCC sponsored community events.
PNCC will hold a workshop early this year to
explore pros and cons of this.
 Working with MoH and other DHBs to ensure a
nationally consistent nutrition policy across all
DHBs. This will be put in place by end of year.
DHBs are also being encouraged to insist that any
organisations funded by DHBs will have healthy
nutrition policies in place
 Carrying out literature research re evidence based
interventions re child obesity
 Attending ‘Dad’s Day Out’ in Highbury alongside
heart foundation - demonstrated healthy cooking


Holding discussions with Iwi in Horowhenua re
possible healthy lifestyles project on Marae

 Supporting Manawatu Rural Support Network to
organise a “Men’s healthy thinking” workshop at the
Apiti bar and Grill which was really well attended.
o

Stocktake of current health promotion
activities undertaken by Public Health
Unit (PHU) by 30 August 2015

B

Completed

o

Develop a joint healthy lifestyles &
environments plan including scoping
of a social marketing/social media
approach in collaboration with
potential partners, including PHO, Iwi
providers, Sport Manawatu, IFHC
leadership, district management
groups and social sector agencies,
by 30 September 2015
* Time frame has been revised to 30
June 2016

A

Public Health has held more meetings across the
region with potential partners to scope development of
a joint plan. A meeting was held with social service
agencies in Palmerston North and in Horowhenua.
Continuing the theme from the other meetings there is
a willingness to participate and general agreement that
education alone will not be sufficient to encourage the
behaviour change necessary to reduce obesity and
other factors leading to LTCs. Working to change
environments will also be needed. Again, while
organisations are generally supportive of promoting
healthy lifestyles, they are realistic about their limited
ability to add more work to their busy schedules.
However a challenge has gone out to the participant
organisations to introduce a healthy food policy in
workplaces and we will be following up on this. One
participant got so enthusiastic that she immediately
changed the catering order that had been placed for a
hui the next day to a healthier one and then put out a
press release in the Horowhenua Chronicle
challenging other organisations to do the same thing.
PHU has organised a presentation on social marketing
and social media which assist in the development of
social marketing strategies. It is important to note there
are limited options when attempting social marketing
with no financial resources.
As the plan progresses it has become obvious that a
lot more time is needed to fully scope a quality social
marketing/social media approach across the MDHB
region. (Timeline revised to end June 2016)
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(AP9) Align public health services (health promotion and public health nursing) activities with
Integrated Family Health Centres
o

Align child health public health
activities with IFHCs via the
TurboKidz project (refer initiative no
33)

D

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

o

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

G

The MoH Revitalising HPV Document will guide
discussions moving forward. The Immunisation
Stakeholder Group is working on the 2016/17 planning
to progress this work.

Relationship development has been occurring with
IFHCs. Discussion of respective roles between IFHC,
Central PHO and Public Health Services has occurred.
Further developments will ensure congruence with a
whole of DHB approach aligned to the 2016/17 Annual
Plan.
Lack of FTE resources for IFHCs to take on additional
work is cited for lack of substantial progress.
(AP12) Increase breastfeeding rates within the district through partnership between general
practice teams, lactation consultants, lead maternity carers and well child providers
o

Review opportunities for greater
alignment of adult public health
services with IFHCs by 1 February
2016, and incorporate into annual
plan for 2016/17

G

o Work across the sector to develop a
suitable model (based on MDHB
review) for pregnancy and parenting
programmes and maternity resource
centres by 15 December 2015

B

Completed

o RFP for suitable provider developed
by 30 September 2015 to achieve a
better/more targeted/appropriate
programme with a particular focus on
high needs families.

B

Completed. Successful provider selected.

o New contract in place by 31
December 2015

G

Contract prepared; with provider for signing. To
commence service delivery 1 July 2016

o Participate in regional breastfeeding
initiative as from 1 July 2015

B

Completed

o Through working with community
provider around peer support
approach to breastfeeding (under
guidance of lactation consultant)
increase number of women
supported to maintain breastfeeding
year on year

G

Working well. Peer support provided throughout the
district by Community Birth Services Lactation
Consultant. Ongoing

(AP17) Collaborative Clinical Pathways (CCP) will support early diagnosis, streamlined referral
pathways, intervention, and good management
o

10 further CCPs to be established by
30 June 2016

G

Nine collaborative clinical pathways are due to be
published in the next quarter (Q3 2015/16). These
include:
 Sore Throat – Prevention of Rheumatic Fever
 Early Pregnancy
 Post Menopausal Bleeding
 Heavy Menstrual Bleeding
 Sub- Fertility
 Frailty – Identification
 Frailty – Management
 COPD – Suspected
 COPD – Stable Management
Fourteen contraception pathways that focus on
emergency methods, reversible methods, and the

MidCentral District Health Board

Non Financial Performance Quarterly Report for October–December 2015
Page 29 of 67

77
management of issues for various contraceptive
methods are in the process of being finalised with a
view to publication by June, 2016.
o

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

-

-

Education for general practice
teams is sourced and provided by
30 March 2016
Agreed procurement process for
dermoscope purchase / tender is
finalised by 30 March 2016

R

Yet to commence due to a delay in the procurement of
an electronic referral system. A Central Region
eReferral Working Group has been established with
MDHB agreeing to work with the Central Region DHBs
to procure an electronic referral system. This will see a
Request for Information (RFI) developed early 2016 as
well as standards developed for the interface with the
regional clinical portal, private radiology providers,
common general practice patient management
systems and message content structure. The intention
remains that the skin lesions pathway will be finalised
when the electronic referral system is close to
implementation to support the implementation by
providing electronic submission of images from general
practice team members to specialists.

N/a

Now subject to principal work programme (above)

N/a

Now subject to principal work programme (above)

(AP20) Introduce new models of care, particularly ambulatory care
o

Implement outcome of major joint surgery
pilot in conjunction with IFHCs based on
specialist nursing and physiotherapy
assessments occurring in community
alongside general practice
- Proposed model of care
B
developed by 30 August 2015
-

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

-

Proposed model finalised and
implementation plan developed
by 28 February 2016
Commence implementation from
1 April 2016

-

Completed

G

Four month pilot ended December. 275 patients seen
– 54.5% proceeded to consultant review, 41% did not
meet entry criteria and 5% had unstable comorbidities
requiring further care by GPs. Noted improvement in
latter months regarding referral criteria; fewer referrals
declined a FSA with orthopaedic consultant.

G

Discussions underway to establish implementation
approach following successful pilot.
Not yet due

(AP22) Develop relationships between ambulatory care and general practice which reflect the
general practice as the patient’s health home
o General practice involvement in follow-up
assessments following specialist
assessment and/or interventions
increased
- Analysis of specialist follow-up
G
appointments undertaken by
medical and surgical subspecialties by 31 September 2015

-

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

MidCentral District Health Board

G

Options for Respiratory and Cardiology services being
considered in first instance.
 Cardiology – in progress with Kauri Health –
identify and case review heart failure patients in
community setting – Cardiologist, Nurse
Practitioner and GP.
 Integrated Community Sleep Pre-assessment pilot
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– patient assessment and overnight oximetry
undertaken by community providers supported by
respiratory service. Completion date April 2016.

December 2015

Underway.

-

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

-

Proposal finalised and
implementation plan developed
by 30 April 2016

Not yet due

-

Implementation to commence
from 1 July 2016

Not yet due

G

o Implement integrated discharge planning
arrangements with general practice,
including links with long term condition
nurses, practice nurses, and recovery at
home team
- Review pilot of “long stay
B
patients” integrated discharge
approach by 31 July 2015,
including identification of other
priority patient groups

-

-

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

B

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

G








o Increase range of services provided by
general practice with specialist support
- Review ophthalmology service
G
access criteria by 30 October
2015, identifying services suitable
for provision in primary care

Medical and Surgical Services undertake medical
and nursing review of “Long stay patients”;
identification of those patients on admission more
likely to breach the long stay mark.
Ward based multidisciplinary long stay patient
meetings.
Senior clinical and management staff - barriers to
discharge identified and strategies to address
potential obstacles.
Formalise attendance of community providers to
ward MDT meetings (presently occurs but not
formalised).
Establishing notification system to inform GPs of
long stay patients and associated management.

Ophthalmology service access criteria and
arrangements being considered as part of central
region’s work programme (Electives programme).

- Together with Central PHO’s
Alliance Management Team
(AMT), agree ophthalmology
service provision arrangements
and associated training and
support requirements by 31
January 2016

As above

- Implement new ophthalmology
arrangements by 30 June 2016

Subject to regional work programme

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

MidCentral District Health Board

G

Integrated Community Sleep Pre-Assessment
service pilot commenced 1 August 2015.
 Community based patient assessment and
overnight 3 contracted community based providers
(under the terms and conditions of the pilot).
 400 patients will be assessed.
 Completion of the pilot – April 2016.
Long term integrated community based service will be
established supported by the MCH Sleep Service.
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- Monitor the development of the
integration of the sleep service to
determine the increase in
provision of community-based
sleep services

G

In progress – reporting at the completion of the pilot
will include data confirming assessment numbers

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

B

Management and treatment decisions – i.e further
secondary based studies, long term CPAP,
assessment and follow up by specialist services,
ongoing management by GP and community based
providers.

- Implement new clinical nurse
specialist arrangements
progressively as from 1
November 2015

(AP 23b) Institute direct GP access to diagnostics in line with collaborative clinical pathways
o Identify priority areas for access

G

Preliminary discussion undertaken for confirmation and
implementation following February 2016 MDHB/CPHO
Alliance Management meeting

o Work with collaborative clinical
pathway teams to institute new
arrangements (ongoing) with a view
to two new access arrangements in
place by 30 June 2016

G

On target to commence in third quarter 2015/16

(AP24) Establishing effective links with IFHCs
o Working through the AMT, establish
appropriate and sustainable
communication and networks with
IFHCs as they develop
o Identify potential means, including
electronic, fora, key relationship
manager by 30 August 2015
o Determine most appropriate means
and responsibility for implementation
by 30 November 2015
o Implement MCH responsibilities by
28 February 2016, and thereafter for
each IFHC that develops
o Together with AMT, review
arrangements by 31 December 2016

G

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

A

Remains under consideration. This initiative is behind
schedule but will be confirmed at the February 2016
AMT meeting.

A

As above
Not applicable at this stage
Not applicable at this stage

(AP33) Implementing the “specialists in out-of-hospital” model
Develop a business case/model of care for
“Turbo Kidz” – an integrated model for child
health including primary and secondary care,
in particular child development services, child
adolescent and family mental health, child
health hub, public health development
services and key government agency
partners
o Engage with the sector (primary and
D
Deferred due to DHB financial constraints impacting on
secondary, including other
this project – funding options under consideration. Will
government agency partners) by 30
be rolled over to the 2016/17 MDHB annual plan.
October 2015
Business case developed by 31
January 2016

D

o

Develop implementation plan by 30
April 2016

Deferred due to financial constraints impacting on this
project. Will be reprioritised in the 2016/17 annual plan

D

o

Implement in accordance with
timeline

Deferred due to financial constraints impacting on this
project. Will be reprioritised in the 2016/17 annual plan

D

Deferred due to financial constraints impacting on this
project. Will be reprioritised in the 2016/17 annual plan

o
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(AP34) Older people are supported to maintain their health and independence
o Integrating services: Establish the
feasibility of an integrated service for
older people with frailty together with the
Central PHO’s Alliance Management
Team
- Proposal to AMT by October 2015
B
Completed.
-

Subject to feasibility and
approved business case develop
an implementation plan by 31
January 2016

B

o Palliative Care - the integrated palliative
care model is continued across the
district
- Subject to confirmed additional
G

-

funding from the Ministry of
Health, provide increased
specialist support services per
service specifications, including
education, to aged residential
care providers, from 30
September 2015
A model of integrated funding and
support for palliative care is
scoped and available for
comment by 30 March 2016

G

o Integrate Older Adult and Mental Health
resources
- Combine the older adult mental
G
health and older persons NASC
teams by 30 March 2016
including IT support and data
collection

-

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

-

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

-

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

Status
Legend:

B
G
A
R
D

Completed.

Funding for palliative care initiatives confirmed for the
first quarter of 2016. Consultation with ARC completed
in September 2015. Anticipate quality framework in
place March 2016.

Discussions with palliative care district group
underway. Currently progressing.

Mental Health Coordinator training in the use of
interRAI assessment tool in September 2015 with plan
to complete more assessments on older adults with the
CHA and mental health functional assessment.
Combining of both NASCs not likely to continue given
the current model with priority on connectedness is
delivering a more seamless service.

G

Project underway to strengthen the community
provider services for older adult with mental health.
One unique service developed in September 2015 for
one individual has been successful.

G

Older Adult Mental Health services have been aligned
to Mental Health Services in November 2015. This
aspect completed. Further developments underway as
part of the MCH Mental Health review. Permanent
Psychogeriatrician on staff at MCH.

G

Part developed. On track.

Deliverables, milestones and measures achieved and completed as planned
Deliverables, milestones and measures on track, progressing as planned
Behind plan, and/or minor risks/issues associated with achieving deliverables or measures
Behind plan, and/or major risks/issues associated with achieving deliverables and measures
Not completed - reprioritised and closed or deferred with alternate scope/milestones
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PP23:

Improving wrap around services – Health of older people

Progress on delivery of the actions and milestones to improve wrap around services for older people
identified in DHB Annual Plans
Annual Plan Deliverable

Progress Update
As at 31 December 2015

Status
1

Home and Community support services for older people



Confirmation of transfer of funding from
in- between travel settlement



Rapid access to community care for older
people

G

Underway – on track

o Short term community supports
(Packages of Temporary Support PoTS) are available to general practice
teams and contribute to preventing entry
into ED or inpatient wards by 30
September 2015

B

Completed.

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

B

Completed.

o Wait times for NASC services are
reduced using short term community
supports by 30 March 2016 for the
Palmerston North City/Feilding/Tararua
area

B

Completed.

o Urgency and prioritisation scales to

G

On track.

support time NASC assessment and
service allocations for older people will
be established by November 2015, with
data collection and monitoring systems
in place by March 2016

2

InterRAI (Comprehensive Clinical Assessment) in residential care and in home setting



Number and percentage of people
aged 65+ years who have received
long term home based support
services in the last three months who
have had an interRAI assessment and
completed care plan

G

Report period: Q2, October – December 2015
Data period:

July – September 2015

Numerator

2302

Denominator

2568

Percentage

90%

On track.
Denominator: data for previous quarter used as
proxy measure due to a national provider not
claiming payment for this reporting


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

B

27
8
0
0
0

Fully Competent (required number of nurses trained)
Competent (at least one nurse competent)
In Training (no nurses competent at facility yet)
Engaged (signed Engagement Agreement)
Scheduled (booked in for training)

Note: all facilities are meeting their obligations;
however the training needs will fluctuate as any
routine staff turnover impacts. There are 36 facilities.
Only 35 are reported as two come under one report


Percentage of older people in aged
residential care by facility who have a
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D

Report period: Q2, October – December 2015
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second interRAI LTCF assessment
completed within 230 days of
admission

Data period:
Numerator
Denominator
Percentage

July – September 2015
N/A
N/A
N/A

Due to the Momentum Healthware upgrade to the 9.3
version, the national data set is unavailable until midFebruary 2016. The MOH have been notified and
have given TAS additional time to get this information
to all DHBs so that they can on-report.


Time taken for any referral from any
source to complete (not triage) an
interRAI assessment

Baseline data period: 1 April - 30 June 2015
Total number Percentage
Time frame of
of referrals
of completed
referral assessment
assessed
assessments
< 24 hours
127
26.0%
24 - 48 hours
15
3.1%
2 - 20 days
174
35.6%
20 - 30 days
71
14.5%
> 30 days
102
20.9%
Total assessments completed in the quarter: 489
Data period: October – December 2015
Total number Percentage
Time frame of
of referrals
of completed
referral assessment
assessed
assessments
< 24 hours
282
38%
24 - 48 hours
17
2.3%
2 - 20 days
179
24.4%
20 - 30 days
74
10%
> 30 days
183
24.9%
Total assessments completed in the quarter: 735



Use of interRAI measures to
benchmark performance with other
DHBs

3

Dementia care pathways



Detail of improvements to support and
services available following a dementia
diagnosis (e.g. education, increase
funding, information, ongoing support

MidCentral District Health Board

G

B

Being progressed nationally through Central
Regional HOP Steering Group.

 Marion Kennedy Club Cognitive Stimulation
Therapy (CST)
 Ten staff across the district attended CST training
in November 2015 by Auckland University and are
rolling this out to their facilities.
 Further copies of the June Andrews “Dementia
book” sponsored to WiAS attendees.
 Memory Walk in Levin and Palmerston North –
200 attendees
 ACP into dementia care and other clinical
pathways (Map of Medicine) – ACP into READ
codes at GP practices.
 Review of carer education courses coming up to
improve access to education for the carers
 New intake of WiAS education programme for
ARC staff.
 Elderberries publication on EPOA, cognition and
caring for the person with dementia.
 Promotion of frailty “frailty awareness week” in
November /December. Week long resources at
various intersections within health.
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Living well with dementia – raising
awareness and early intervention

G

 Age on the Go Expo in Levin held on 2 October
2015 – raising awareness of dementia
 MDHB hosted one of three national stakeholder
engagement forums on dementia design on 22
October 2015.

o At least one site across the district
has access to increased social
options for support for those with
mild to moderate dementia by 31
December 2015

B

The Horowhenua Masonic Village is contracted to
provide day centre services for older people in the
community with cognitive impairment. An aspect of
this program is cognitive stimulation therapy (CST)
embedded into the program. A second site providing
CST commenced in August 2015 (Marion Kennedy
Centre).

o Options to increase public
awareness of dementia are
progressed quarterly through a
targeted communications plan in
place by 31 December 2015

B

Completed. Permanent working group set up to
review and identify areas of opportunities to raise
awareness of dementia. Allocated resource to
provide project support to this group. Dementia
design stakeholder group held in Palmerston North in
October 2015.

4

HOP specialists



Provision of data to evidence the type
of specialist support, number of hours
or consultations that specialist HOP
services consult with health
professionals in primary care and aged
residential care

G

 Palliative Care Partnership and education to
aged residential care via Arohanui Hospice and
general practice occurs regularly.
 District Nursing Services continue to support both
aged residential care and home and community
providers with a close relationship specifically
aimed at end of life care and personal health
medical requirements. The palliative care
strategy group is progressing this work to a
higher standard.
 CNS – MidCentral Health supports aged
residential care facilities and recent HOP group
targeting frailty alongside a IFHC launched in
November 2015.
 Nurse Practitioner and Health of Older People
teams in three distinct geographical areas
provide general practice support.
 New permanent Psychogeriatrician support
commenced full time September 2015
 MCH clinician meets monthly with psychogeriatric
facility to engage better discharge outcomes
between hospital and facility.



Falls Awareness: MidCentral Health
falls aware ward is integrated into aged
residential care facilities and promoted
through specialist clinician involvement
- four facilities by 30 September 2015
o 20% of facilities implemented a
programme by 30 December 2015
o 40% of facilities have implemented the
falls aware programme by 30 March
2016
o 80% of facilities have implemented the
falls aware programme by 30 June
2016

G

On track. The DHB clinical advisor visited all 36
aged care facilities with an information and audit
pack on falls last quarter. The audit pack looks at
cluttered environments, bell use, footwear awareness
and is in line with the Health and Safety Commission
information support. 30 facilities have reported that
they have implemented a program; there is evidence
of the program being implemented in many of the
facilities. Two recent DAA audits reveal use of the
falls program and significant reduction in falls – one
with 67% reduction.

MidCentral District Health Board

Non Financial Performance Quarterly Report for October–December 2015
Page 36 of 67

84
Advance care planning (ACP):
 Confirm identified coding classification
requirements for ACP data collection in
general practice teams by 30
September 2015


Specialist clinician support and
education sessions are delivered to
primary care and NGOs at each
quarter for 2015/16

5

Fracture liaison service



Fracture Liaison Service is established
and its operation is monitored,
specifically: number or people who are
seen by the service and the treatment
they receive (e.g. osteoporosis
treatment)
o 25% of eligible patients will be
assessed by the fracture liaison
nurse and treatment initiated in
accordance with local guidelines by
the end of quarter one; 50% by end
quarter 2, 70% by end quarter 3,
and 90% by 30 June 2016
Status
Legend:

PP24:

B
G
A
R
D

B

B

A

Completed. Four READ codes have been set up to
collect data from General Practice. Wider discussion
on use of these codes is currently underway.
Discussions held this quarter around the initiation of
ACP conversations in practice and the measurement
of these with Total Health Care, the Palmerston
North Practice Nurse group and the Horowhenua
Practice Nurse group. Presentation on ACP to MDHB
Nurse Educators. On line ACP awareness survey for
health professionals developed and distributed in
November.
MDHB has the highest ACP on-line modules
completed for the region. Specific data for illustration
is currently being sought from the National
Cooperative.
Recruitment and contractual challenges have
resulted in a delay in the commencement of this
service. Registered nurse commenced 9 November
2015. Project plan for the implementation of the
Fracture Liaison Service completed 24 December
2015. This will drive the model of service delivery and
ensure that key performance indicators are identified
and met.

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

Improving waiting times – Cancer multidisciplinary meetings

Progress delivering improved functionality and coverage of high quality cancer multidisciplinary
meetings (MDMs) based on the actions agreed in the 2015/16 Annual Plan and the regionally agreed
activities using all of the allocated funding

Cancer multidisciplinary meeting (MDM) activity continues as usual with a fulltime
dedicated administrator to manage all meetings, and a second coordinator trained from the
Radiation Therapist staff, which has ensured seamless cover through periods of leave. The
suite equipment continues to function well and is covered by service agreements.
Costs incurred on an annual basis for staffing (permanently in post including cover) are
$78,426.18 and were itemised in a previous report. Indirect costs include clinician time,
catering for meetings which are often held over lunch or breakfast to attract staff, printing
and postage costs associated with results letters and equipment maintenance which absorbs
the remaining funding allocated.
Proforma are used in all meetings and MDHB provides advice for a number of regional as
well as local patients.
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A key issue facing MDM development this year is the desire of clinicians to move to weekly
MDMs in Breast cancer however it is proving difficult to schedule a suitable time and
location to achieve this. While the MDM suite is available at all times for MDM activity
clinician availability means that there only limited hours available for meetings to be
scheduled (predominantly 8am and 12pm) of which these times are already occupied. The
issues are further complicated as the RCTS is a regional service with oncologists routinely
away at peripheral clinics through the middle of the week.
MDM access, including future needs in regards to clinician resource and facility, is being
considered locally as a work stream of the FCT in Secondary Service project, which is funded
through the Cancer Service Improvement fund. Although this project is in its early stages,
feedback to the project from a range of sources indicates that MDMs are a central influence
in the timeliness and efficiency of the cancer pathway.
Complementing this work, the Central Cancer Network (CCN) is also continuing to focus on
MDM development. Following the release of the NZ Cancer Health Information Strategy
(July 2015) and the subsequent MDM data project the CCN focus has shifted to clinical
resourcing requirements of effective MDMs. CCN has scoped this project which will be
delivered over the next 6 months.
Feedback was also provided on the Ministry Cancer Health Information Strategy Programme
to identify the importance of a national focus on process / data standards for MDMs

PP25:

Prime Minister’s youth mental health project

Progress update report on actions to implement Initiatives 1,3, and 5 of the Prime Minister’s Youth
Mental health project


Initiative 1: School Based health Services in decile one – three secondary schools, teen parent
units and alternative education facilities

Initiative 3: Youth Primary Mental Health

Initiative 5: Improve the responsiveness of primary care to youth
(note: initiative 6 is reported under PP8 and Initiative 7 is reported under PP7)
1

School Based Health Services

a)

Provision of quantitative report on implementation of SBHS – per template

b)

Completed?
Narrative progress report on actions undertaken to implement Youth Health Care in Secondary
Schools: A framework for continuous quality improvement in each school (or group of schools)
with SBHS

SBHS within MDHB: Manawatu College, Horowhenua College, Waiopehu College, Tararua College,
Totorua College of Accelerated Learning, Queen Elizabeth College, Te Kura Kaupapa Maori o
Tamaki Nui A Rua; Te Kura Kaupapa Maori o Te Rito. TPUs – Palmerston North and Levin.
Alternative Education Centers: Dannevirke, Pahiatua, Levin, Highbury Whanau Centre (HWC);
Manawatu Community High School (MCHS) and Kelvin Grove Alternative Education (KGAE)
Public Health Service, MidCentral Health (MCH) is the lead contract holder for the School Based
Health Services (SBHS) contract. SHBS is well embedded into ‘business as usual’. All settings
have registered nurses working onsite providing a full range of nursing services and HEADSSs
assessments to the enrolled student population.
The Youth One Stop Shop (YOSS) continues to sub contract to provide nursing services to the
Highbury Whanau Centre (HWC); Manawatu Community High School (MCHS) and Kelvin Grove
Alternative Education (KGAE). They are also providing GP support to Manawatu and Waiopehu
Colleges. Horowhenua College students are seen by YOSS at the centre in Levin.
Two Kura Kaupapa and one college do not have SBHS fully embedded however they are being
provided with additional PHN SBHS with enhanced service delivery. Public Health Service is
respectful of the kaupapa of total immersion as paramount importance for the Kura whist still being
available to provide health services to the young people and their families. During this reporting
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period PH delivered Health Education programmes to students in both Kura.
The Horowhenua and Palmerston North school settings have 2-4 hours of General Practitioner
support time provided by YOSS through a private arrangement with a local general practitioner (PHO
funding). Tararua students access their general practice teams within the region. Dr/Nurse clinics
continue to be busy with students very interested in discussing their general health issues. The
anecdotal comments have all been positive and the students have stated that they feel safe and
comfortable talking to the GP or Nurse and sharing their personal information.
Education in classrooms/health days continues to be delivered using a combination of a reactive and
proactive approach covering puberty, hygiene and development, contraception and sexually
transmitted infections. Printed resources are also provided to the students across a range of topics to
promote health and well being. Engagement with schools around sexuality has recommenced with
the employment of a Sexual Health Advisor by PH. The HPS role has been redesigned which will
provide additional resource in helping schools identify and address health needs.
The use of the PHS Vision Hearing Technicians to deliver the vision and hearing component of the
check continues with all colleges supporting this approach. Alt Ed Providers in the regions are
accessing the PH Vision Hearing Screening Clinics.
Tararua College is the latest school to implement the SBHS programme. The MOU with the college
board of trustees has been signed; discussion around the facilities to run the service is in progress.
The SBHS PHN position has been appointed. All year 9 students have had their vision and hearing
screened, height and weight recorded, because of the time of the year the school and the PH service
have agreed that the year 9 students will have their full assessments completed early 2016.
BMI recordings have been calculated and recorded into client file for each student who had a
HEADSSS assessment. Access to this data has been difficult, an electronic data base needs to be
established to record healthy BMIs within a normal range. This will be done by the next reporting
period.
SBHS Health Clinic Survey will commence in 2016. Questionnaire design has progressed over the
last reporting period.
PDSA Cycles
All SBHS Colleges : Extended PHN scope of practice now includes the provision of medication for
the treatment of a number of health presentations at the nurse-led clinics. SBHS PHNs are now
working under standing orders, with ongoing education and an audit processes to support standing
order delivery is in place. PDSA cycle reviewed.
Waiopehu College: PDSA Cycle - Appointment system established 2015. PDSA cycle reviewed
December 2015. The appointment process has worked well for the school teaching staff and the
students. All reported that it is a more efficient way of being seen by the SBHS staff.
Horowhenua College: PDSA Cycle - Sexuality programme. Continued to promote the concept of
SBHS PHNs supporting the college to deliver a sexual health education programme. Meetings with
SBHS - PHNs, Health Promoter and school staff held to set the sexuality programme for 2016.
Tararua College: SBHS establishing the clinic process with the college – PHNs and the college
working together ensuring the processes are working for all parties. PDSA cycle will be developed as
the SBHS moves forward in 2016.
Te Kura Kaupapa Maori o Tamaki Nui A Rua and Te Kura Kaupapa Maori o Te Rito: PDSA
cycle – Public Health Service and MidCentral Maori Health providers have worked together over the
past three months looking at the level of service and who is doing what in each of the colleges. In
February 2016 the college principals will be meeting with the providers to work through issues and
look to what is needed to progress full SBHS service provision.
Service improvement - PDSA cycle development for 2015/6
1. Student Feedback – In 2012 student survey was undertaken, the same tool will be used to survey
the students in 2016.
2. Health Promoting Schools Rubric – PHN appointed to assist with this work. Manawatu College
has completed the Rubric and identified key areas for action in 2016.
3. Sexuality Education programme – Sexual Health Advisor to assist with this work at Horowhenua
and Waiopehu Colleges during 2016.
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Status

AP Deliverable (AP 36)

Explore the opportunity for the Public Health
Service sexual health promotion role to work
alongside schools to offer free comprehensive
sexuality education programme in schools
covering issues such as ethical consent,
communication, negotiation, diversity,
contraception and safe sex. The programme will
aim to equip young people with the information,
skills and values they need to have safe, fulfilling
and enjoyable relationships, and to take control
of their own sexual health and wellbeing.

Progress as at 31 December 2015
PHS is offering the ACC Mates and Dates course
to schools. This is a comprehensive sexuality
education programme. PHS staff will be trained in
the delivery of this program in Feb 2016.
PHS also undertakes train the trainer sessions for
teachers to assist them to deliver the sexuality
education school curriculum which is also a
comprehensive program. As these programmes
are already developed and are evidence based
and evaluated these should be offered and
supported rather than developing any new
programme.

o

Scope the interest in this model from
schools by 31 March 2016

G

o

Develop modules and agree the
components with education

We are currently surveying every school to
ascertain if they are currently delivering the
sexuality program - to which classes and to see if
they need any assistance.

B

o

Rollout by 30 June 2016

New development work not required – current
work proceeding. Proposed action closed.

2
a)

Now not applicable.

Youth Primary Mental Health
Provision of quantitative report under PP26 (PMHI) – per template

Completed? Yes

b)

Narrative progress report on actions undertaken to improve and strengthen youth primary
mental health (12 – 19 year olds with mild to moderate mental health and/or addiction issues) to
achieve:
 early identification of mental health and/or addiction issues
 better access to timely and appropriate treatment and follow up
 equitable access for Maori, Pacific and low decile youth populations
Central PHO continues to support Youth Groups providing increased opportunities for early screening
and intervention to occur. There has been an emphasis on education and information in relation to
access and support of the Children's Team in Levin. Central PHO is supportive of this and has been
open to the development of creative service delivery to assist vulnerable members of the MidCentral
communities.
There has been an increase in referrals for 0 -11 year olds who do not meet the service criteria.
Central PHO Primary Solutions service has been able to, in some instances, utilise the existing POC
process for 0-11year olds whose parents are eligible for POC. This has proved successful as it
supports the child and the family member to work together on identified issues.
There continues to be discussion and further proactive collaboration regarding the on-going
development and implementation of the Primary Mental Health Youth Stepped Care model of
practice.
Locally the Connected Workforce (Central PHO, YOSS, MASH, Supporting Families) are
collaborating on a service delivery pathway for young people. The action plan developed to date
includes:








Collaboration across primary and secondary mental health services.
Development of a single district wide assessment/living inclusive of scale of acuity, and risk.
Use of WRAP plan, inclusive of the involvement of family, peer support, Whanau, GP, school,
physical healthcare.
Flow chart processes identified for mild-high risk clients.
Training for use of an assessment framework.
The identification of change champions within teams (NGO, Central PHO, MDHB).
Shared client record: single trackable process.
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Status

AP Deliverable (AP36)
Expand YOSS (Youth One Stop Shop)
to be able to offer a Maori counsellor /
youth worker to work alongside Maori
rangitahi / whanau by 31 May 2016

D

Progress as at 31 December 2015
Unable to progress due to DHB financial
constraints. This deliverable has been closed

3

Improve the responsiveness of primary care to youth

a)

Actions undertaken to ensure the high performance of the youth SLAT (or equivalent) in local
alliancing arrangements

AP Deliverable (AP36)

Status Progress as at 31 December 2015

Advance youth health services through
intersectoral approach


Develop and roll out professional
development sessions for Primary
Care that will assist all staff to be
more youth friendly
o Develop an evidence based best
practice professional development
programme by December 2015

Behind plan awaiting national work that will align
to this project.

A

Behind plan awaiting national work that will align
to this project.
Subject to above

o Develop implementation plan by 31
March 2016
o Offer sessions across the district by
June 2016 – (number to be
determined once scoped)
o Implement in accordance with
timeline.

b)

A

Actions the Youth SLAT has undertaken to improve the health of the DHB’s youth population (12
– 19 year age group at a minimum) by addressing identified gaps in responsiveness, access,
service provision, clinical and financial sustainability for primary and community services for the
young people – per Youth SLAT’s work programme

Confirmation of YWAG membership Confirmed, as reported in 2014/15, together with the Terms of
Reference for the Youth Welfare Advisory Group (YWAG).
Work plan for 2015/16 agreed

Agreed in 30 March 2015 (see Annual Plan deliverables below)
The purpose of the Youth Wellbeing Advisory Group (YWAG) is
focused on improving the provision of health services for young
people through optimised service development and delivery
processes. From their Terms of Reference, the principal
objectives of YWAG for the 2015/16 year are to:


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

Develop and sustain collaboration and communication
between related network groups
Status Progress as at 31 December 2015


AP Deliverable (AP36)

Scope the opportunity to work alongside
Palmerston North City Council (PNCC) in
the first instance to further develop a social
media information app which supports
young people to find where health services
might be available in Palmerston North and
then discuss with young people in other
areas to see if they want to pursue this
option (The app will enable easy updating
of information)
MidCentral District Health Board

Non Financial Performance Quarterly Report for October–December 2015
Page 41 of 67

89
o
o
o
o

Meet with PNCC youth network to
scope the feasibility of the project
by March 2015
Develop project plan for roll-out of
app in Palmerston North by
September 2016, and roll-out
Work with youth advisory group to
determine further roll-out across
the district
Work with public health (social
marketing initiative no 8) re youth
service health messaging
Status
Legend:

PP26:

B
G
A
R
D

B

Completed. Paper completed for funding approval.

G

Progressing well

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

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

Focus Area 1: Report on the status of quarterly milestones for a minimum of eight actions to be
completed in the 2015/16 year and for any actions which are in progress/ongoing in 2015/16 (per
reporting template)
Focus Area 2: Primary Mental Health
a)
provision of quarterly data and reports per template on services delivered, including alcohol
brief interventions, for adult and youth (12 – 19 years) seen in primary care – by ethnicity and
services accessed services.
b)
provision of narrative report on the overall assessment of the services delivered, any major
achievements/successes, major issues that have affected the achievement of the contracted
services, whether services have been externally evaluated / reviewed / audited and status of
recommendations made

Reporting template submitted. All projects on track.

PP27:

Delivery of the children’s action plan

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

Progress on the initiatives is outlined below.
Status

2015/16 Initiatives (AP33)
1

Progress as at 31 December 2015

Reducing the number of assaults on children

Develop an intersectoral innovation hub
o

Together with government agency
partners, scope an innovation hub
model to support cross-sector service
delivery models, by 30 November 2015

o

Confirm target area is family violence
prevention, including reducing assaults
on children, by 31 July 2015

o

Develop implementation plan by
October 2015

MidCentral District Health Board

B

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

G

Focus is on reducing Family Violence across
Palmerston North. Family Violence stocktake
underway – to be completed by 31 April 2016

A

Delayed because the Innovation hub group is waiting
for the stocktake to be completed before progressing.

Non Financial Performance Quarterly Report for October–December 2015
Page 42 of 67

90
o

Implement in accordance with timeline

Extend the Family Violence
Intervention Programme (VIP) to
include exception and remedial actions
to audit scores less than 80/100, for
each of the child and partner abuse
components of our VIP programme by
31 September 2015

A

Delayed but will soon be back on track

B

Completed
Audit score achieved 98% for partner abuse and 96%
for child abuse in latest self-audit (November 2015).
Snapshot audit results:
1. Post natal maternity = 78% screening and 5%
disclosure
2. Adult Emergency Department = 68% screening and
5% disclosure
3. Child Emergency Department = 77% screening and
10% suspected non accidental injury
4. Sexual Health = 78% screening and 52%
disclosure
5. Child Health Inpatient = 10% screening
Two PDSA initiatives have been developed to address
shortfall in Child Health.
National Child Protection Alerts System (NCPAS)
maintained and fortnightly MDT meetings to manage
‘reports of concern’ continue. NCPAS statistics:
2015
Reports of concern
NCPAlerts

October
7
18

November
8
21

December
8
17

Note 2: these statistics are taken from the fortnightly MDT
meetings that occur in the month – there is not an exact
correlation between RoC and Alerts in the one period.

2

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

Embed Children’s Team Tamariki te Tuatahi
within the Horowhenua and Otaki community
o
o
o

Implement the social worker/health
broker model by 31 August 2015
Implement GPs supported health
assessments for children and their
families as from 30 July 2015
Through Children’s Team governance
group, monitor impact on MDHB
services, ensuring capacity in place to
meet demand – ongoing

B

Completed. Role in place commenced 15 June 2015.

B

Completed. Mechanism in place for General Practice
to claim for Children’s team families if required.

G

Ongoing monitoring – nil issues

G

Progressing as planned

Implement policies in line with Vulnerable
Children’s Act
o

Implement worker safety checking for
all new children’s workers: new core
workers by July 2015 and new noncore workers by 01 July 2016

o

Review MDHB’s recruitment policies
and procedures to ensure compliance
with the Act by 30 September 2015

B

Completed

o

Implement worker safety checking for
existing staff by 30 June 2016 and
three-yearly thereafter

G

Preparations underway

3

Health service coordination / service continuum across primary and referred services

Develop a learning disability pathway and
secure appropriate resources to ensure service
delivery
o Develop an appropriate pathway for
G
identifying vulnerable children with a
learning disorder who require cognitive
testing and associated services, by 30
March 2016
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o

o

Secure 1fte psychology and 1fte
occupational therapy resource for the
cognitive testing and associated
resources by 30 June 2016
Implement pathway across the district
and government agencies as from 30
June 2016

D

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

D

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

Develop a multi-disciplinary team approach to
managing children with complex disabilities,
including regional and inter-agency
components
o Scope the project size to determine
D
elements by 30 November 2015

o

Secure appropriate resource to ensure
sustainability (administrative therapy
component, physical space and IT
technology) by 31 May 2016

D

(AP35) Implement the Ministry of Health’s
COPMIA (Children with Parents with Mental
Health and Addiction problems) model of
approach guidelines
o Undertake gap analysis by 30 August
B
o

o

o

o

2015
Joint inter-agency approach developed
to identify the population of children
living in the presence of mental health
and addiction in the MDHB district by
October 2015
Review assessment tools and update
registration processes to include
children of service users or increased
inclusion with family/whanau in
assessment of service users by
February 2016
Extend assessment tools to include
assessment of children by May 2016
Extend assessment tools to include
assessment of children across all
secondary adult mental health services
working in partnership with Child &
Adolescent Mental Health Services
under CAPA (Corrective and
Preventative Action) framework by
June 2016

Status
Legend:

PP28:

B
G
A
R
D

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

Completed

B

Completed

G

On track

G

On track

G

On track

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

Reducing rheumatic fever

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

(2015/16 target: 55% reduction from 2009/10 – 2011/12 baseline = 1.0 per 100,000
population; number of cases: 2)

MidCentral District Health Board

Non Financial Performance Quarterly Report for October–December 2015
Page 44 of 67

92
Rheumatic Fever Prevention Plan progress: The consultation period for the ‘Sore throat
management for the prevention of rheumatic fever’ collaborative clinical pathway has closed
and feedback is under consideration. The official launch of the pathway is planned for March
2016 to coincide with the local Child Health Forum.
New Acute Rheumatic Fever hospitalisations: There have been no new initial
hospitalisations for acute rheumatic fever in MidCentral DHB during Q2 2015/2016. The
total number of new ARF hospitalisations in the MDHB area during the 2015/2016 year to
date is therefore one (population rate approx 0.6/100,000).
Other new cases of Acute Rheumatic Fever: (Note: non-hospitalised cases are not included in
the data for achievement of the Better Public Services target)
There have been no notifications of non-hospitalised ARF cases in the MidCentral DHB area
in Q2 2015/2016.

PP29:

Improving waiting times for diagnostic services



Coronary angiography - 95% of accepted referrals for elective coronary angiography will receive
their procedure within 3 months (90 days)



CT and MRI - 95% of accepted referrals for CT scans, and 85% of accepted referrals for MRI
scans will receive their scan within 6 weeks (42 days)



Diagnostic colonoscopy
i) 75% of people accepted for an urgent diagnostic colonoscopy will receive their procedure
within two weeks (14 days), 100% within 30 days
ii) 65% of people accepted for a non-urgent diagnostic colonoscopy will receive their procedure
within six weeks (42 days), 100% within 120 days
Surveillance colonoscopy
65% of people waiting for a surveillance colonoscopy will wait no longer than twelve weeks (84
days) beyond the planned date, 100% within 120 days



Diagnostic waiting times targets – 2015/16
95% of accepted referrals for an elective coronary
angiography will receive their procedure within 3 months
95% of accepted referrals for CT scans will receive their
scan within 6 weeks
85% of accepted referrals for MRI scans will receive their
scan within 6 weeks

October
100%
25

93.3%
498

534

100%
352

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

12

65% of people accepted for a non urgent diagnostic
colonoscopy will receive their procedure within 6 weeks

114

65% of people waiting for a surveillance colonoscopy will
wait no longer than 12 weeks beyond the planned date

25

352

100%
12

94.2%
121

November
100%
27

27

93.9%
475

506

390

390

39

10

95.9%
140

146

97.8%

90.3%
65

72

100%
91

93.5%
515

551

378

378

1,479

5

1,120

116

26

89

27

94.5%
362

79.8%
71

1,120

96.3%

93.1%
108

1,591

100%

80%
4

91

93.0%

100%

100%
10

Qtr 2,
2015/16

100%
39

100%

87

89

December

383

89.2%
223

250

Waiting time targets for all diagnostic modalities except CT scans continue to be achieved.
Diagnostic waiting times for CT scans
The Radiology department has a number of service improvement activities underway. One
focused on improving scanning and reporting capacity has increased throughput in these
areas to record levels (8.5% increase in completed scans from 2014 to 2015 - highest volume
in this last quarter). The service is currently operating at a maximum scanning and reporting
MidCentral District Health Board

Non Financial Performance Quarterly Report for October–December 2015
Page 45 of 67

93
capacity with the available CT, MRT and Radiologist resources currently available. A
planning/forecasting dashboard has recently been implemented which is being used to
manage our elective booking schedule to cater for patients with a clinical urgency or with the
longest wait times.
Another improvement initiative is around better managing administration processes. There
is limited administration staff to manage/process the increasing number of CT requests. In
response the service is training other staff to assist with CT referrals, correcting errors and
working to improve referral information (e.g. illegibility or omissions). A resolution is the
elimination of paper-based referral process via Online Orders which will be delivered as a
part of the Regional Clinical Portal project later in the year. The introduction of online orders
will have a substantial impact on the process as it eliminates the need to manually key every
referral into the system ensures mandatory information is present and clinical
summary/question information provided is legible.
Improving communication channels, promoting access criteria and use of referral guidelines
are other areas of focus. Requests for CT examinations continue to grow and the growth has
reinforced identified issues in demand management. Wider hospital initiatives or new
programmes that have an impact on demand for radiology are inconsistently considered and
planned. Cross department communication and involvement is a key area for improvement
and the newly appointed Clinical Director is also keen to work more closely with key referrer
groups, particularly GPs, to promote initiatives such as access criteria and the Collaborative
Clinical Pathways.

PP30:

Faster cancer treatment and Shorter waits for cancer treatment –
radiotherapy and chemotherapy

A patient pathway approach is being adopted across surgical and non-surgical cancer treatment to
support faster cancer treatment for patients. Faster cancer treatment will be measured by:

all patients with a confirmed diagnosis of cancer receive their first cancer treatment (or other
management) within 31 days of decision-to-treat

all patients ready for treatment, wait less than four weeks for radiotherapy or chemotherapy from
decision to treat

Part A:

31 day faster cancer treatment indicator

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

November

December

Quarter 2
Total

Number of patients whose first treatment was
within 31 days of decision to treat

56

45

49

150

Number of patients within the cohort who
received their first treatment in the month

59

55

53

167

94.9%

81.8%

92.5%

89.8%

2015/16

Percentage treated within 31 days

Target: <10% of records submitted are subsequently declined
Target achieved for the quarter, with notable results seen in October and December.
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Part B: Shorter waits for cancer treatment
All patients ready for treatment wait less than four weeks for radiotherapy or chemotherapy from
decision to treat
MidCentral DHB residents only
Radiation treatment or Chemotherapy
Total Patient treatments
Patient treatments outside 4 weeks (non capacity reasons)
Patient treatments within 4 weeks
Patients ready for treatment in the month

Oct

Nov

Dec

47
5
42
42

64
5
59
59

52
4
48
48

Quarter
Total
164
14
149
149

Percentage ready for treatment waiting less than 4 weeks

100%

100%

100%

100%

MidCentral DHB residents only
Reasons for Radiation Treatment or Chemotherapy
Outside 4 Weeks
Patient request / choice
Clinical considerations
Other management
Department facility / capacity constraints
Total

Oct
2
1
3
6

Number of Patients
Nov
Dec
Quarter
Total
2
4
1
1
3
2
1
6
5

2*

13

*In the month of December 2015 a further 2 patients were seen outside of weeks due to extraordinary
circumstances. Unforeseen circumstances are not a capacity issue and are events that are outside the
control of the Cancer Centre and the patient .

This target continues to be achieved for all patients who are ready for treatment waiting less
than the expected four-week timeframe for the radiotherapy or chemotherapy. There were
no facility or capacity constraints and the Cancer Centre continued to make treatment
available throughout the holiday season (except Christmas Day).

System Integration
SI1:

Ambulatory sensitive (avoidable) hospital admissions

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

On hold - subject to the MoH review – being reinstated in the 2016/17 year.

SI2:

Delivery of regional services plan

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

The progress report on delivery of the Regional Services Plan has been submitted by TAS on
behalf of the six DHBs in the central region.
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SI3:

Ensuring delivery of service coverage

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

No service coverage issues identified. The Ministry has requested confirmation or exception
reports or information from all DHBs this quarter in relation to the following issues or
concerns.
3.1

Sharps disposal
A new sharps disposal service coverage requirement was introduced in 2015/16.
“In accordance with the 1998 Health (Needles and Syringes) Regulations, in particular
Section 9(1), the Ministry of Health expects that all DHBs fund a sharps disposal services for
people using needles and syringes in the community, at no cost to the patient. Pharmacies
and medical practitioners are responsible for the collection of sharps they dispense, and
DHBs are responsible for their disposal.”
Please confirm that your DHB is now funding a sharps disposal services for people using
needles and syringes in the community, at no cost to the patient.

MidCentral DHB has been funding a sharps disposal service free to patients since July 2007.
Initially this was focused on disposing of sharps generated by people with diabetes, as part of
the MidCentral Diabetes Service Plan. However, since July 2014, the scheme was expanded
to include all sharps associated with injectable medicines prescribed/dispensed by health
professionals. Sharps associated with medicines not prescribed/dispensed by health
professionals are disposed of via the needle exchange service.
3.2

Oral health - charging / co-payments policies for dental reconstruction following oral
cancer surgery
Recent concerns have been raised about DHB charging / co-payments policies for dental
reconstruction following oral cancer surgery. Please confirm whether your DHB applies
charges or co-payments related to dental reconstruction following oral cancer surgery.
If yes - please outline the DHB’s policy including identifying in particular any charges applied
to the cost of dental components and laboratory work. Please confirm whether information
on charging or co-payments is given to patients before dental reconstruction is undertaken in
relation to oral cancer surgery or other procedures.

MidCentral DHB confirms that it does not fund nor applies charges/co-payments to patients
for dental reconstruction following oral cancer surgery / treatment for cancer.
3.3

Suicide prevention plans
Service coverage expectations include a requirement that DHBs implement a suicide
prevention plan. All DHB suicide prevention plans have been approved.
Please identify three actions from your suicide prevention plan that will be your key focus,
including milestones. (Note: In quarter 4 DHBs will be requested to provide a highlights and
exceptions for their selected actions)

MidCentral DHB Key Focus Areas and Selected Actions for 2015/16
1. Reduce access to means of suicide
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a)

b)

Monitor coronial data that looks at method of suicide to determine action for
prevention e.g. firearms storage
 Evidence of action is documented and reported to Postvention Fusion
Group, 6 monthly. Lead: Public Health Service
Work with local councils, institutions and businesses, for any recognized
repetitive suicide methods e.g. jump sites
 By May 2016, Repetitive sites/methods for suicide attempts are identified
and the appropriate authorities/businesses are supported to take action
(Lead: Community Postvention Fusion Group)

2. Workforce development - Recognition and support for people experiencing mental
health & alcohol and drug problems
a)
Utilise “Speakers Bureau” workshops to destigmatize mental illness
 By April 2016, two workshops a year are advertised, delivered and evaluated
(Lead: Workforce Development Coordinator Let’s Get Real)
b)
By April 2016, disseminate “help seeking” information through non mental
health sector e.g. Work and Income, workplaces. (Leads: Workforce
Development Coordinator Let’s Get Real and Public Health Unit’s Mental Health
Promoters)
3. Reduce impact of cyber bullying
Provide annual workshops on preventative methods and self-protection from
cyber bullying, by June 2016. (Lead: Youth One Stop Shop)
3.4

Spinal cord impairment action plan, 2014/15

A confirmation or exception report has been requested against the agreed actions in the
2015/16 Annual Plan for implementation of the Spinal Cord Impairment Action Plan in
2014/15
MidCentral confirms that protocols and processes are in place and being used around the
management, referral pathways and transfer of patients with clear spinal cord injuries. Any
patient who has a spinal cord injury with neurological deficit and no other traumatic injury
evident will be transferred by St John direct to Burwood Spinal Unit in Christchurch or
Auckland (if a paediatric patient). This process is clearly understood by St John, the
Emergency Department and Orthopaedics, and has been confirmed for this purpose by the
Regional Manager for St John and the lead Orthopaedic Surgeon and Clinical Director for
ED.
Any other patients will be brought to the Emergency Department, stabilised and managed by
Orthopaedics with a direct referral to Burwood occurring at the appropriate time.

SI4:

Standardised intervention rates (SIRs)



Major joint replacement procedures, a target intervention rate of 21.0 per 10,000 population
(Quarter 1 only, for previous 12 months)
 Cataract procedures, a target intervention rate of 27.0 per 10,000 population (Quarter 1 only, for
previous 12 months)
 Cardiac surgery a target intervention rate of 6.5 per 10,000 of population
 Percutaneous revascularization a target rate of at least 12.5 per 10,000 of population
 Coronary angiography services a target rate of at least 34.7 per 10,000 of population
For any procedure where the standardised intervention rate in the preceding 12 month period is
significantly below the target an exception report is required
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Year Ended 30 September 2015. Raw and Standardised Discharge Rates per 10,000 population for
Publicly Funded cardiac surgery and cardiology procedures, 95% Confidence Intervals and WIES
NZ14 Filter Applied. (All admission types)
Procedures Codes
Cardiac surgery Angiography
Angioplasty
2014/15 National target intervention rate per 10,000
population

6.50

34.7

12.5

DHB Raw Intervention Rate 10,000

Change from 30 September 2014

6.95
6.24
6.26
5.20
7.51
119
119
▲1.36

37.48
32.40
33.76
31.23
36.50
642
616
▲3.61

10.68
11.52
9.64
8.32
11.17
183
219
▲1.08

Significant difference

Not significantly
different

Not significantly
different

Significantly below

Population

171,287

171,287

171,287

National Interventions per 10,000
Std Intervention Rate per 10,000
Std Intervention Rate per 10,000 - Lower 95% CI
Std Intervention Rate per 10,000 - Upper 95% CI
Actual Discharges
Expected discharges

The standardised intervention rates for cardiac surgery and angiography improved over the
12 months to September 2015, and although below the absolute target MidCentral’s rates
were not significantly different from the national target intervention rates. The intervention
rate for angioplasty has increased by 1.08 relative to 12 months to September 2014 but
continues to be significantly below the national target. (Note a slight reduction in population
figures for this period).
 Access to the DSA room for cardiac angiography remains at 3 sessions per week and
remains the main factor determining angiography rates. Planning for upgrades elsewhere
within the medical imaging department to make extra sessions available for cardiac
angiography and potentially pacemaker implantation continues. An upgrade to the
existing air-exchange system to Operating Theatre standards and will be required to
enable pacemaker implants to be performed. Planning for a dedicated cardiac facility as
part of this upgrade is in progress, and support has been provided by the Clinical
Director for Regional Cardiology Services.










DSA room utilisation for cardiac angiography is being monitored to ensured maximum
utilisation of the facility and strategies to improve “table” and “puncture” times.
The development of a dedicated cardiac facility continues to be impacted by the upgrade
to the existing substations and generators which form part of the MCH infrastructure is
in progress. This upgrade is required to support the establishment of an additional DSA
room for cardiac angiography – this is unable to proceed until the upgrades are
completed. This is set for mid 2016, as identified on the annual plan, which includes
dedicated cardiac DSA room access.
Accelerated Chest Pain Pathway working group has established a clinical pathway for the
flow of patients through the emergency department utilising the Emergency Department
Assessment of Chest pain (EDACS) scoring tool - the utilisation of this tool commenced
in August 2015.
Echocardiography booking and scheduling systems have been reviewed by the
echosonographers to allow an increase in actual scanning times.
4.0 FTE Cardiologists in post – full establishment sustained.
FSA and Follow-up volumes on target for second quarter of 2015/16.
The Cardiology Service remains ESPI 2 and 5 compliant - regular monitoring of ESPI 2
and 5 activity and compliance with thresholds as well as performance against
standardised intervention rates is monitored by the Cardiology Governance Group.
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Cardiology outreach clinics provided in Wanganui, which commenced in April 2015
continue – review of existing cardiac patients previously under the care of Capital and
Coast DHB has been completed. The visiting service presently focuses on the
management of complex cardiac and heart failure patients within these outreach clinics.
The cardiology service has taken responsibility for the continuation of the Sesta Mibi
service following the retirement of the existing Nuclear Medicine physician.

SI6:



IPIF Healthy Adult: Cervical Screening

80% of eligible women aged 25 – 69 years have received cervical screening services within the
last three years
Actions and milestones agreed in Annual Plans
For period ending: December 2015
Number of women screened in last 3 years
Eligible enrolled population*
Percentage

Maori
4,679
6,926
67.6%

Pacific
692
976
70.9%

Asian
1,925
3,134
61.4%

Other
24,615
31,178
78.9%

Total
31,911
42,214
75.6%

* Hysterectomy adjusted.
2015/16 Annual Plan
initiatives

Milestones

Progress as at 31 December 2015

(AP31) Improve cervical
screening rates within the
district
o Implement outcomes of
the January 2015
cervical screening pilot
study in accordance with
agreed timelines

Screening targets
achieved and
inequities eliminated
by June 2016

The Steering Group established to lead and
coordinate the actions outlined in the Action
Plan has commenced a review of current
cervical screening services and evidence in
support of improved coverage rates and
equity of coverage.

Ownership
OS3:

Inpatient average length of stay (ALOS)



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



The standardised ALOS for acute discharges in any medical or surgical specialty, expressed as
the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by the nationwide acute inpatient ALOS.
Admit
Type

Baseline: 12mths to 30 September 2014

61,888

Observed
length of stay
(hours)
1,485,318

Predicted
length of stay
(hours)
1,331,130

9,191

220,587

210,719

Number of
discharges

Number of bed
day equivalents

Acute

21,146

Elective

5,407

MidCentral District Health Board

Average length of stay (ALOS)
Standardised
MidCentral

National

2.93

2.95

2.64

1.70

1.74

1.67

Unstandardised
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Admit
Type

56,007

Observed
length of stay
(hours)
1,344,183

Predicted
length of stay
(hours)
1,260,988

8,629

207,101.5

197,869

Number of
discharges

Number of bed
day equivalents

Acute

21,619

Elective

5,289

2015/16
Annual
Target

Standardised
ALOS (days)

12mths to 30 September 2015

Unstandardised
MDHB National MDHB
ALOS
2.59

2.75

2.58

≤2.95

1.63

1.70

1.62

≤1.67

Data Source: Ministry of Health. Report run date 15 December 2015

Note change in methodology for measuring ALOS.

Acute ALOS: The standardised ALOS for the 12 months ending September 2015 shows a
small reduction of 0.08 days to 2.75 days compared to the baseline rate one year ago of 2.95
days - within target, but remains above the national average length of stay for acute events
for this period (2.58). This ALOS attracted 17,916.2722 WIESNZ-14 caseweights (range
0.0937 to 53.5037).
Elective ALOS: The standardised ALOS for the 12 months ending September 2015 shows a
small reduction of 0.04 days to 1.70 days compared to the baseline rate one year ago of 1.74
days. Although improved sufficiently to attain the expected target reduction for this quarter,
the ALOS for elective events remained above the national average of 1.62 days. This ALOS
attracted 6,849.2546 WIESNZ-14 caseweights (range: 0.1752 to 15.7464).
Improvement activities continue, as reported last quarter.

OS8:

Reducing acute readmissions to hospital

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

The acute readmissions model is currently under review and re-development. Data is not
available for reporting this quarter.

OS10:

Improving the quality of data submitted to national collections

Improving the quality of identity data within the National health Index (NHI) and event data submitted
to the National collections Systems (NCS)




Focus Area 1: improving the quality of identity data within the NHI
Focus area 2: Improving the quality of data submitted to National Collections
Focus area 3: improving the quality of the Programme for the Integration of Mental Health Data
(PRIMHD), including a particular focus on Mental Health Act data
Measure

2015/16 Qtr

Focus area 1: National identity data
(1) New NHI registration in error (causing
duplication)

(2)

Recording of non-specific ethnicity in
new NHI registration

MidCentral District Health Board

1
2
3
4
1
2
3
4

Totals (n/d)

Result

Rating

7 / 145
1 / 120

4.83%
0.83%

Not achieved
Outstanding

1 / 650
1 / 660

0.15%
0.15%

Outstanding
Outstanding
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(3)

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

1
2
3
4

(4)

Invalid NHI data updates

1
2

1 / 650
5 / 650

0.15%
0.76%

Outstanding
Achieved

1,791 / 1,842
1,820 / 1,883

97.23%
96.65%

Achieved
Partially achieved

Average
Average
Average

96.9%
98.6%

Partially achieved
Achieved

Average
5,168 / 5,579
5,521 / 6,413

92.6%
86.1%

Outstanding
Achieved

27,790 / 82,052
28,460 / 82,786

33.9%
34.4%

Not Achieved
Not Achieved

3
4

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

(2)

National Collections file success rate
(PRIMHD, NMDS, NNPAC and NBRS
records)

(3)

Standard versus edited diagnosis code
descriptors in the NMDS (M00 to M99,
S00 to T98, U50 to Y98 excluding U739,
Y929, X59) *

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

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

* These measures consist of data for the period June to August 2015 (extracted 08/10/ 2015)

** National collections (Q2):

NBRS 97.92%
NMDS 99.32%

NNPAC
PRIMHD

98.28%
98.75%

Focus Area 2: National collections
NBRS Links to NNPAC AND NMDS
NBRS Links to NNPAC and NMDS has been Partially Achieved with 7 records short of an
achieved rating for the September to November 2015 period. Timing issues relating to data entry
and file submissions are likely contributing factors and are being further investigated in quarter
3 (noting also the NNPAC timeliness issues referred to below and as discussed with MoH).
Timeliness of National Non-admitted Patient (NNPAC)
As previously noted, the responsible Analyst for this collection left suddenly and the responsibility
was shifted to the Data Warehouse Lead. It was thought that there had been improvements in
timing and quality. This will be reassessed and any actions taken to ensure more timely submission
– although looking at data period, it is believed there has been sustained improvement since then.
Focus Area 3: PRIMHD Data Quality
a)

File load success: 98.75% (32173/32579) – significantly improved result compared to
last quarter.

b) Data quality audits and corrective actions (including Mental Health Act data)
Date(s) of audit
7 January 2016

Corrective actions
Latest audit identified inaccurate mappings between local Activity and
Setting Codes and the relevant PRIMHD codes for Activity and Setting.
Currently working with other staff to determine which mappings need to be
amended prior to passing the corrected list on to be implemented.
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Ongoing

Checking Homer (core Patient Administration System) to ensure the code
mappings are accurate.
Regular audits of data to monitor, report and manage Mental Health Act
requirements undertaken, including reconciliation of data between systems
for tracking dates/times applicable to relevant sections of the Act.
Improvements in accuracy and completeness is seen; monitored by
DAMHS.

Routine

Output
OP1 Mental health output delivery against plan
Each DHB must monitor, evaluate and report on the delivery of Mental Health Services set out in its
Annual Plan Production Plan (Expectation: +/- 5% variance of planned volumes)

Reporting template submitted as required. Variance in purchased level of available acute
inpatient beddays remains. For this quarter, there were 338.5 more beddays utilised than
plan (20.5 percent above plan). Conversely, intensive care beds were below purchased level
by 6.8 percent (36.1 beddays).
During the quarter (October to December), the inpatient unit continued to manage improved
throughput from the High Needs Unit to the acute part of the unit, but this put pressure on
the acute bed state. There also were successive groups of acutely disturbed clients who were
admitted throughout the quarter. October had clusters of after hours admissions with
occupancy reaching 121% and a similar pattern in November with occupancy reaching 125%
at the end of that month. The group of individuals admitted at these times needed a longer
inpatient stay to treat the acute phase of illness.
We continue to have challenging placement issues. This has led to a higher acute bed state
utilisation but the lengths of stay are better managed with improved throughput. The project
that commenced in April 2015 to commission four additional transition placements for
complex and high support needs clients continues to work well, and all four beds have high
levels of utilisation; the service reports that these clients would be in an acute inpatient
setting if this capacity had not been available.

Developmental measures
DV4:

Improving patient experience

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

Survey domain

Provisional
Number of
results (raw
respondents
average score)
November

MidCentral Weighted
Average * (95% CI)
Feb
May Aug Nov

New Zealand Average
Feb

May

Aug

Communication

8.6

168

7.9

8.3

8.1

8.4

8.4

8.4

Partnership

8.7

159

8.1

8.5

8.1

8.4

8.5

8.4

Coordination

8.8

164

8.2

8.2

7.9

8.3

8.4

8.4

Physical and
emotional needs

8.9

161

8.2

8.7

8.4

8.5

8.7

8.7
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* The weighting methodology divides respondents into twelve age/sex groups and calculates for each DHB the
proportion of all patients in each group divided by the proportion of responders in each group. The resulting
weights are then applied to each responding patient and the scores that they give for each domain are multiplied
by the weighting factor. The calculation of the mean is then undertaken on these weighted scores rather than the
raw scores.

Provisional raw results for the November survey show improvements in all four domains.
The overall response rate was around 45 percent of the 400 surveys sent – the majority of
which were postal (rather than e-mail). This is consistent with previous survey responses.

DV5:

Childhood Obesity Health Target Development

The new childhood obesity health target will be part of the health targets programme from 1 July
2016. Prior to becoming a health target measure from quarter 2 2015/16 DHBs will report will report
on the number of children who had a B4SC and were identified as obese (BMI ≥ 98th percentile) by
deprivation and ethnicity.

01 March to 30 September
2015
Number of children who had a
B4SC identified as obese* and
were referred from the B4SC
to a relevant service
Number of children who had a
B4SC identified as obese* and
were already under care of a
service
Number of children who had a
B4SC identified as obese* and
the parent/caregiver declined
the referral
Numerator:
Denominator:

Deprivation
1

2

3
1

4

1

5

Ethnicity

NS

2

Total
1

Maori
0

Other
1

Total
1

3

1

2

3

4

8

10

7

16

2

47

16

31

47

4

9

11

7

18

2

51

17

34

51

6

22

25

30

40

5

128

56

72

128

The number of children who
had a B4SC and were
identified as obese (BMI ≥
th
98 percentile)
*classification of obese is a BMI ≥ 98th percentile
* Data source: MoH – B4SC data from 01 March 2015 to 30 September 2015
Percentage of children who had a B4SC identified as obese and referred to a relevant service
(includes referrals sent and acknowledged, declined, and already under care only, i.e. excludes
referrals sent but not acknowledged)
Ethnicity
MidCentral
National

Maori
30%
20%

Deprivation
MidCentral
National

1
67%
15%

MidCentral District Health Board

Other
47%
20%
2
41%
20%

3
42%
20%

Total
40%
20%
4
23%
19%

5
45%
21%
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Data quality concerns

The local B4SC provider administrator not been able to reconcile the data provided by the
Ministry with local B4SC data. It has been suggested that all B4SC administrators be
provided with a refreshed common data dictionary for use of the database supported by
professional development session(s) to assist with accuracy and completeness of data entry,
interrogating and extracting data to report information on a more timely basis and monitor
progress in real time and how to interpret and use the pivot tables more readily.
Local activity underway to manage the new target.

Initial discussions are underway as to the most effective way to manage the new childhood
obesity target using the B4SC programme. The Child Health Clinical Governance Group will
oversee this work. The first steering group meeting will be on 28 January 2016. Participants
will include:
 Clinical Director of Child Health and/or the relevant Paediatrician
 Dietician Central PHO
 Sport Manawatu
 Senior Portfolio Manager Child Health
 Medical Officer of Health
 B4SC Coordinator
Initial discussions around the best way for MidCentral DHB to implementing expectations
for this health target focuses on a multi-disciplinary approach to management of referrals.
This will ensure that a robust and transparent process is in place and that all the children
(and their family) referred have the best opportunity to succeed.
Potential issues to manage the new target:

The DHB will need to look at how Central PHO dietetics service will best manage the
potential increase in referrals. This will likely require additional funding and given the
DHB’s current financial position, this will be difficult to secure. Of equal importance is how
we support and sustain the Active Families contract (as part of the Green Prescriptions
programme) to manage an increase in demand, which is already evident. The Active
Families programme is very successful locally and makes perfect sense to build on that
success; most importantly will be sustained funding to support the increase in referrals to
appropriate interventions for families (not just the individual child). Given MidCentral DHB
is not a pilot district for the ‘Healthy Families’ service or the Project Energise programme
expanding the capacity of existing services is likely to be our best option.
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Crown Funding Agreement Reporting
Before School Check funding
For reporting purposes only, where the DHB has reached twenty five percent of its high deprivation
target and twenty five percent of its total population target within each quarter a confirmation
statement will be required from the DHB. An exceptions report is required if the DHB has not met
twenty five percent of its high deprivation coverage target and twenty five percent of its eligible
population target within each quarter. The DHB must provide an exceptions report outlining any risks
or delays to meeting the high deprivation target and eligible population target, and steps taken to
mitigate these risks/delays.
2015/16
Eligible population
Target (90% of eligible)
2015/16
Total number of B4 School Checks
completed
Percentage of target population with
B4 School checks completed

High Deprivation
550
500

Others
1,689
1,536

High Deprivation
Qtr2
YTD
121
253

Others
Qtr2
363

YTD
771

Total Population
Qtr2
YTD
484
1024

24%

50%

24%

24%

51%

Total Population
2,239
2,036

50%

The B4 School Team in the MidCentral DHB region has recently begun piloting a Saturday
Clinic to try and meet the needs of working families in Otaki and Levin. The clinic is being
held at the Horowhenua Children’s Team building, which is an excellent ongoing
partnership. The twilight clinic in Palmerston North is well booked in advance and continues
to be a popular choice.

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


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

Quarter 2: 01 October – 31 December 2015
Electives and
Ambulatory Initiative

Planned Annual
Volumes

Case Weighted Discharges
(CWDs) – Surgical PUCs +

Base
Additional
Total
CWDs
Total
FSAs

6,660.7
2,355.3

Medical

Inpatient Dental and
Cardiology

First Specialist
Assessments (FSAs)

MidCentral District Health Board

Planned
Actual
Variance
Total YTD Total YTD

% Delivery
of YTD Plan

4,675

4,677

2.0

100%

22,245

10,909

12,790

1,881

117.2%

8,286

4,054

5,174

1,120

127.6%

9,016.0
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Community Referred Tests*
Non Admitted Procedures
Grouped Procedures **
* includes Radiology

Surgical

13,959

6,855

7,616

761

111.1%

Total

34,854

17,097

25,102

8,005

146.8%

Total

5,818

2,852

2,984

132

104.6%

3,387

1,660

1,422

-238

85%

Total

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

Elective initiative and Ambulatory initiative expectations met.
Elective Services Patient Flow Indicators (ESPI) status:
ESPI
1
2
3
5
6
8

Level
23
14
5
22
2
647

October
Status
%
100%
0.3%
0.1%
1.3%
3.1%
100%

Improve
Required
0
-14
-5
-22
-2
0

Level
23
15
5
31
3
747

November
Status
Improve
%
Required
100%
0
0.3%
-15
0.1%
-5
1.7%
-31
5.0%
-3
100%
0

Level
23
38
1
87
3
556

December
Status
Improve
%
Required
100%
0
0.8%
-38
0.0%
-1
5.0%
-87
5.9%
-3
100%
0

Report Run Date: 01 February 2016

ESPI 2 and 5 results at end December show waiting times above the threshold. Recovery
plan in place.

Well child / tamariki ora services
Provide quarterly reports of data based on the following table.
For quarter ending September 2015
Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers)
Total number of enrolled children at end of quarter
Number of new babies enrolled during quarter
Number of clinical FTEs delivering the Service
Number of non-clinical FTEs delivering Services
Number of core contacts delivered during quarter
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)
 Number of antenatal contacts
 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Standard Additional contact (SACs) delivered during quarter (123 days plus)
 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Joint Additional contacts (JACs) delivered during quarter

1433
95
7.5
2.875
513
34
0
33
1
0

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

8

200
51
0
6

Reports required for provider arm WCTO services (if applicable)
Total number of enrolled children at end of quarter
Number of new babies enrolled during quarter
Number of clinical FTEs delivering the Service
Number of non-clinical FTEs delivering Services
Number of core contacts delivered during quarter
Number of Early Additional Contacts (EACs) delivered during quarter
 Number of antenatal contacts
MidCentral District Health Board

20
1
0.2FTE
0
11
0
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10
15
0

 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Standard Additional contacts (SACs) delivered during quarter
 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Joint Additional contact (JACs) delivered during quarter
Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during
quarter

11
20
0
0
0

Six Monthly Reporting - 01 Jul 15 to 31 Dec 15
Declined to share information on PND
Declined to share information on FV
Post natal Depression Referrals
Family Violence Referrals
All Visits

Total
55
12
1
1

European
22
2
0
1

Maori
24
8
1
0

Pacific
3
1
0
0

Asian
1
0
0
0

Other
4
1
0
0

263

33

205

23

1

1

PND = Post natal Depression
FV = Family violence

Data for these new requirements relating to postnatal depression and family violence are
under review by the Ministry and data service provider.

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

Summary report for quarter 2:
Active Families programme
Number of children referred this quarter: 53
GRx Active Families (children) referrals year to date: 103
Gender:
Male
Female
Not stated

22
31
0

Annual target: 50

Age of children:

Ethnicity of children:

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

NZ European
Maori
Pacific
Asian
Indian
Other
Unassigned

Comments:

8
12
20
13

22
29
1
1
0
0
0

Referral source:
Paediatrician
GP
Practice Nurse
Public Health Nurse
Dietician/Nutritionist
Self
B4SC Coordinator
Other (Youth Social Workers)

2
16
2
24
7
2

Active Families and Active Teens programmes have been promoted in the Horowhenua and
Tararua districts contributing to an increase in referral numbers for this quarter.
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Highlights for this quarter include the establishment of programmes in Levin and Foxton,
with five children graduating from the Levin based Active Teens-Active Families programme.
The Active Families team grew with the addition of an extra staff member to help facilitate
and support additional programmes to support increasing referrals.
Adult Services programme
Number of referrals this quarter: 338 (Direct: 286 / Repeat: 52)
Referrals year to date: 665
Gender:
Male
Female
Not stated

Annual target: 1,488

Age of referrals:
108
230
0

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

Ethnicity of referrals:
64
97
83
94
0

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

People referred
with diabetes:
208
96
9
5
0
1
18
1

Type 1
Type 2
Pre-diabetes
Diabetes
unspecified

1
55
31

Comments:
The Green Prescription (GRx) continues to help participants to sustain levels of physical
activity and maintain a healthy lifestyle. In this quarter 110 participants graduated from the
10 week GRx programme and have identified sustainable exercise options to continue with.
Six participants were involved in the Manawatu Striders half marathon completing the 10km
or 21km event. A total of 20 participants have joined either a local badminton or netball team
and an average of 111 participants attend the weekly GRx community classes.
An additional GRx Programme Coordinator has now been recruited to allow the service to
expand and cope with the increased referral numbers. It has been confirmed that a pilot of
the GRx programme will commence in February 2016 with Plunket clients. The programme
will provide support for parents/caregivers into leading a healthier lifestyle and teaching
them strategies into how they can remain active while caring for young children.

Disability Support Services (DSS) Increase of Funding
A performance monitoring return (PMR) is to be used for additional reporting on DSS 214, 215, 216
and 217 and submitted each quarter.

Template submitted as required. Low volumes.

Appoint cancer psychological and social support workers
Six monthly reports in accordance with the reporting requirements set out in the CFA Variation
(Schedule D3) for this service, as below:
(Clause 6.2 refers): The report must include certification by the DHB’s Chief Operating Officer that
the DHB has met the service requirements as set out in clause 3. The DHB must provide a report with
the following information:

the requirements which have not been met

why the requirements have not been met

what is being done to meet the requirements

when the requirements will be met.
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(Clause 6.3 refers): The DHB is also required to participate in the evaluation of the cancer
psychological and social support workforce initiative, and provide all information / documentation
requested by the Ministry’s selected provider for the evaluation, as per clause 3.1.2.6.

MidCentral DHB is now on track with this priority and appointed two social work positions
(one advanced) in late 2015. These individuals commenced work on the 11th January 2016
and will join other social workers currently in the cancer service, including the dedicated
position for AYA. This is an important project, and the advanced social worker although new
to this role, has over 20 years’ experience in social work, including oncology, both here and
in the UK.
As the appointments are new, we remain in the early stages of working through how the roles
work and integrate with existing services, as well as ensuring they are well resourced to be
flexible in their approach with working with patients. Both staff have access to vehicles and
mobile technology.
A workshop is planned for early February with the Clinical Psychologists and RCTS
leadership to clearly define roles and responsibilities given the relatively sudden increase of
resources in this one space. The aim of the workshop is to ensure that there are well
understood pathways that make certain the right resources are available in the right
circumstances at the right times.
To support the staff a steering group will be established for the first year as a forum to
discuss issues and address these collectively. This approach was particularly successful with
the introduction of AYA support workers.
The Advanced Practitioner will join the FCT Governance Group to ensure this programme of
work is well integrated with the FCT project in Secondary Care, the focus on MDM and the
overall work programme to support the FCT target and the 31-day indicator.

Appoint regional cancer centre clinical psychologists
Six monthly reports in accordance with the reporting requirements set out in the CFA Variation
(Schedule D3) for this service, as below:
(Clause 6.2 refers): The report must include certification by the DHB’s Chief Operating Officer that
the DHB has met the service requirements as set out in clause 3. The DHB must provide a report with
the following information:

the requirements which have not been met

why the requirements have not been met

what is being done to meet the requirements

when the requirements will be met.
(Clause 6.3 refers): The DHB is also required to participate in the evaluation of the cancer
psychological and social support workforce initiative, and provide all information / documentation
requested by the Ministry’s selected provider for the evaluation, as per clause 3.1.2.6.

This priority is met and is becoming increasingly well-established regionally and locally.
Since commencing in September 2015, the Regional Lead Cancer Clinical Psychologist has held a
central role in the Psychology and Social Support Workforce Initiative. During this time she has:


Participated in the interview process for the regional lead psychology role for the 3DHBs in
the Wellington region and also the local appointment of the MDHB social work roles.



Had ongoing discussions and planning with National Clinical Lead for the project, Social
Work Director Central Cancer Network along with networking with the other psychologists in
regional roles. The discussions have focused on implementation of this service development
initiative and ways to assess and triage psychosocial needs and to evaluate the project.
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There is good cohesion between this role and the regional / national priorities as well as
excellent relationships with clinicians locally.


Held initial meetings in Hawke’s Bay, Taranaki and Whanganui with service managers, and
others involved with implementation of the project in those areas. In Whanganui there has
also been a meeting of some key stakeholders.



Continued to deliver clinical services for patients referred to Cancer Psychology Service, who
are inpatients in the hospital, or receiving treatment from out of district. With the
introduction of this role, the clinical psychologist is now based on the inpatient unit at
Palmerston North hospital. Previously the psychologists’ travelled from Massey University
for appointments with inpatients, often to arrive and find that things have changed, other
appointments have taken precedence or relatives had not arrived as expected. With an onsite
presence the service is now able to be more flexible (and avoid wasted journeys) which is
enhancing the patient experience. The clinical psychologist also attends, where able, the
inpatient rounds providing both specific advice about individual patients but more often
overarching advice on supportive care in general. There has not been specialty psychology
input to rounds prior to this initiative.

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

All requirements have been met with regard to these roles. MidCentral DHB continues to employ
1.5 FTE in cancer nurse coordination with the roles working across respiratory and gynaecology.
The nurses employed, who have not changed since this initiative’s implementation, meet all
aspects of their nursing professional development plans and have been active in tumour standard
reviews and the implementation of new initiatives under the FCT programme. Both roles will
join the relevant work streams for the FCT in Secondary Care project.

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

Reporting date: As at 31 December 2015 (Final report)

B.

Funding provided for the reinvestment programme:
Provided through:

Capital funding
Additional on-going
annual operational
funding

MidCentral District Health Board

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

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

Physical infrastructure – Improve and maintain infrastructure

Fixed-site clinics
Mobile clinics*
Mobile* clinic sites

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

Commitments in
business case

As at the reporting date
Planned level

Planned level for
the next 6 months

Actual level

6

4

4

5

9

9

9

9

79

75

#78

78

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

Explanation for under-achievement of planned levels:
Fixed site clinics – The construction of the Feilding based IFHC is progressing as planned and is
expected to be completed February 2016. A one chair clinic will operate from this facility.
To date, a suitable option has not been identified to support an integrated clinic in Dannevirke. The school
based clinics currently being used have been reviewed and interim changes will be made to ensure they
are compliant.
Mobiles – all mobiles have been received and are fully operational
Mobile Sites – all confirmed school mobile sites have been completed. Additionally the number of mobile
sites includes a mobile site developed at Te Aroha Noa in Highbury Palmerston North funded by Te
Aroha Noa.
Workforce – Achieve and Maintain agreed workforce levels
As at the reporting date
(31 December 2015)
Commitments in
Workforce
business case
Planned level
Actual level
Dental therapists
21.2
22.59
22.30
Dental assistants
13
21.85
19.83
*Other clinical staff
2.2
2.6
2.60
Non-clinical staff
2.1
2.6
2.60

D.

Planned level for the
next 6 months
22.30
19.20
2.60
2.60

* Classified as other Allied Health staff for DHB and includes 2 clinical leadership positions and Preschool / Adolescent
Coordinator (non-clinical role)

Explanation for under-achievement of planned levels:
The service has previously been supported to recruit above budgeted FTE on the assumption that
resignations from Dental Therapists are likely. Increased recruitment of assistants was also undertaken to
support increased recruitment of therapists.
Over the last six months there have been a number of resignations from assistants and the DHB is no longer
in a position to support recruitment of clinical staff above budgeted FTE, hence the decrease in the planned
staffing levels for the next six months. The planned reduction in assistants has been supported on the basis
of an electronic oral health record being approved for implementation which is expected to increase
efficiencies within the service.
E.

Clinical Services – Increase Level of Enrolments

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

Pre-school
Primary school
Adolescents
(age 13 – 17)

Age 0 – 2
Age 3 – 4
Age 5 – 12
Provider arm
CDA dentists

MidCentral District Health Board

Commitments
in business
case
9,656
(total 0-4 yrs)
17,914
2,307
7,195

As at the reporting date
(31 December 2015)

Planned level
10,593
(total 0-4yrs)
17,376
2,307
Data unavailable
to set target

Actual level
11,283
18,296
1,802
Data not
available

Planned level for
the next 6 months
10,980
17,724
2,142
Data not available
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Explanation for under-achievement of planned levels:
The enrolment data is from monthly project information provided by clinical staff and as at December 2015.
Preschool data includes preschool children aged 0-4 years who have received communication from the
service that they are now registered with the service. Preschool enrolments have exceeded target by 690.
Primary school enrolments have exceeded target by 920.
Adolescent enrolments are under target by 505. Some adolescents would have been discharged in the
period July to December as they turn 18 years of age which will account for some variance. Adolescent
enrolments are expected to increase following the transfer of students from the primary service to the
adolescent service.
Clinical Services – Increase Level of Visits/Appointments in DHB provider arm
As at the reporting date
(for the period July-Dec 2015)
Commitments in
business case)
Planned level
Actual level
Pre-school
Age 0 – 2
9,000
5,487
4,784
(Total 0-4 years)
Age 3 – 4
Primary school Age 5 – 12
32,245
16,292
17,125
Adolescents
Age 13 – 17
4,153 for DHB
2,282
1,758
provider arm

F.

Planned level
for the next 6
months
4,491
16,731
2,356

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

Explanation for under-achievement of planned levels:
Preschool visits are under target by 703. High DNA rates for preschool children continue to impact on
visits/appointments.
Primary visits have exceeded target by 833.
Adolescent visits are under target by 524.
Clinical Leaders continue to work with staff to provide support and address issues in regards to productivity.
There have been significant unplanned staff absences due to sick leave over the last six months which has
impacted on productivity.
G.

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

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

Pre-school

Age 0 - 4

Commitments
in business
case
Target not set

Primary school
Adolescents

Age 5 – 12
Age 13 – 17

Target not set
Target not set

As at the reporting date
(31 December 2015)
Planned level
Actual level
111 preschool
672

Planned level
for the next 6
months
672

1,565
150

1,565
150

registered not seen
arrears and 907
preschool arrears.
Total preschool
arrears= 1018

1,739
255

Management of Examination Arrears:
Clinical Leaders continue to work with staff to identify those populations who have been waiting the longest
so they can be prioritised to be seen. Preschool Adolescent Coordinator continues to work with staff to
support them to see preschool children. Additional newborn clinics have been operating to support seeing
preschool children at a younger age. Booking system continues to be refined to assist with children being
seen.
Occupational Health presentation has been provided to all service staff November 2015 to assist them with
identifying strategies to maintain their health, well-being and resilience.
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Explanation for under-achievement of planned levels:
While preschool arrears target has not been met, there is some improvement on arrears reported for the
period ending December 2015 with 108 fewer arrears than those reported for the period ending June 2015.
Arrears for ages 5-12 years and adolescents have not met target.
Arrears for all age groups have been impacted by significant unplanned staff absences due to sickness
which has further impacted on delays with scheduling of mobile services to some populations. Delays had
already been experienced earlier this year with the accumulative impact of mobiles being out of service in
2014.
H.

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

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

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

As at the reporting date
(31 December 2015)
Planned level
Actual level
2,406
3,946
10%
14%

Planned level for the
next 6 months
2,357
10%

Management of DNAs:
The service continues to contact patients with appointment reminders on the day of their appointment as
well as liaising with local networks and agencies operating in the community. The Preschool/Adolescent
Coordinator has attended several meetings with Well Child Providers to discuss strategies to reduce DNA
and increase utilisation.
The number of newborn clinics has increased to encourage early interaction with children and families and
ongoing attendance.
Service leadership have continued to review options to support staff with management of DNA but this
remains a challenge with a manual, paper based system and it is anticipated that with the implementation
of an electronic oral health record that some efficiencies will be realised.
Explanation for under-achievement of planned levels:
There has been an increase in the number of DNAs for this period with the target not met. Preschool DNAs
continue to be significant with 2168 reported for this period although this has improved compared to the
DNA rate for January-June 2015 (105 less). The preschool DNA rate has an impact on the overall DNA
rate for the service.
I.

Other Initiatives involving the Child and Adolescent Community Oral Health Services

Preschool and Adolescent plans
Preschool initiatives
 Newborn clinics have been extended to provide services in Pahiatua, Woodville, Foxton and Otaki
 Continued engagement with Well Child providers to review options for increasing attendance rate of
preschool children
 Various meetings with Immunisation Coordinator, Clinical Nurse Specialist Child Health, Public Health
Nurses and Plunket to discuss ‘Lift the Lip’ programme, strategies for increasing attendance and oral
health promotion
 ‘Lift the Lip’ training and resources provided to general practice teams and presentation provided at
Practice Nurse’s Forum re their role in promoting oral health
 Provision of resources to Kohanga Reo
 Ongoing monthly newsletters to early childhood centres
 Survey tool to evaluate the Newborn Oral Health programme has been reviewed and finalised. Parents
will be invited to complete the survey at their child’s first clinical visit.
 Liaison with Pasifika Health Service (Central PHO) re opportunities to support utilisation of oral health
service
 Tooth brushing session, toothpaste and toothbrushes provided to Tongan preschool (50 children)
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Adolescent initiatives
 Ongoing engagement with Lower North Youth Justice facility and provision of resources. An oral health
component as part of the life skills programme for Youth is being developed by Youth Justice with
support from Preschool Adolescent Coordinator. Train the trainer sessions will be provided for staff at
the facility
 Ongoing monthly newsletters to contracting dentists
 Ongoing networking with other coordinators and health promoters nationally
IT Project
 Test plan has been completed for Titanium and business case reviewed and updated for
implementation of Titanium.
 Business case is to be presented to MDHB Executive Leadership Team beginning of 2016 for
approval. Once approval has been given implementation plan will be progressed.
Oral Health Promotion
 Stand provided at Pasifika Fusion event for secondary schools with a focus on sugar sweetened
beverages
 Presentation at Child Health Forum on improving oral health
 Initial discussion with Fonterra about the possibility of adding oral health messages to their cheese and
unsweetened milk products
 Articles written for various local publications
 Bilingual brushing chart developed with ‘Brushing for Healthy Teeth’ guidelines on the back (pictures)
which clinics can print as required
 National Oral Health Day posters and leaflets distributed to clinics, Sport Manawatu and Public Health
nurses( for circulation to schools and GPs)
 Various community events attended in Palmerston North, Shannon and Levin. Oral health quizzes
were completed at each event to support engagement with the community
 Oral health messages are being developed for TV screens in waiting rooms
 Media folders have been developed for waiting rooms in fixed clinic facilities which contain relevant
articles, material for parents/whanau to look at while they wait

Immunisation Coordination Service
Confirmation that the service has been delivered, and, certification that the service requirements set
out in clause 3 of the CFA Variation have been met. In the case that the DHB has not met the
requirements as set out in clause 3, an exception report, which includes a statement of why the
requirements have not been met, what is being done to meet the requirements, and when the
requirements will be met and any other appropriate reports, is required.

MidCentral DHB confirms that the Immunisation Coordination Service contract has been
delivered as per Ministry of Health Service Specification and that the service requirements
set out in clause 3 of the CFA are being met.

National Immunisation Register (NIR) Ongoing Administration Services
Certification report requirements:
 Brief description of the extent to which the DHB is meeting the terms and conditions of this
Schedule and the reasons for any non-compliance
 A summary of NIR operations
 Any actual or potential unresolved issues and risks for ongoing operations.

MidCentral DHB confirms that the NIR Ongoing Administration Services contract has been
delivered as per Ministry of Health Service Specification and that the service requirements
set out in clause 3 of the CFA are being met.
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A summary of NIR operations
The NIR operates as a part of the DHB Public Health directorate. It consists of one full time
NIR administrator and one part-time administrator who also manages the outreach
referrals.
The NIR is physically located in the CentralPHO building; this allows us to work as a virtual
team with the PHO employed Immunisation coordinators and the Hospital Newborn
enrolment coordinator. There are also members of the child health team in close proximity.
Being based in the PHO building means we have access to a wide range of primary health
care expertise whilst still retaining all our Hospital links
Any actual or potential unresolved issues and risks for ongoing operations
The NIR is extremely reliant on electronic messaging and most risks are related to that, any
prolonged internet or Hospital network outage poses a risk to the NIR. The NIR database
itself has outages and if these are prolonged it affects data integrity in that PMS systems
cannot update or interrogate it.
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Cultural changes are continuing, with further workforce development planning supported by the
appointment of a service wide workforce development coordinator. The service partnership with Te
Pou the national workforce development organisation continues, with further workshops to be
planned for the first half of 2016. These will aim to develop strategic direction and service planning
for the District Health Board clinical services.
The options paper for the redesign of Ward 21 will be provided to the HAC meeting in April of 2016.
This report will make definitive recommendations for a preferred option for HAC to consider.
The format of this report is intended to reflect a standard approach to service reports and is intended
to be a standardised approach to our reports in a ‘business as usual’ manner for the future.
3.

RECOMMENDATION

It is recommended:
That this report be received.
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4.

Phase two-review recommendations:

MHAS Future Directions and Vision

The mental health and addictions service (MHAS) is progressing the Mental Health review ‘phase
two’ recommendations. The central focus of phase two is to create a district wide vision of the future
of mental health for the MidCentral District. The development of a collaborative provider network
responsible for implementing this vision is fundamental to implementing Phase two work.
4.1

Vision and strategic direction

Mental Health Sector vision-the Advisory Group
The Mental Health Advisory Group (MHAG) originally established to oversight the implementation
of the mental health review. The group established a small working party (Hui Organising Group) to
plan the proposed Hui scheduled for April 2016. Progress to date on the review implementation and
Hui planning has included:



Completed Hui Organising Group meetings and initial report to the MHAG.
Advisory Group over sighting work stream reports on remaining MH review implementation

Development of a collaborative provider network
A working group which is planning the development of a collaborative network including
representation from major NGO organisations such as MASH Trust and Dalcam, as well as senior
PHO representation has been in operation for four months.



Confirming the model and goals for the design of a collaborative network;
A presentation on progress with a collaborative development to the Clinical Network chair
meeting on behalf of the working group is planned for 08 March 2016.

Primary Mental Health Model of Care
A key service improvement goal is to develop an updated primary mental health model of care. The
collaborative network working party is partnering with the provider arm and Primary Health
Organisation to review and propose an updated and more effective model. Progress to date:




Agreement in principle for an alternative model of delivering primary mental health care i.e.
embedding mental health professionals within practices, providing integrated practice
coverage and a consideration of a ‘pilot’ area to start.
MHAS Clinical Director involvement in planning for primary mental health care
Allocation of project management resource to support implementation.

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



Two consumer advisor roles commenced with the service on January 25 2016. They will
manage the consumer and family engagement project and provide input to the Executive
Leadership team.
An initial quality improvement working party meeting to collaborate on key initiatives
include a family perspective which is provided by the Hume family.
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Ward 21 Redesign / new Build
Progress in this area:



5.

The options paper for our inpatient unit is with an external quantity surveyor firm (Rider
Levett Bucknall Michael Craine-Senior Quantity Surveyor MNZIQS) and is due to is represented at the April Hospital Advisory Committee meeting.
District Health Board Specialist Mental Health and Addictions Services –
Mental Health Review Recommendations Progress report -Completion of ‘phase
one’ review recommendations - District Health Board clinical services

The District Health Board specialist Mental Health and Addictions Services have continued a core
focus on ensuring stability for all services, started in April 2015. The following Mental Health
Executive Leadership summary is an introduction to the work reported on later in the report.
5.1
Restructuring management team
An existing manager has taken up the interim Clinical Manager role for the Acute Care team (ACT)
as the service is redeveloped. Consultation on the new ACT model of care closed in February and
submissions are being considered with implementation planned for April to May 2016. Both
executive half day planning (05 November) and a further clinical team manager workshop (08
December) have been held to progress management team development.
5.2
Clinical Governance
The MHAS has implemented a leadership model which integrates Clinical governance and system
management, into the managerial structure. The executive leadership team membership comprises
the Clinical Director, two Medical Specialty Heads, (consultant psychiatrists) Allied Health and
Nursing Director and Director Area Mental Health Services, as well as the Service Director. This
concentration of clinical discipline representation ensures that the leadership of the service has key
elements of a very integrated clinical governance model at the highest level.
The executive leadership team have also further developed clinical governance by leading the
establishment of a culture of quality improvement through a commitment to quality clinical reviews,
and monitoring and auditing of quality and risk processes and systems.
A Quality Forum has been established, which includes members of the MHAS project team, data
analyst, PRIMHD/KPIsite coordinator, Quality and Clinical Effectiveness representative, Consumer
and Family advisors. Their initial focus is on the development of the MHAS Quality and Risk
Framework.
The MHAS has recently commenced Clinical Governance meetings. In these meetings the DAMHS,
Service Director, Nurse Director and Clinical Director meet the leadership (Clinical Manager and
Senior Medical Officers) of each team every 6 weeks. The agenda is to review the effectiveness of
Clinical Governance processes in each team. Three of these meetings have taken place with CAFs,
AOD and Feilding Community teams which have been quite productive in terms of increasing the
MHELT understanding of clinical governance processes in each team.
Workforce development
A workforce development coordinator has been appointed. This full time role will complete and
implement the MHAS workforce development plan. The plan addresses all aspects of Allied Health
and Nursing MHAS workforce requirements. Progress is challenging with key elements, including
sustaining the provision of DBT therapy which is under review. The programme has reduced uptake
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of referrals due to a limited capacity following the departure of key psychology staff. While the
service recruits to replace psychology roles the workforce coordinator will assist with planning to
cover any emerging gap. On the other hand, the service has successfully regained approval of ward 21
unit as a training placement for registrars with commendments from the training committee about
improved service standards.
6.

Quality and Risk

This section of the mental health report is proposed to contain all current quality and risk issues
including the clinical reviews and associated implementation plans. The quality and risk part of the
HAC report incorporates the phase two recommendations of the Mental Health Review. For example
the development of improved quality systems and processes.
Review Project Phase Two Reports
Incidents
Improved definitions of incidents of self-harm, attempted suicide, threats of aggression and actual
events has been sent to Patient Safety and Clinical Effectiveness Director as an upgrade to the
Riskman system which will improve our capacity to report on trends and incidents. The first report
for January is shown as Table 4 (Appendix A)
Ward 21: Match of Resource to Demand
The inpatient unit continues to experience increased risk of adverse events related to over utilisation
of resources. The over utilisation of Ward 21 occurs when there is on-going higher than funded and
resourced levels of occupancy. It is recommended that this is a key area for HAC monitoring.
Substantial work is being completed on reviewing all factors related to matching resource to demand.
As a result of this focus, the January month continues to show improvement in utilisation and
management of length of stay. Progress in this area includes:
 Improved rostering to ensure that staff on shifts is rostered to planned and budgeted levels
increased staffing is available when over funded capacity. January has decreased overtime.
 Double shifts are under close scrutiny and a memorandum containing directives about
management of staffing and more stringent approvals for double shifts to replace gaps has
been circulated. (Appendix C represents the number of double shifts and overtime).
 Additional service capacity (four community placements) to improved bed management
 Improved partnership and placement of patients with Older Adult Mental Health Services
(Star One) has reduced the number of inappropriately placed older persons in Ward 21.
 Improved MDT function and patient flow management
 Additional work is being completed to improve clinical standards of service delivery, through
the development of a Psychiatric Intensive Care Programme and associated clinical pathway.
The accompanying graph of activity focuses on the month’s level of occupancy (Appendix B). This
graph is aimed at providing more detail about periods of over occupancy and demand in order to
ensure appropriate levels of oversight and monitoring. The graphs on inpatient activity illustrate four
key drivers that are activity monitored. The four key drivers are numbers of admissions, occupancy
patients on leave, outlier patients in other units who remain the responsibility of the inpatient unit.
Further work to establish improved access to community mental health services is needed and is part
of our acute care team development. Earlier intervention in our community is a determinant of
demand in our inpatient setting.
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Continuum of Care
We continue to monitor and report on national KPIs which measure access to inpatient settings and
discharge processes (seen within 7 days of inpatient transfer of care and readmission rates within
three months).
Consumer Engagement/Participation
An appointment to a consumer advisor role has been made with the new person starting January 25
2016. The role will project manage the consumer and family engagement project. Additionally a
senior consumer consultant has commenced providing input to MHAS executive leadership team.
6.1
Quality and Risk – Monitoring and Auditing Systems and Processes
Serious Adverse Events Review Group (SAERG)
The SAERG group monitors all implementation plans arising from clinical reviews to the point of
completion. Key achievements in the past two months are:
 Completed implementation audits for the previous year of all 12 review plan implementation.
 Development of an audit to determine whether improvements within the service have
occurred post implementation of recommendations.
 Updated review report formats to improved standards of service level review reporting.
 Monitoring of complaints and responses by the executive leadership team at every meeting.
Erica Hume Review Recommendations update
Progress of Actions, from recommendations is in table Appendix D. The Hume family joined the
quality forum to provide a family perspective as a pilot service development initiative 02 February.
Quality Representatives and quality forum
The ARQ (Area Representative Quality) group manages on-going auditing processes and the
response to certification audit required actions. This forum has all services represented with roles in
each service taking responsibility for quality audits and activity
Key gains in this forum overseen by the project and quality forum are:
 Successful certification interim audit with positive comment on progress by the audit team
 Updating of policies and development of a new policy review process.
Ombudsman’s report (United Nations Optional Protocol to the Convention against Torture)
(OPCAT). The referenced protocol sets out standards for all countries which relate to detention and
treatment which is adopted by New Zealand. The protocol requires regular (three yearly)
unannounced audits of premises for detention, including health facilities. The process is managed by
the Ombudsman’s office.
The service has received a draft Ombudsman report following an audit visit in December and is
preparing a response to issues raised. The full report will be finalised in April and a summary of the
report and our response will be included in the April HAC report.
Summary
This report has endeavoured to cover our current initiatives and provide a forward looking and
future oriented introduction to our development. As we begin a new year, we are planning for
development of our service vision. We believe that remaining on track is key to future success but
that despite challenges we will achieve a collective commitment not only to a combined and
celebrated vision but collaborative activity with our partners in support of our overall goals
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Christopher Nolan
Service Director
MHAS

Dr Syed Ahmer
Clinical Director
MHAS

Michele Coghlan
Director of Nursing
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Q&R Traffic Light summary key MHAS review recommendations
Traffic Lights: RISK

at Risk;

On track;
R

Completed
A

G

ACTION/ITEM

MILESTONE

COMMENTARY

longitudinal review
(E Hume)

Action plan complete

Progress on actions continues (APPENDIX D))

longitudinal review (S
Gray)

Draft Action plan completed

Culture Change

Raised performance expectations
Improved patient interaction
Workforce development

Workforce plan is completed including cultural change Workforce coordinator has been appointed.
DHB MHAS creation of service strategy / vision is in
development.

Clinical Governance Established
through key clinical roles over
sighting and providing input to
MHAS development

Clinical Governance is integrated within the
Management structure
Quality Improvement System is linked to Mental Health
Executive Leadership Team (MHELT).
Standard reports are tabled from the linked forums
(ARQ/SAERG/MHOLG/Project & Quality forum)
ARQ – Area representatives for quality
SAERG- Serious Adverse Events Group
MHOLG- Mental Health Operational Leaders Group
All serious adverse events are reviewed with action
plans completed in the SAERG forum.
All SAERG reviews are reported to and accepted by
MHELT prior to development of actions from the
recommendations.
-A post implementation audit has been developed, to
determine if service improvements have occurred.

Clinical Governance

Quality and Risk
system development

Creation of
meaningful dashboard
KPI based report
Ward 21

Consumer
engagement
/Participation

A

Clinical Quality Systems to be
developed over sighted by MHELT
Upgrading of SAERG forum
Improved auditing and reports
from the Area Quality Forum
Reporting links established with
tabled reports at the Clinical
Manager and Executive Leadership
forum
Draft report developed and tabled
at Exec Leadership meetings
Occupancy matched to resourced
beds

Increased consumer/family
engagement and participation

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

Defining key result areas workshop was held on January
21st 2016.
-Progress of the KPI dashboard will be presented to
MHELT in March 2016.
Average Occupancy, has reduced and continues to
improve.
-Rosters, recruitment, daily rapid rounds and clinical
pathway projects are addressing occupancy.
Consumer roles appointed. Consumer & Family Advisor
to manage the consumer family engagement project.
Family and Consumer advisors are key members of all
quality and service improvement groups such as ARQ,
Policy document management group and the MHOLG.

A

A

G

G

A

A

G
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APPENDIX A: Quality and Risk January 2016
Table one: Mental Health & Addiction Services Performance Report
Serious
Adverse
Event
Reviews:
January
Total Review
Committee
Total at final
draft report
stage
Total
Completed
Total yet to be
SAC rated

No

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

No/
Month
(December)

Last Month
(January)

15 (2 ongoing)

Complaints

2

5 (1 ongoing)

9 (2 ongoing)

HDC Complaints (open)

0

2 (1 ongoing)

6 (2 ongoing)

Outstanding Complaints
(open)
Compliments

2

4 (1 ongoing
complaint
0

1

0

Table two: Ward 21 Total Incidents Reported January 2016
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Total

Oct-15

Sep-15

Violence

79

37

38

78

Jan-16

26

81

Dec-15

34

21

May-15

Feb-15

32

Aug-15

24

77
54

Jul-15

28

77
55

46
Jun-15

61

Mar-15

32

59

Apr-15

70

108

101

84

Nov-15

120
100
80
60
40
20
0

Medicine

Number of Episodes

The above graph shows total incidents reported for ward 21. The highest category which is violence shows a
significant spike, this is due to a reporting change for this month which has expanded the category to include
all conduct/behaviour incidents. Actual violence towards staff, patients and property for January total 55.
Individual categories: Aggression/threatening behaviour 25 incidents/ inappropriate manner 13 incidents,
unauthorised possession of drug/weapon 6 incidents/ Violence towards staff and property 5 incidents/Physical
abuse 4 incidents and acts of Bullying behaviour 2 incidents.
13 individual incidents were related to one individual, with a further 6 incidents relating to one other
individual. Both have since been discharged.
Table three: Ward 21 Restraint and Seclusion Open side and HNU January 2016
Ward 21 Restraint and Seclusion
‐Openside and HNU

25
20
15
10
5
0

23

9

10

6

6

2

Oct‐14

7

4
3

Dec‐14

9

6
4

8
6

6

Feb‐15

14
12

Apr‐15

16

13

16

10

8

9
8

3
2

Jun‐15

Aug‐15

7

5

Oct‐15

19

12
11

Dec‐15

Oct‐ Nov‐ Dec‐ Jan‐ Feb‐ Mar‐ Apr‐ May‐ Jun‐ Jul‐ Aug‐ Sep‐ Oct‐ Nov‐ Dec‐ Jan‐
14 14 14 15 15 15 15 15 15 15 15 15 15 15 15 16
Restraint 6
2
3
7
4
6
6
14 13
3
16
9
23 16 11 19
Seclusion

9

6

4

10

6

9

8

12

8

2

10

8

5

7

12

Seclusions and Restraint: The number or restraint/seclusion in January related to nine
individuals, with one patient requiring restraint on nine separate occasions.

14

14
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Table four: Ward 21: Conduct/Behaviour/Abuse (Actual Self Harm/Suicidal
Threat/Suicide Attempt/Threatened Self Harm- January 2016
10

8

8
6

7

4

4
2

1

0
Suicidal threat

Suicide Attempt

Self harm ‐ Actual

Self Harm ‐ threatened

Definition of the above new Categories:
Suicidal threat
 Verbalizing or displaying actions that indicate intent to end one’s life, without actual physical
harm occurring.
Suicide Attempt
 Evidence of actions taken to end one’s life
Threatened Self Harm
 Verbalizing or displaying actions that indicate intent to self-injure, without actual physical
harm occurring
Actual Self Harm
 Evidence of self-inflicted injuries
The new categories allows the MHAS to identfy and monitor more accurately, any increased
occurances/trends or variances.
The incident reports related to the above categories are sent to both Service and Clinical Director.
All Suicide Attempt incidents must have a triage review report completed, and are presented for
review and recommendation of actions/improvements at SAERG.
The other incidents categories are overseen by the Clinical Director and/or Service Director, with
those identified as requiring further review/action presented at SAERG.
For the largest number of incidents which was Self harm Actual – related to 3 individuals only, with
4 incidents from one person, and 3 to from another.
Self HarmAttempt – This related to 2 individuals, however 6 of the incidents related to one
individual inparticular.
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APPENDIX B: Acute Continuum
Table One: Ward 21 Admissions/Discharges

715

Mar15
715

750

May15
775

25.5

23.1

25

25

24.3

24.2

23.7

23.4

25

25.8

23.9

25.4

106.40
%

96.10
%

104.20
%

104.20
%

101.10
%

100.80
%

98.90
%

97.40
%

104.00
%

107.60
%

99.70
%

105.80
%

31

44

40

51

45

56

44

52

57

52

32

61

30

46

40

50

41

61

44

51

50

48

36

62

17.5

22.2

16.6

16.4

15.4

16.9

16.5

12.9

12.7

16.2

20.9

14.9

Feb-15
Beddays:
Average
Bed
Occupan
cy
Occupan
cy (%):
Admissio
ns:
Discharg
es:
ALOS:

Apr-15

750

Aug15
736

Sep15
701

Jun-15

Jul-15

728

774

Nov15
775

Dec15
742

Oct-15

Jan-16
787

Whilst January showed the highest number of admissions for the twelve month period, the service
has been able to better manage occupancy, discharging and a reduction in average length of stay
from 20.9 days to 14.9 days. These Improvements have been made through the active daily morning
multi discipline team (M.D.T) clinical meetings and the introduction of a daily 2pm M.D.T patient
flow meeting
Table Two: Ward 21 Average bed occupancy for April 2014 – January 2016

W21 Average Bed Occupancy

Resourced

23

22

24

Jan‐16

22

25

Dec‐15

Jul‐15

Jun‐15

May‐15

Apr‐15

Mar‐15

Feb‐15

21

24

23

Nov‐15

23

Oct‐15

24

Sep‐15

24

Aug‐15

25

23
Jan‐15

22

23

24

23

Dec‐14

23

Nov‐14

Jul‐14

Jun‐14

May‐14

Apr‐14

22

23

Oct‐14

25

Sep‐14

25

Aug‐14

27
25
23
21
19

Capped

Table three: Ward 21 Actual bed occupancy per day for January 2016
Ward 21 Bed Occupancy by Shift and Day January 2016 (Trendcare)
28
27
27
27
27
26
26
26
26
26 26
25
25
25
25
25
25
24
24
24
24
23 23
23
23
23
22
22
22
22
21
Fri 1/01/2016
Sat 2/01/2016
Sun 3/01/2016
Mon 4/01/2016
Tue 5/01/2016
Wed 6/01/2016
Thu 7/01/2016
Fri 8/01/2016
Sat 9/01/2016
Sun 10/01/2016
Mon 11/01/2016
Tue 12/01/2016
Wed 13/01/2016
Thu 14/01/2016
Fri 15/01/2016
Sat 16/01/2016
Sun 17/01/2016
Mon 18/01/2016
Tue 19/01/2016
Wed 20/01/2016
Thu 21/01/2016
Fri 22/01/2016
Sat 23/01/2016
Sun 24/01/2016
Mon 25/01/2016
Tue 26/01/2016
Wed 27/01/2016
Thu 28/01/2016
Fri 29/01/2016
Sat 30/01/2016
Sun 31/01/2016

30
28
26
24
22
20
18
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Table four: Ward 21 Occupancy per day, including patient leave for January 2016.
35
30
25
20
15
10
5
0

W21 Occupied beds and on leave

Leave
Ward
Capped
1/01
2/01
3/01
4/01
5/01
6/01
7/01
8/01
9/01
10/01
11/01
12/01
13/01
14/01
15/01
16/01
17/01
18/01
19/01
20/01
21/01
22/01
23/01
24/01
25/01
26/01
27/01
28/01
29/01
30/01

Resourced

Shifts per day

The above graph shows both the occupancy for ward 21 and patients on leave (the red line) For
January the spikes in occupancy (5 in total) which can be seen both on this graph and also in table
three, were managed through, the multi-disciplinary team working with patients to plan for
overnight leave, whilst this assists with transitioning for discharge; it also allows the patient the
ability to return to the ward if they need.
Table five: Ward 21 - 28 Day Acute Inpatient Readmission Rate (December 2015)
Percentage of all Inpatients discharged in a given month that were readmitted within 28 days
December 2015 Readmissions

Total Discharges in month (December)
Readmitted within 28 days
Not Readmitted within 28 days
Readmission rate (Target: ≤10%)

35
8
27
23%

Table six: Community Capacity
Transition beds

Capacity- 4 beds

Utilisation 100%

Crisis Respite beds

6 beds

Utilisation 37%

Supported Accommodation
Adult Services
Dalcam St Dominic’s (Level)
Dalcam Yaxley
MASH (Level)

Capacity

No. Clients

35
8
56

28
8
56
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APPENDIX C:
Staffing
Ward 21 double shifts have been an ongoing concern. Actions taken by the service to address the
drivers for double shift activity are listed in the narrative in the main part of the report. These efforts
have had previously had a positive impact on occurrence of double shifts with a small reduction.
January however did show a slight increase on previous months. February complete data is not out
to provide in a graphed format but is reduced (down to 28).
Table one: Ward 21 staff average double shifts April 2014 –January 2016

W21 Double shifts worked
27

2

2

29 32
Jan‐16

36

Dec‐15

Sep‐15

Aug‐15

Jul‐15

36

Nov‐15

Post Oct

37

21

Oct‐15

Pre Oct Avg

37

36

30

21

Jun‐15

29

May‐15

34

Apr‐15

Nov‐14

Oct‐14

Pre Oct

20

Mar‐15

21

15

Feb‐15

34

Jan‐15

37

25

Jul‐14

Jun‐14

May‐14

Apr‐14

33

Dec‐14

52

Sep‐14

57

Aug‐14

60
40
20
0

Post Oct Avg

Table two: Ward 21 Staff over time April 2014 – January 2016

Nursing Overtime Wd 21
FTE

4.00

3

2.00

2

3

2

2

2

2

2

2

3

2

3

2

2

2

3

2

2

1

1

Actual FTE ovetime

Avg Apr‐Sept

Actual FTE ovetime

Avg Post Oct

Roster reorganisation and increased staffing levels each shift are having a positive impact on
the ward and shows with the reductuction of overtime. The double shift remains a high
priority as this is still a risk, the double shifts do relate to increased occupancy and acuity,
with more managed roster and patient management planning, the focus can now be more
concentrated on the double shifts. How the double shifts are reported, why these continue
and why they are not reducing are the areas of focus.

Jan‐16

Dec‐15

Nov‐15

Oct‐15

Sep‐15

Aug‐15

Jul‐15

Jun‐15

May‐15

Apr‐15

Mar‐15

Feb‐15

Jan‐15

Dec‐14

Nov‐14

Oct‐14

Sep‐14

Aug‐14

Jul‐14

Jun‐14

May‐14

Apr‐14

0.00
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Erica Hume Implementation plan
Attached in Appendix D is the Erica Hume implementation plan. Each action has an update
report on progress. The plan encompasses a range of activity including auditing to ensure
that implementation of actions has occurred and is effective in creating changes.
The actions are shown as completed or ongoing. Ongoing processes are those that are those
systems that have or are to become business as ususal processes.
Some elements of the action plan relate to major service changes such as introducing a new
model of acute care. The management of change process to support the introduction of a
model of acute care is underway with an expected conclusion and introduction of a new
model commencing May 2016. Other elements are about process review and design of new
systems, which includes ensuring psychiatrist review of all referrals, improved coordination
of Multidisciplinary processes and implementation of a workforce development plan.
Another major component of the action plan related to the development of standarsied
document management systems. A document management group has been established which
has oversight from the Quality Forum, this ensures that all clinical documents are
monitored, developed, reviewed and updated through one process and endorsed by the
Mental Health Executive Group (MHELG). The Document Management group have
developed draft processes and a standard communication plan template which have been
presented to the MHELG for approval.

1.

Review acute responses
including proposed model of
care to ensure that referrals
of existing DHBs are reviewed
by a psychiatrist for service
follow up.
Review of referrals includes
longitudinal history as part of
the assessment criteria
Circulate current policy for feedback, and review
with quality staff. Feedback to include NGO
partner and PHO and stakeholder input.
Finalise policy review (quality and risk team and
Mental Health Services Clinical Director and
Service Director). Include specific note of
consideration of longitudinal history.
To establish a system of highlighting referrals
from other DHBs and ensure direct contact with
the identified referrer as part of the MDT review
of referrals.
Ongoing Processes:
Date: January 2016 – Current review of the policy
document has added additional comment
emphasising the acceptance of referrals from
Mental Health Services from other DHB’s
The draft policy with additional comment is to be

There is now a process in place for review of All
documents, so whilst the above action was
completed. The review of documents remains
ONGOING

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

30 July
2015

30 July
2015

30 June

30 May
2015

Date: December 2015
reviewed and updated in November 2015
COMPLETED
Date: December 2015
The C.D has included this in his instructions to
Senior Medical Officers (SMOs).
ONGOING
Date: December 2015
This has been done with the change in policy
in conjunction with the C.D and Clinical
Managers. Communication from the C.D to
the SMOs.
COMPLETED

Review of the MCH referral(Triage) policy has
been completed and a MEMO sent in April
2015 by the Clinical Director MHAS
COMPLETED

Date: December 2015

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

Ensure consideration of longitudinal history as part of the assessment criteria

Have a low threshold for direct contact with referrer regarding referred concerns

MDT process to be used for declines and referrals

Question framed as “What does this person need (what matters to them) and where and by whom is that best delivered”

Ensure they are truly set up to help the person seeking help and not centred on the needs of the service.
Description
Recommendation and agreed action
Responsible
By When
Progress on Action update/
( includes Ongoing processes)
Role
Defined as: Completed/Ongoing
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Ongoing processes:
Document Management group ensures update of
procedure documents includes this practice. (this
group is part of the newly formed quality forum
coordinated by project coordinator)
Confirm psychiatrist oversight of all referrals with
a sample audit of one month’s referrals, and
three month intervals for one year

updated and signed off by the Clinical Director by
March 2016.
Update the mental health referral policy to
ensure psychiatrist oversight of all referrals and
outcome of referral

June 2016
October
2015

30 August
2015

December 2015
C.D has reiterated this to all staff and also
followed up with a MEMO written in April
2015. All referrals are presented and
discussed in the MDT after the first choice
appointment with admission/discharge from
service and authorized by the Consultant
psychiatrist.
COMPLETED & ONGOING
Date: January 2016
Audit of Psychiatrist attendance and input at
the MDT has been completed for MHAS
including inpatient ward for December and
January. Audits evidence consultant
psychiatrist attendance and compliance
COMPLETED
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2&3

MDT processes are
reviewed updated and
implemented

Implement existing MDT
review policy

MDT forums are sample audited from 01 July to 30
August and report on compliance with review
standards and recommendations available by 30
September 2015
Ongoing Process:
Audits are scheduled as ongoing improvement process
and monitored via the ARQ group

Ongoing processes
Whilst this is now established, as part of ongoing
service improvement, audits will occur as part of the
ongoing service and systems improvements

MDT policy is implemented by directive from CD

SD / CD

30 September
2015

30 May 2015

MDT forums in the community/rural
areas occur as scheduled weekly as
recorded in clinical notes.
COMPLETED and ONGOING
November 2015
MDT reviews are updated in the
current ‘CHIPS’ electronic system.
Monitored via Area Quality(ARQ)
group COMPLETED and ONGOING

Date: November 2015
MEMO sent by C.D
All Palmerston North Adult
Community Mental Health referrals
are triaged and then reviewed at the
Multi Disciplinary Meeting (MDT).
All Rural referrals are reviewed by
the Psychiatrist.
There are Scheduled weekly MDT
forums within Ward 2. All reviews are
recorded and included in each
individual patient file.

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

a relentless focus on what matters to the patient and family,

an investment in developing and activating leaders across all parts of the service
Driving the culture and process changes needed, which include a workplace culture of empathy, team collaboration and quality improvement.
Description
Recommendation and agreed action
Responsible
By When
Progress on Action Update
(Included ongoing processes)
Role
Defined as: Completed/Ongoing
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An investment in
developing and
activating leaders across
all parts of the service
Driving the culture and
process changes

A culture of critical
thinking,

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

Supporting Families presentation and staff
education sessions x 2 by end of 2015
Ongoing Processes
Mental Health & Addiction Family & Whanau Focus





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

Establish new clinical manager positions with a focus on
clinical service delivery for all services
 Clinical Manager appointment and selection
processes finalised
 Appoint to the new positions and to review
and re advertise to any unfilled clinical
manager position

The clinical review and this action plan will be made
available to the auditing team in the upcoming
certification interim audit in November 2015.
Complex case conferences are calendarised completed
and ongoing

Implementation of recommendations planned and
monitored until end of 2015.

December 2015

July/August 2015

June 2015

Completed

Quarterly
monitoring of
forums to end
2015
30 May 2015

December 2015

November 2015
Yes The S.D spoke with the lead
auditor and noted the review
information was in the referenced
documents.
COMPLETED
Monitoring of meeting notes confirm
meetings held for complex clients on
a weekly basis.
COMPLETED and ONGOING
Date: November 2015
Appointments have been completed
for the new clinical managers.
Re‐establishing the operations
meeting, has allowed for a shared
forum to represent each area and
coordinate the service. . Quarterly
half day service planning workshops
have commenced and are scheduled
in the 2016 year. COMPLETED and
ONGOING
January 2016
Three Te Pou workshops were
completed in November and
December with completion of
workshops scheduled in 2016.
ONGOING
Draft workforce plan is completed
with Central TAS input
Follow up workshops for the rest of
MHAS are currently being scheduled
for completion in 2016.
ONGOING
Date: December 2015Supporting
family’s presentation is not organised
yet, this will be delayed and re
scheduled in 2016.
Date: February2016. MHAS family and
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Groups are scheduled for 05 April 16, 06 April 16 and 07
April 16 – 6.00pm‐7.00pm) in Palmerston North,
Levin/Horowhenua and Dannevirke/Tararua regions.
The focus will be on 3 questions;
1. What do we need to start doing?
2. What existing strengths can we build on?
3. What do we need to do differently?

Whanau focus groups to occur in
April.
ONGOING
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4&5

Review of Specialist Services Programme description,
and update operational guidelines by December 2015.
This update will include a ‘sustainability’ plan for DBT.
This part of the workforce plan will address how the
critical mass of DBT resource is maintained, as well as,
allied training E.g. CBT training
Ongoing Processes:
Workforce Development coordinator to complete the
annual workforce planner

Create a new MH workforce training plan including
prioritised core competencies and access to training for
all staff, relevant to service needs.
Involve external support and expertise in developing a
workforce training plan.
Approach Te Pou, and Central Region Technical Advisory
Services (Central TAS)
Monitor the implementation of the workforce training
and education plan with quarterly reports on
achievement by staff to the Service Director and Clinical
Director

Review and update of
specialist programmes
including updated
service description

Professional
Development
MHWF Plan core
competencies.
Update MHWF Training
Plan and monitor over
a 12 month period.
Dialectic Behaviour
Therapy (DBT) set up a
database for quarterly
reports demand, wait
list (if any) available
resource

Mental
Health
Service
Project
Team

WP
commence
implement
ation
30
December
2015
Quarterly
monitoring
to July
2016

Workforce
Plan (WP)
completed
by 30
October
2015

November 2015
This is role of the Workforce development
coordinator once commences by 28th
February 2016

Date: January 2016
Draft workforce plan has been completed
The final draft workforce plan was tabled at
the executive group and operational leader’s
group forums in January 2016. The Workforce
plan is to be progressed by the workforce
Development coordinator who commence by
28th February 2016.
Plan for the basic DBT training program
continues for 2016 and has been updated in
January 2016.COMPLETED and ONGOING
Date: November 2015
Draft workforce plan completed and
finalisation of appointment of a workforce
development position is in place estimated to
be completed by end of January 2016.
ONGOING processes

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

Develop a sustained resource of staff able to deliver DBT

Develop other complementary psychological therapy options, including CBT training

To use other psychological therapy options as interventions with eating disorders‐
5 Key points:

Ensure active MDT case review for clients receiving DBT, CBT, and other psychological therapies including referral, treatment and discharge processes.
Ensure that MDT reviews (including pharmacy input) incorporate reviews of medication and co morbidity, including eating disorders
Description
Recommendation and agreed action
Responsib By When
Progress on Actions
( Included Ongoing processes)
le Role
Defined as: Completed/Ongoing
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Ensure MDT case
reviews for clients
receiving DBT , CBT and
pharmacy input

The Palmerston North DBT Programme is currently
providing the ‘Distress Tolerance’ module of their DBT
Skills Group. 21 clinicians attended the training last
year.
Implement active MDT case review for all clients, and
audit for review of clients receiving DBT, CBT and
psychological therapies. Eg for clients with Eating

A world‐renowned DBT trainer visited New Zealand on
12‐13 November 2015 to provide a workshop. The entire
This was attended by 8 clinicians. The workshop
focussed on enhancing DBT individual therapy practice.
Internal Training
The DBT team have been providing some internal
training on DBT this year as well. This is in the form of a
four‐hour ‘Introduction to DBT’ workshop. The first of
these was held on 22/04/15 and the second was held on
10/06/15. One more is scheduled for 04/11/15

30
September
2015

30
September
2105

Set targets for training access to DBT in the MH
workforce training and education plan for the following
12 months.

Ongoing processes:
External Training
All DBT clinicians have been supported to register with
Practice Ground again for this year.
All DBT clinicians registered in 2015. Registrations for
2016 open in February2016.
The Palmerston North team have a scheduled education
slot in their Consultation Group, which they have been
dedicating to Practice Ground.

Monitor as
per WP
from May
2015

DBT database and quarterly reports on staffing and
waiting list

November 2015.
Regional Personality Disorder Service
The Regional Personality Disorder Service

November 2015
2 DBT reports to the Mental Health executive
leadership group (MHELG) have been provided
to date. The two reports were received
October 2015 & January 2016. COMPLETED &
ONGOING
November 2015
See above‐further targets and progress will be
managed by the appointed workforce
development position.
Three DBT workshops have been scheduled for
2016.
COMPLETED and ONGOING
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Ensure pharmacy input to MDT processes, over sighting
prescribing regimes, and polypharmacy

Disorders.

30
September
2015

COMPLETED and ONGOING

(RPDS) continue to visit MCH on the third
Tuesday of every month to provide
consultation for clinicians working with clients
diagnosed with personality disorders.
Active MDT case reviews for each Mental
Health Service occur for all clients as standard
practice. COMPLETED and ONGOING
November 2015
Pharmacy input into MDT processes occurs. .
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6.

Approach student health to establish a Memorandum
of Understanding (MOU) about joint care planning.
‐ The MOU will include clarified points of contact for
both clinical and organizational relationship. The MOU
will reference academic support systems and links and
map out access pathways to support for students,
including around times of stress such as at exam times.

Stock take all current clients with shared care
arrangements with Massey University as well as all
other Palmerston North Tertiary Institutes and
Organisations

Develop shared care individual plans which incorporate
presentation arrangements and care which covers
absences due to holidays in other areas.

Build relationships with
student health and
develop joint care
planning

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

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

Service
Director
Clinical
Director

October
2015

30
September
2015

April 2016

30
September
2015

End of July
2015

A further MOU is to be completed in
consultation with UCOL. The draft MOU is to
go to UCOL in February 2016 for
consultation.
Date: January 2016. Audit of clinical files did
not determine shared care arrangements
efficiently. Neither the referrer nor DHB had
historically captured this information
regularly. Through the establishment of the
MOU, a mechanism for identifying shared
care arrangements with referrer, client and
MHAS is to be established.
This is highlighted as an agreement in the
MOU.
COMPLETED and ONGOING
Date: February 2016
Current review and update and further
development of initial assessment

Date: November 2015
A memorandum of Understanding (MOU)
has been established with Massey
University. January 2016 ‐MOU is currently
with MDHB contracts department as some
amendments were required as per request
from Massey.

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

Build relationships with student health and develop joint care planning

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

Include contact with families from out of area as part of joint care planning
MDHB should work with University Counseling and other student support services, including academic support to identify and action ways to jointly support students
with mental health needs.
Description
Recommendation and agreed action
Responsibl
By When
Progress on Actions Update
(Include ongoing processes)
e Role
Defined as Completed/Ongoing
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planning

Contact to include ‘out of the box’ thinking, using
modern technology, such as Skype / video conferencing
/ text and Facebook.

Develop shared care individual plans for students
receiving joint care which incorporate a full handover
to services of origin where students are not expected to
return to Palmerston North.

Ensure patient has telephone access to their family &
support network whilst admitted to Ward.

Audit a sample of shared care plans and report by end
of October 2015.

Develop shared care individual plans for students
receiving joint care which incorporate contact by the
lead carer with families during holiday periods.

The plan to note positive confirmation of contact by
agreement that the individual can re contact the service
of origin if other service contact is not made

Key worker handover to be incorporated into both MDT
and individual care plan processes.

30 October
2015
Explore use of
Skype for
relevant
services e.g.
CAFs and EIS
as well as
CMHT
December
2015

December
2015

October
2015

30
November
2015

Date: January 2016 ‐ Telephone access for
patients is available whilst admitted to ward
21. (This includes for patients who have
family from out of the district) –
COMPLETED
Date: November 2015
Request to include SKYPE access to desktop
computers has been sent to the MCDHB IT
department. Need to check if this is done.
Has been implemented for maternal mental
health but we just need to expand the
license.
Date: January 2016.
No date is available at this time.

Date: November 2015
Clinical Manager Palmerston North has
raised the requirements in the MDT forum.
The MOU established with Massey
University defines the process for the shared
care plan.
ONGOING

documentation and care planning for entire
MHAS has commenced with a completion
date set for 1st April 2016.
ONGOING processes
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7.

30 June
2015

30
December
2015

SD/CD/
Funding
manger
(as above)

(as above)

DHB P+F
role

Establish additional 4 places / beds in the community
in support of alternative care and support for people
in the community / who are ready for discharge from
the inpatient unit
Explore establishment of a home based treatment
service and recommend service configuration to
provide improved cover. The model of care is
strengths and recovery focused

Using Co‐Design principles that will help find solutions
that are effective for DHB service development.

Workforce development plan with work stream on
cultural change, and engagement with consumers

Improve community
respite service access /
capacity

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

To develop peer support
service options

Monitor Te
Pou

30
September
2015
MHWD

By end of
August
2015‐

SD/CD

Progress the establishment of a 24 hour acute care
team.

Review acute responses
including proposed
model of care

Date: December 2015
Provision of 24/7 acute care established in
June with union representative consultation
to establish the ACT team to continue to the
end of January 2016
ONGOING
November 2015
Established and confirmation that they will
continue to April 2016 achieved in October
2015 COMPLETED and ONGOING
November 2015
This continues to be explored and is seen to
be an opportunity which will be confirmed
after the establishment of the full Acute
Care Team model of care.
ONGOING
November 2015
Appointment of two consumer advisers to
the service in January 2016 will support
effective co‐design principles.
Date: February 2016
Two consumer advisors have commenced
with the service and join the current family
and Whanau advisor
ONGOING
November 2015
Workforce Development plan with regards

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

An enhanced crisis response service

A more home focused / home based treatment focus

Improve community respite service access / capacity
To develop peer support service options
Description
Recommendation and agreed action
Responsible
By When
Progress on Actions Update
( include ongoing processes)
Role
Defined as Completed/Ongoing
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Develop a service level agreement with the
consumer representative group

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



Support the Palmerston North consumer advisory
group to develop a peer support service.
 Engage with Planning and funding portfolio
role
 Map existing services

DHB P+F
role

DHB P+F
role

December
2015

February
2015

30 November
2015

30 September
2015

workshops
Dec 2015

Partners in Care Forum held Friday
13thNovember ‐ The Forum report was
attached to the Consumer
Engagement/Participation project report,
This was based on the evaluations it was
decided to hold another ‘get together’ of all
stakeholders across the district but in a
workshop format that will be more
interactive. This was put into the project
report as a recommendation.
February 2016 This work will be coordinated
through the consumer and family advisors
ONGOING
Date: November 2015
Audit delayed as the workshops delayed and
last one completed in December. This puts
the proposed audit of impact back to end of
February. (two months after the workshops)

to culture change, three Let’s Get real
workshops facilitated by Te Pou have been
completed in three specialties within MHAS.
Date: February 2016 More workshops are
scheduled for 2016.
ONGOING
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8&9

Implement a clinical file
audit programme

‐Plan a clinical file audit programme as part of the
quality assurance activity for the MHS

Update of the policy on collaborative care plan
development, and review of file documentation and
notes by consumers to be completed.
Update the policy governing request for change of
responsible clinician

The training to highlight individual right to request a
change of responsible clinician or key worker. (Identify
procedures to follow for this).

Rights include patient rights to edit and update notes.

Training to use the principles of ‘co design’ and include
a focus on patient rights as outlined in the sector
standards. (The Code of Health and Disability Services
Consumers' Rights, and ‘Health and Disability Core
Standards, NZS 91344.1:2008).

(as above)

Clinical
Director

Audit plan to
be completed
by 30 June
2015
Audits
commenced
30 July 15‐

Update by
Dec 2015

January 2016 Update of the policy on
collaborative care plan development, and
review of file documentation and notes by
consumers is to be completed in partnership
with the newly appointed consumer advisor
ONGOING.
January 2016 ‐ Update of the policy on
collaborative care plan development, and
review of file documentation and notes by
consumers is to be completed in partnership
with the newly appointed consumer advisor.
ONGOING
January 2016
Clinical file audits are scheduled for 2016;
Scheduled audits are tabled at the service
quality meetings each month.
COMPLETED and ONGOING

information about collaborative note writing
and co design, but the planned training has
been delayed in order to find a suitable
trainer. The appointment of a consumer
advisor will facilitate this training a date is
yet to be agreed ONGOING

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

Improving the quality of clinical file documentation

Work towards an electronic clinical record
The focus on patients (and family) must remain clearly at the centre (of the service delivery and documentation)
Description
Recommendation and agreed action
Responsibl
By When
Progress on action Update
(Includes ongoing processes_
e Role
Defined as Completed/Ongoing
30 November Date: November 2015
Service
Training in Collaborative Workforce training to be completed in collaborative
2015
Director
note writing
note writing
The Te Pou workshops contained
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Develop a clinical
electronic record

WebPas project (electronic system) to be implemented
to establish a clinical electronic record
 To engage with the project team managing the
WebPas project and for MHJ be represented
on the project group
 To commence reporting on this project by July
2015

(as above)

WebPAS to
have 1/4ly
report. Phase
One
completed
end Jan 2015.

December
2015

July 2016 1/4
report

November 2015
Internal reports on progress through
attendance at the project meetings, has
commenced.
ONGOING
Web Pas project has been established for
the organisation which will have a link with
the current clinical portal system which is
progressing to include identified patient
information which will inform and update
health professionals on the patient.
Representatives from mental health are
members on both the clinical portal working
group and also the WebPAS project.
Operations Director Clinical Quality &
Effectiveness is to follow up with MDHB
consumer advisory panel. Plan for consumer
rep to attend from March 2016.ONGOING
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4.

BACKGROUND

In October 2015, an external review was requested by the DHB CEOs following concern
that there had been seven reported serious adverse events in the Regional Women’s
Health Services (RWHS) over the previous nine months; six at Palmerston North Hospital
and one at Whanganui Hospital. The events had led to two intrauterine deaths, three
neonatal deaths and three neonates with significant morbidity.
The main aim of the review was to establish whether the RWHS was equipped to provide
safe and effective maternity care. Together, MDHB and WDHB wanted to ensure that
women can access woman and family-centred maternity care at both Palmerston North
Hospital and Whanganui Hospital which meets all established standards for service
delivery.
The review was carried out by Emma Farmer, Head of Division - Midwifery, Waitemata
DHB, Dr Chris Hendry, Midwifery and Maternity Service Development Advisor and Dr
Ian Page, Clinical Head, Obstetrics & Gynaecology, Northland DHB.
5.

REVIEW FINDINGS AND RECOMMENDATIONS

The review report is attached in full as Appendix B
The external review team identified a number of factors that were affecting the effectiveness
of service delivery including:
Regional Women’s Health Service
 Management of a complex work environment with two large nationally mandated
programmes and one regional programme being rolled out simultaneously over both
DHBs, creating competition for staff time and resources.
MidCentral DHB
 Differing philosophical perspectives between clinical leaders has resulted in
relationship difficulties at a leadership level.









There is a lack of clarity over clinical and management responsibilities and
accountanbilities.
There is a lack of timeliness in reviewing adverse events, owing mainly to the lack of
co-ordination of activities required to implement and complete them.
Communication difficulties relating to the implementation of the National
Maternity Clinical Information System (MCIS) before the product was sufficiently
developed and the DHBs were fully committed to resourcing this change
mangement process.
There is a lack of clarity over resource requirements (staffing and space) owing to
unclear management and leadership accountability.
There is generally poor team work which is associated with high levels of stress, and
leadership that is overcommitted.
The clinical setting is disorganised and the outpatient clinics are poorly planned and
managed.
An increase in client complexity compounded by the increased likelihood that LMC
midwives transfer care of women to hospital staff, which in turn increases their
workload unpredictibly, adding to concerns about sufficient staffing, both medical
and midwifery.
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Whanganui DHB


If this DHB cannot recruit and maintain adequate obstetric cover they will need to
rely on locums. This creates clinical risk because the temporary staff are not
familiar with the unit, policies and staff.

The review made eleven (11) major recommendations (along with 20 subsidiary
recommendations):
Regional Women’s Health Service
1.

2.

In light of the failure of the RWHS to develop into a fully integrated service, it is
recommended that the project be reviewed and a less complex process developed
to enable reliable obstetric cover for Whanganui DHB to be maintained.
Mitigate risks associated with the MCIS roll out until the system and processes
are identified as clinically appropriate.

MidCentral DHB
3.

4.

The organisational and governance structure needs to be reviewed to provide
more clarity over the responsibilities and accountabilities of the clinical leaders
and management.
Consider greater integration of the quality activities within the maternity service
with the DHB quality team including training of staff and LMCs in the
standardised quality processes, such as the Route Cause Analysis (RCA) process.

5.

The working environment within the Maternity Service needs to improve as a
matter of priority. Both the physical surroundings and the way the LMC and
facility maternity staff work within it need to be addressed.

6.

Given the increased complexity in maternity care, the midwifery and obstetric
staffing needs to be reviewed to ensure that appropriate cover and skill mix is
provided 24/7.

7.

Conduct a Transfer of Care Audit (DHB Midwife Leaders and NZCOM) to obtain
a more accurate picture of how often and why transfer of care occurs. The results
should be benchmarked with other DHBs and shared with LMCs and core
midwives to inform discussion on continuity of midwifery care strategies.

8.

The clinical training programmes need to be multidisciplinary and attended by
all clinicians.

9.

The service should consider more active engagement with consumers in service
development and feedback.
10. All RCA reports should be completed as soon as possible and the key themes that
emerge out of these need to inform future service development activities.

Whanganui DHB and MidCentral DHB
11. Whanganui DHB and MidCentral DHB develop a Memorandum of
Understanding, or similar arrangement, that lays out clearly for staff and the
community steps to take in the event of suspension of services due to staff
shortages.
6.

COMMUNICATIONS

A comprehensive communications plan has been developed to advise the outcome of the
maternity services review and the proposed way forward. In advance of the public release of
the review report the Board Chair and CEO met with four of the affected families, to convey
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the outcome of the review to discuss any issues and concerns the families had. Two families
declined to meet.
Also prior to the public release the staff of the maternity service were briefed, along with lead
maternity carers. A communication to the wider MDHB staff was also undertaken in
advance.
In addition the plan covered off the need for DHB governance and owners also to be advised,
as well as the public. It also included any other individuals or groups that contributed to the
review.
7.

LOOKING FORWARD

7.1.

Overall Approach & Timeline

A DHB-wide approach is to be taken, spanning the full continuum of care. Women (and
their families) and all providers involved in providing care (from health promotion through
ante-natal care, and transfer to well child services) will be included.
The timeframe is two years, with the expectation that an ongoing, annual quality
assurance/service development work programme would continue as part of “business as
usual”.
The initial phase (March to June 2016) will focus on socialisation of the report and its
findings with key stakeholder groups and collecting their feedback. Also during this period, a
number of interdependent projects which will be completed (see below). It is envisaged that
a draft service structure (including clinical leadership) will be developed, consulted upon and
recruitment undertaken. However, this timeframe may be impacted on the interdependent
projects. During this phase, other discreet pieces of work arising from the review will be
advanced.
The second phase (July – September 2016) will focus on developing the model of care for the
service. It is considered critical this piece of work be led by the new service leadership
(including clinical leadership) and so the timing may be impacted as noted above.
7.2.

Interdependencies

The implementation of the recommendation that the RWHS be reviewed and a less complex
model be developed will have an impact on current RWHS leadership roles.
The organisational structure for the second tier (executive leadership roles) is currently being
finalised. This work is expected to be concluded by the end of March 2016.
At the same time, consultation is underway on the service model for the third tier and below.
A service cluster model is being proposed. It is envisaged that this work will be concluded by
March 2016, and consultation will then occur around the leadership (including clinical
leadership) roles and responsibilities, including Women’s Health.
The DHB is currently developing its strategic framework and this will influence all service
improvement activities. A values-based culture is being developed. As part of this work, the
Board is considering its committee structure, including the possibility of two advisory
councils – a clinical advisory council and a consumer advisor council. These will impact on
this project. Meantime, this work programme has been modelled on the strategic
imperatives contained in the draft Strategic Framework. Key to this is ensuring all five
enablers noted in the Framework are considered in determining the work to be done. These
include people (workforce) considerations, our partners, information requirements,
stewardship matters, and innovation.
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7.3.

Reporting

Six-weekly reporting will occur through until the end of 2016 at both a management and
governance level. ELT and HAC will receive these reports. Frequency from 2017 onward will
be reviewed closer to the time.
From a risk perspective, regular reporting to the Finance, Risk and Audit Subcommittee will
occur also.
7.4.

Link to Review Recommendations

The work programme includes all recommendations from the independent review. These
recommendations are attached as an appendix to the work programme, and each is
referenced against the particular sub-areas.
The work programme also includes key issues noted in the report, and will be expanded to
include other issues identified through socialisation of the report which are not already
covered.
7.5.

Project Approach

A Steering Group has been established, to take responsibility for addressing the
recommendations and the work arising from them, undertaking the following steps:
1.

The development of a comprehensive work programme and action plan to
implement the recommendations.

2.

Establishing a working group to undertake the actions identified to implement the
recommendations.

3.

Establishment of robust clinical governance arrangements that encompass all
aspects of primary and secondary maternity care in MDHB District.

4.

Robust engagement of Lead Maternity Carers as key partners in care with MDHB.

5.

Building on the existing Maternity Quality and Safety Framework initiative to
further engage with women across our district to ensure we address their
expectations of our maternity services.

6.

A service development and improvement plan to embed the steps above and
undertake a comprehensive development of our maternity services.

7.

Establishing timeframes for the transfer of the ongoing responsibility of the above
objectives to the service leadership, management and clinical governance to take the
service forward.

The leadership and management of the service will continue to be provided by those with
established leadership and management roles.
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Steering group
Project Sponsor:

Mike Grant – General Manager, Clinical Services and Transformation

Clinical Sponsors:

Michele Coghlan – Director of Nursing
Dr Kenneth Clark – Chief Medical Officer

Steering group

Mike Grant, Chair, General Manager, Clinical Services and
Transformation
Jenny Warren, Consumer Representative
Michele Coghlan, Director of Nursing
Dr Kenneth Clark, Chief Medical Officer
Dr Jeff Brown, Clinical Director, Child Health
Anne Amoore, Manager, Human Resources
Muriel Hancock, Director, Patient Safety & Clinical
Effectiveness

The steering group will provide oversight of and support to the programme of work, however
the changes including the service development work will be undertaken by a working group.
The working group is currently being established and will include key operational and
clinical leadership, along with working in partnership with Lead Maternity Carers,
consumers and iwi.
7.6.

Actions to date

Root Cause Analyses (RCAs)
The six adverse events have been the subject of Root Cause Analysis reviews, with all of the
reviews now complete. Five have actions plans developed for each of the reviews to address
the recommendations. The final RCA was completed on 12 February 2016. The
recommendations all relate to either other services or wider organisational matters. The
action plan for this event is under development. The need for an organisational approach to
the improving these processes is a key initiative in our work programme.
Midwifery Staffing
Immediate actions have been taken to address the recommendations around midwifery
clinical leadership, and a staff model review will be undertaken over coming weeks.


Roster expanded so that Delivery Suite has an additional staff midwife on during the
day, Monday to Friday, to support the two midwives there, once current midwifery
recruitment is completed. This will support the times during business hours when
staff are off delivery suite attending caesarean section deliveries in theatre.



As of 4 January 2016, the maternity ward has an Associate Charge Midwife, Monday
to Friday, 7am-3.30pm, to support the Charge Midwife.



In addition to the already established Associate Charge Midwife (ACM) positions
covering afternoons seven days a week and morning on weekends and public
holidays, there is now an ACM rostered on nightshift every night.
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Ongoing recruitment efforts will see all vacant positions being filled progressively over
February and March. Four midwives commenced on 1 February (three new graduates and
one experienced midwife), with further midwives commencing in early March. This will bring
staff to a level to support the expanded positions on the roster.
Medical Staffing
A job sizing exercise for senior medical staff has been undertaken, led by the Chief Medical
Officer, and was completed on 29 February 2016. The outcome of the exercise is currently
under active consideration for any required increase in SMO staffing. This is expected to be
finalised for implementation in the week ending 11 March 2016
7.7.

Work Programme

A work programme has been developed to address the recommendations. This is attached
(refer Appendix A), and cross references the review team’s recommendations. It is a working
document and it is fair to describe it as preliminary, given the importance of the socialisation
phase being undertaken later in March. The engagement and feedback with staff, LMCs,
consumers and iwi, and will be vital in bringing depth and strength to the work programme
Many of the recommendations are broad in nature. Some are related to service-wide
strategic and leadership matters. Others are more operationally focussed. In a number of
instances actions are already underway.
The work programme is structured to align to the review team’s findings and is grouped to
align with the MDHB Strategic Imperatives, identified in the new strategic direction, namely:
i.
ii.
iii.
iv.

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.

Each of these areas is discussed below and details of the action and/or approach going
forward outlined.
i.

Quality and Excellence by Design

An organisation wide review of the current RCA/investigation methodology will be
completed and changes implemented to strengthen process, system, leadership and
communication. This review will take into account best practice in adverse event reviews in
other DHBs in addition to HQSC advice. The Serious Adverse Event Review Group will
provide the clinical leadership to this review
The themes from the six RCA reports will be collated and reviewed to identify any further
actions that may be required. All action plans from the six RCA and any relevant subsequent
adverse events will be fully implemented and a follow up of effectiveness of
recommendations is undertaken.
The Maternity Service Improvement arrangements, including meetings and terms of
reference will be reviewed to ensure that the membership is widely representative of all staff
groups. Selected senior clinical staff will be indentified to undertake quality improvement
training.
Staff who are likely to be involved in open disclosure processes or complaint resolution will
undertake Open Disclosure training, which will facilitate both open disclosure following
adverse events but also to support the resolution of complaints.
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A programme for review of all maternity polices will be developed once all the partners in the
process are in place and clinical governance arrangements, including partnerships with
LMCs are in place. Work has been completed in terms of a stocktake and looking at other
DHBs process and system for policies.
The progress made through the Maternity Quality and Safety programme will be brought into
one integrated quality programme for maternity overall – that incorporates all aspects of
primary and secondary care and allows for all clinicians to fully participate.
The recommendations and actions from the recent internal audit work on adverse event
management will inform this work. In addition the Review of Clinical Governance
arrangements MDHB wide will support the establishment of robust new arrangements for
maternity services.
The Director of Midwifery will undertake a national stocktake of models of midwifery care
and present the outcome of that work for consideration as part of the service development
planning.
Risk Plans will be developed for the work programme and updated for the service as a whole.
These plans and progress against them will be reported to the Finance, Risk and Audit
Subcommittee.
ii.

Partner with People and whanau to support health and wellbeing

The current arrangements with Whanganui DHB for the Regional Women’s Health Service
will be replaced by an explicit memorandum of understanding that will detail the clinical
integration and collaboration for our women’s services going forward before 1 July 2016.
Stronger engagement with consumers and Maori is a key recommendation to support the
improvements in service delivery and enhancing the experience of women using our
maternity services. This will be important from an early stage during the socialisation phase
of the work programme, leading to both consumers and Maori becoming partners in our
service improvement journey across all our workstreams.
The learnings from our current maternity “Partners in Care” (co-design) project will inform
our approach for this work programme.
We will review our current monthly maternity consumer survey to ensure it continues to
meet consumer requirements and provides worthwhile information. In addition we will
collate both the maternity survey and the national inpatient survey results to share learnings
service wide and develop quality initiatives in response to feedback.
The proposed Consumer Council for the Board will provide an important feedback loop over
the impact of our service improvement work.
Consideration will be given to dedicated training for senior clinicians to support their
effective functioning both within their own teams and the wider multidisciplinary
environment. The Cognitive Institute provides a range of multidisciplinary and discipline
specific courses to facilitate high levels of professionalism and performance.
iii.

Connect and transform primary community and specialist care

The Executive Leadership Team reconfiguration and the service structure changes currently
the subject of consultation will inform the development of a proposal for the revised
leadership structure for Women’s Health.
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The current Clinical Director has recognised and accepted the likelihood that the RWHS role
will be disestablished, and seeks to continue in a clinical role. Therefore recruitment to a
replacement Clinical Director position for our local service is a priority. This position will be
advertised widely. The job description for the Clinical Director position will reflect the
recommendations regarding an expectation that Clinical Leaders will work to support the
New Zealand Model of Maternity Care.
A proposal for a revised service structure will be developed with clarity around the roles and
responsibilities of the clinical leaders that will support them to develop a more collegial
environment among clinicians, including LMCs.
Forums with staff, during the socialisation stage will inform all aspects of the service
developments, incorporating their insights and suggestions for improvement.
Staff training will be reviewed to ensure that essential training is confirmed as mandatory,
and that these requirements are applied to all disciplines as appropriate.
A review of clinical staffing requirements across all disciplines will be undertaken, to build on
the work already done in relation to additional midwifery positions and the job sizing for
Senior Medical Officers. It also needs to take into consideration the additional clinical
resources to support the service development initiatives, over and above business as usual.
Once the leadership roles are in place the revised clinical governance structure embracing
consumers, iwi, and LMCs will be developed.
Central to the service improvements will be the development of a revised model of maternity
service that responds to the NZ Model of Maternity care. This model of service will require
engagement between all disciplines and stakeholders and robust arrangements to ensure it is
adhered to into the future.
The interface between Maternity services and the Diabetes Service, Anaesthetic Department,
Emergency Department, Child Health and Maternal Mental Health Service will be the subject
of forums with those services to engage and receive feedback on how these interfaces can be
improved.
The maternity work environment will be reviewed and considered for both immediate and
longer term improvements, to better support the implementation of revised models of care.
iv.

Achieve equity of outcomes across communities.

The performance of the maternity service will be monitored against both established
standards and key performance indicators for service delivery.
Performance will be monitored via the annual reports for Maternal and Perinatal mortality
and morbidity.
Further work will be undertaken to develop an appropriate set of Key Performance Indicators
that will support reporting on the outcome of the service development work.
8.

NEXT STEPS

A number of forums will be undertaken later in March to support the socialisation of the
review report and the work programme.
The Working Group will be established to undertake the key changes within the service.
The work programme will be updated and finalised including feedback from the forums.
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A report will be provided to the centralAlliance Subcommittee to address the review
recommendations and identify a way forward regarding the structure of the Regional
Women’s Health Service, for the two bards to consider and determine.

Mike Grant
General Manager
Clinical Services & Transformation
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May 16

June 16

Ensure action plans are
updated to address any
outstanding matters
relating to the themes.
All action plans from the
6 RCA and any
subsequent adverse
events are fully
implemented and a
follow up of effectiveness
of recommendations is
undertaken.

OD

OD

The work programme also includes key issues noted in the report, and will be expanded to include other issues identified through socialisation of the report which are not
already covered.
Stream of Work Sub‐Area
Initiatives
Timeline
Status
Responsibility Comments
Quality &
Adverse event/RCA policy and process An organisation wide
Sep 16
Director PSCE
This review will take into account
Excellence
– organisation wide
review of the current
best practice in adverse event
(Recommendation 9, 28, 29 & 30)
RCA/investigation
review in other DHBs in addition
 People
methodology will be
to HQSC advice. The Serious
 Partners
completed and changes
Adverse Event Review Group will
 Information
implemented to
provide the clinical leadership to
 Stewardship
strengthen
process,
this review.
 Innovation
system, leadership and
communication.
Adverse event RCA policy & process –
Collate themes from 6
Apr 16
Director PSCE
women’s health, including awareness
RCAs and communicate
and results of index case RCAs
to clinicians and
(Recommendations 9, 25, 28, 29 & 30) leadership in Maternity
Service.

The work programme includes all recommendations from the independent review. These recommendations are attached as an appendix to this work programme, and
each is referenced against the particular sub‐areas.

APPENDIX A: Women’s Health Work Programme (Preliminary)
March 2016
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Internal audit on DHB clinical
governance completed
(Recommendation 8)
Quality assurance and policies
(Recommendations 9, 10, 11 & 25)

Director PSCE

Nov 16

TBC

Director PSCE

July 16

Staff who are likely to be
involved in open
disclosure processes or
complaint resolution will
undertake Open
Disclosure training.
A minimum of one staff
member to undertake
Improvement Advisor
training with Ko Awatea.
To be undertaken in
accordance with Audit
work programme
Review of policies to be
undertaken once clinical
governance
arrangements, inclusive
of LMCs are in place
TAS

Director PSCE

Sep 16

Selected senior clinical
and management staff to
undertake the 4 hour
Quality Improvement
Training

Director PSCE

May 16

Review Terms of
Reference, including
membership of the
Service Improvement
Committee.

An enabler to support the revised
clinical governance arrangements
for maternity Services
A programme for review will be
developed once all the partners in
the process are in place. Work has
been completed in terms of a
stocktake and looking at other
DHBs process and system for
policies.

This will ensure that the
membership is widely
representative of all staff groups
including LMCs and that all
representatives are supported to
attend and participate.
All clinical staff will be provided
the opportunity to attend a short
session e.g. up to one (1) hour on
the PDSA process and principles
of quality improvement as
opposed to the four (4) hours for
senior staff.
. The Open Disclosure training
provides a framework not only for
Open Disclosure but also for
complaint resolution
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Consumer and Maori and Iwi
engagement
(Recommendation 26 & 27)

Arrangements with Whanganui DHB
(Recommendation 1 & 2)
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Partnering
 People
 Partners
 Information
 Stewardship
 Innovation

Maternity Quality & Safety
Programme (MQSP)
(Recommendations 9, 10, 11 & 25)

GM CS&T
GM CS&T

CMO

March 16

Six‐weekly
April
onward
April 16
May 16
As per
timeline
August 16

Recommendation to
replace current RWHS
arrangements with an
explicit memorandum of
understanding.

Updates to cA sub‐
committee

Review current monthly
maternity consumer
survey to ensure it meets
consumer requirements.

Formal review of
arrangements with
Whanganui DHB
Provide findings of
review to consumer and
Maori participants
Secure consumer input to
Steering Group
Consumer focus group
held as part of
“socialisation” process

Recommendation to
Boards
MoU drafted for CEO
approval
Strategic Plan advanced

Dec 16

Establishment of
integrated quality
programme

GMCS&T

March 16

DPSCE

GM CS&T

March 16

June 16

GM CS&T

March 16

GM CS&T

GM CS&T

CD/DOM

CD/DOM

May 16

Align MQSP programme
with Quality programme
for secondary care

OD

March 16

MQSP Coordinator on
Project Working group

Further actions to be included
following socialisation phase, and
as part of service
development/model of care.
Anticipate consumer/Maori focus
group as part of process

Separate project

The aim is to have one integrated
quality programme for maternity
overall – that incorporates all
aspects of primary and secondary
care and allows for all clinicians to
fully participate
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Service structure, including LMC
linkages
(Recommendations 3, 4, 5, 8, 15, 23 &
24)

Organisational service structure
(Recommendations 3, 8, 15 & 23))
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Connect &
Transform
 People
 Partners
 Information
 Stewardship
 Innovation

Roles and responsibilities
detailed and job
descriptions developed
Recruitment to service
structure

Consumer Council
established for Board
ELT configuration and
roles finalised, including
DoN/DoM role(s)
Service structure/cluster
approach determined
Consultation on
service/cluster structure
and roles
Service/cluster structure
and roles determined
Job description for CD
role developed
Recruitment of CD
Service structure
proposal developed
Consultation on service
structure
Decision on service
structure

Collate both the
maternity survey and the
national inpatient survey
results to share learnings
service wide and develop
quality initiatives in
response to feedback.
Complete implementation
of the outcome of the
current Partners in Care
project (Co design)

GM CS&T

Jun/Jul 16

GM CS&T

June 16

GM CS&T

GM CS&T

May 16

June 16

CMO
GM CS&T

CEO

June 16

April 16
April16

CEO

May 16

CMO

CEO

April 16

Mar 16

CEO

March 16

CEO

DOM

July 16

TBC

DPSCE

June 16

Separate but linked project

Separate but linked project

Separate but linked project

Separate but linked project

Once the outcome is fully
implemented the skills developed
from this will then be utilised for
considering a further opportunity
for a co design project.
Separate but linked project
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Clinical governance structure for
service, inc LMCs
(Recommendations 3 & 8)
Medical staff workforce (size and skill
mix)
(Recommendations 12 & 17)

Clinical training (inc mandatory
training) and support, including
teaching hospital status
(Recommendations 18, 21 & 22)

MCIS
(Recommendations 7 & 19)

Service model of care development,
including LMC and other providers
(Recommendation 3 & 4)

Job sizing of SMOs
undertaken

Staff forums held (as part
of socialisation phase)
Future steps to be
developed
Feedback from staff
forums (socialisation
phase) re MCIS collated
Work programme
developed
Awareness and
clarification of Registrar
and SHO roles provided
for each new junior
medical staff run
Undertake a stocktake of
current orientation for all
RMOs
Identify gaps
Implement new
Orientation Programme
and make available to all
team members
Do stocktake of all
training requirements
Confirm what training
should be mandatory and
for whom
Develop of schedule of
training and monitor
compliance
Implement mandatory
training requirement
reporting system
Systematic review of
clinical governance
Complete
d

CD
CD
CD

CD & DoM
CD & DoM
CD & DoM
CD & DoM

May 16
May 16
May 16

May 16
June 16
July 16 &
ongoing
Aug 16

Feb 16

Sep 16

CD

OD

April 16
March, June,
Sept, Dec 16

OD

GM CS&T

April 16

Mar 16

Will be undertaken by those in
revised leadership positions
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Interface with maternal mental health
service
(Recommendation 3)
Interface with child health service
(Recommendation 3)
Interface with anaesthetic service
(Recommendation 3)

Interface with diabetes service, inc
LMCs
(Recommendation 3)
Interface with orthopaedics service
(Recommendation 3)

Maternity work environment, inc
LMCs
(Recommendation 31)

Transfer of care audit, inc LMCs
(Recommendation 14)

Service workforce capacity &
capability
(Recommendations 6, 7 & 16)

Midwifery workforce (size and skill
mix)
(Recommendations 13 & 17)

Forum held (as part of
socialisation phase)
Forum held (as part of
socialisation phase)

Forum held (as part of
socialisation phase)
Review “clicky hip”
service model
Recommendation to
Steering Group
Recommendations
implemented
Forum held (as part of
socialisation phase)

Forum held (as part of
socialisation phase)

Audit undertaken
Audit results
incorporated into model
of care development
Confirm Scope of work
Detail Plan
Undertake Work

Project management
support requirements
identified
Audit tool Developed

Support for Charge
Midwife
Associate Charge
Midwifes appointed for
after‐hours
Flex‐up and down
arrangements and
capacity

CD
CD

May 16
Jun 16

GM CS&T
GM CS&T

Mar 16
Mar 16

GM CS&T

CD

April 16

Mar 16

GM CS&T

GM CS&T

OD
OD
OD

DOM
DOM

DOM

GM CS & T

Mar 16

April 16
May 16
June /July
16
Mar 16

May 16
July 16

April 16

Mar 16

OD

OD

Feb 16
May 16

OD

Feb 16

The maternity service’s will utilise
all aspects of the MCH wide
approaches to matching
workforce to workload
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National datasets and trends for
MDHB
(Recommendation 4)
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Equity of
Outcomes
 People
 Partners
 Information
 Stewardship
 Innovation

Team Development, inc LMCs
(Recommendations 5 & 20)

TBC

National Hospital‐based
maternity events annual
report reviewed
Monitor performance via
Annual perinatal &
Maternal Mortality
Review Report
Future steps to be
developed
TBC

TBC

National Maternity
Monitoring Group Annual
Report reviewed by
Steering Group, Clinical
Governance Council and
Service

To be determined once new
leadership and governance
arrangements are in place
To be determined once new
leadership and governance
arrangements are in place
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Recommendation
Contextual factors
In light of the failure of the RWHS to develop into a fully integrated service, it is recommended that the project be reviewed and a less complex process developed to
enable reliable obstetric cover for Whanganui DHB to be maintained.
Whanganui DHB and MidCentral DHB develop a memorandumof understanding or similar arrangement that lays out clearly for staff and the community steps to
take in the event of suspension of services due to staff shortages
Accountability and responsibility for developing and maintaining relationships between clinicians within these maternity services need to be clarified.
MDHB needs to provide clear leadership and an expectation that the Clinical Leaders will work to support the New Zealand Model of Maternity Care.
The role of the LMCs within the service need to be supported within a collegial environment reflective of the philosophy underpinning the New Zealand Maternity
Service model of care.
The resources required for these nationally‐mandated activities need to be adequately assessed and provided. Obtain broader DHB support for the activities to
achieve economies of scale and better integration with other similar activities within the DHBs.
Mitigate risk associated with the MCIS roll out until the system and processes are identified as clinically appropriate.
Organisational & management factors
The MDHB organisational and governance structure needs to be reviewed to provide more clarity over the responsibilities and accountabilities of the clinical
leaders and management.
 Consider greater integration of the quality activities within the MDHB maternity service with the DHB quality team, including training of staff and LMCs in the
standardised quality processes, such as the RCA process and related quality assurance activities. This may require additional resources.
 Clarify the lines of accountability and responsibility for quality and outcomes at both service and organisational level.
 Actively include all maternity staff including LMCs in maternity service quality assurance and policy development activities.
Work environment factors
 Alter the SMO requirements of the service to ensure appropriate Obstetric cover 24/7 and support for registrars in training.
 Alter the midwifery staffing model to include the presence of an Associate Clinical Charge Midwife on every shift. This is an important cornerstone of clinical
safety and should be undertaken as a matter of urgency
 Undertake a (DHB Midwife Leaders and NZCOM) Transfer of Care Audit to obtain a more accurate picture of how often and why transfer of care occurs. The
results will be benchmarked with other DHBs and shared with LMCs and core midwives to inform discussion on continuity of midwifery care strategies.
 The role of the DOM should be reviewed to ensure that they have responsibility and accountability for safe staffing and sufficient latitude and influence to manage
the unit safely
 Explore ways that the service can respond more efficiently and effectively to workload variance, by implementing an on‐call system or similar.
Team factors
Given the increased complexity in maternity care, the midwifery and obstetric staffing needs to be reviewed to ensure that appropriate cover and skill mix is
provided 24/7.
The clinical training programmes need to be multidisciplinary and attended by all clinicians
 The MCIS development process needs to be inclusive of all clinicians and services that interface with the Maternity Service. This includes the quality team.
 Once the leadership and management accountabilities are established, team building activities need to be developed that include LMCs and interface clinicians.
 At the beginning of each SHO quarter all members of each team have the roles of the SHO and the registrar explained.
 Identify and support attendance at mandatory clinical training/learning sessions for all clinicians.
Individual staff factors
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 Clarify the roles and responsibilities of the clinical leaders, then support them to develop a more collegial environment among clinicians, including LMCs.
 Ensure standards are met around communication, interdisciplinary training, and service planning.
Task & technology factors
 The main means of managing the adverse events seemed to be the generation of more policies and guidelines. Once the clinical leadership responsibilities are
clarified, a genuine multidisciplinary process, including LMCs, interface providers and consumers needs to be established to review all of the policies and
guidelines for the service.
Patient factors
The service should consider more active engagement with consumers in service development and feedback.
 The service should consider more actively engaging Maori and consumers in service development and feedback. With a growing level of patient complexity, the
service needs to ensure that it meets the growing service need.
Adverse events
All RCA reports should be completed as soon as possible and the key themes that emerge out of these need to inform future service development activities.
 All RCA reports should be completed as soon as possible and should consider the service context (similar to the London Protocol framework)
 The key themes that emerge out of the full set of RCA reports need to be shared with clinicians and management to inform future service development activities.
Environment
The working environment within the MDHB Maternity Service needs to improve as a matter of priority. Both the physical surroundings and the way the LMC and
facility maternity staff work within it need to be addressed.
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1. Executive summary
1.1

Introduction

In October 2015, an external review was requested by the DHB CEOs following concern that
there had been seven reported serious adverse events in the Regional Women‟s Health
Services (RWHS) over the previous nine months; six at Palmerston North Hospital and one at
Whanganui Hospital. The events had led to two intrauterine deaths, three neonatal deaths
and three neonates with significant morbidity.
The main aim of the review was to establish whether RWHS was equipped to provide safe
and effective maternity care. Together MDHB and WDHB wanted to ensure that women can
access woman and family-centred maternity care at both Palmerston North Hospital and
Whanganui Hospital which meets all established standards for service delivery
The review was carried out by Emma Farmer, Head of Division - Midwifery, Waitemata DHB,
Dr Chris Hendry, Midwifery and Maternity Service Development Advisor and Dr Ian Page,
Clinical Head, Obstetrics & Gynaecology, Northland DHB.

1.2

Review process

Following receipt of the terms of reference, the review team requested a set of background
documents to provide service context, then undertook a three day site visit and met with 68
staff and consumers in Palmerston North and 35 staff on the Whanganui Hospital site. In total
15 written submissions were given directly to the review team, representing the views of 34
staff and two interface departments within the hospital. Information gathered from face to
face interviews, documents and written submissions was used to develop this report.

1.3

Review findings

The external review team identified a number of factors that were affecting the effectiveness
of service delivery including:
Regional Womens Health Service


Management of a complex work environment with two large nationally mandated
programmes and one regional programme being rolled out simultaneously over both
DHBs, creating competition for staff time and resources.

Midcentral DHB


Differing philosophical perspectives between clinical leaders has resulted in relationship
difficulties at a leadership level.



There is a lack of clarity over clinical and management responsibilities and
accountanbilities.



There is a lack of timeliness in reviewing adverse events, owing mainly to the lack of coordination of activities required to implement and complete them.



Communication difficulties relating to the implementation of the National Maternity
Clinical Information System( MCIS) before the product was sufficiently developed and
the DHBs were fully committed to resourcing this change mangement process.



There is a lack of clarity over resource requirements (staffing and space) owing to unclear
management and leadership accountability.
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There is generally poor team work which is associated with high levels of stress, and
leadership that is overcommitted.



The clinical setting is disorganised and the outpatient clinics are poorly planned and
managed.



An increase in client complexity compounded by the increased likelihood that LMC
midwives transfer care of women to hospital staff, which in turn increases their workload
unpredictibly, adding to concerns about sufficient staffing, both medical and midwifery.

Whanganui DHB
If this DHB cannot recruit and maintain adequate obstetric cover they will need to rely
on locums. This creates clinical risk because the temporary staff are not familiar with the
unit, policies and staff.



The reviewers did not explore each of the adverse event cases separately as most of the
reviews had not been completed. However the information available indicated that
problems were more likely to occur when women were admitted after hours to the service,
had pre-existing medical conditions, had CTG recordings that were misinterpreted or not
used, and had a delay in medical assessment. Whanganui DHB had commissioned a Critical
Systems Analysis (CSA) into the adverse event in its unit as well as independent obstetric and
midwifery reviews into the care of this mother and baby.

1.4

Review recommendations

Regional Womens Health Service


In light of the failure of the RWHS to develop into a fully integrated service, it is
recommended that the project be reviewed and a less complex process developed to
enable reliable obstetric cover for Whanganui DHB to be maintained.



Mitigate risk associated with the MCIS roll out until the system and processes are identified
as clinically appropriate.

Midcentral DHB


The organisational and governance structure needs to be reviewed to provide more
clarity over the responsibilities and accountabilities of the clinical leaders and
management.



Consider greater integration of the quality activities within the maternity service with the
DHB quality team including training of staff and LMCs in the standardised quality
processes, such as the RCA process.



The working environment within the Maternity Service needs to improve as a matter of
priority. Both the physical surroundings and the way the LMC and facility maternity staff
work within it need to be addressed.
Given the increased complexity in maternity care, the midwifery and obstetric staffing
needs to be reviewed to ensure that appropriate cover and skill mix is provided 24/7.




Conduct a (DHB Midwife Leaders and NZCOM) Transfer of Care Audit to obtain a more
accurate picture of how often and why transfer of care occurs. The results should be
benchmarked with other DHBs and shared with LMCs and core midwives to inform
discussion on continuity of midwifery care strategies.
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The clinical training programmes need to be multidisciplinary and attended by all
clinicians.



The service should consider more active engagement with consumers in service
development and feedback.
All RCA reports should be completed as soon as possible and the key themes that
emerge out of these need to inform future service development activities.



Whanganui DHB and Midcentral DHB


Whanganui DHB and MidCentral DHB develop a memorandum of understanding or
similar arrangement that lays out clearly for staff and the community steps to take in the
event of suspension of services due to staff shortages.

4

Report on the Review of the RWHS Maternity Service – 18 February 2016

166
2. Table of Contents
Executive summary ..................................................................................................................................... 2
Introduction ............................................................................................................................................... 7
Background ............................................................................................................................................... 9
The maternity service context ....................................................................................................................... 9
MidCentral DHB Maternity Services ...........................................................................................................................................9
Whanganui DHB Maternity Services ....................................................................................................................................... 10
Context factors ......................................................................................................................................... 11
New Zealand Model of Maternity Care ................................................................................................................................. 11
The Regional Women‟s Health Service .................................................................................................................................. 14
The roll-out of the Maternity Clinical Information System (MCIS) ....................................................................................... 15
Organisational and management factors

.................................................................................................... 16

The organisational structure ..................................................................................................................................................... 16
Governance and leadership ................................................................................................................................................... 18
Policies standards and goals ................................................................................................................................................... 19
Quality and safety ..................................................................................................................................................................... 20
Work environment factors

.......................................................................................................................... 22

Service culture ............................................................................................................................................................................ 22
Management support............................................................................................................................................................... 22
Staffing and workload............................................................................................................................................................... 23
The work environment and associated resources................................................................................................................ 24
Team factors ............................................................................................................................................ 26
Communication ......................................................................................................................................................................... 26
Supervision and support ........................................................................................................................................................... 27
Team work................................................................................................................................................................................... 28
Individual staff factors ................................................................................................................................ 29
Knowledge skills and confidence ........................................................................................................................................... 29
Physical and mental wellbeing ............................................................................................................................................... 29
Willingness to embrace change/ideas given to reviewers................................................................................................. 30
Capability of managing change ............................................................................................................................................ 31
Task and technology factors ....................................................................................................................... 31
Availability of information: policies, test results etc. ............................................................................................................. 31
Cardiotocographs (CTGs) ........................................................................................................................................................ 32
Patient factors .......................................................................................................................................... 32
Consumer expectations ........................................................................................................................................................... 32
Client complexity ....................................................................................................................................................................... 33
Consumer participation............................................................................................................................................................ 33
Additional comments relating to the adverse events

..................................................................................... 34

Appendix 1. Terms of Reference ................................................................................................................ 35
Appendix 2. Documents requested for the review ........................................................................................ 40
Appendix 3. Case Profile template. ............................................................................................................. 43
Appendix 4. Review on-site meetings ......................................................................................................... 44

5

Report on the Review of the RWHS Maternity Service – 18 February 2016

167
Acknowledgements
The review team would like to recognise the high level of engagement in this process by the
DHBs, their staff, LMCs and consumer representatives. The time and effort by these key
stakeholders to accommodate this review at short notice, many travelling some distances
and others postponing work to attend site meetings, was much appreciated.
The DHBs were very responsive to requests for further information, documents and
alterations/additions to the programme right up to the day of visits.

Glossary of Terms
BFHI

Baby Friendly Hospital Initiative

CD

Clinical Director

CEO

Chief Executive Officer

COW

Computer on Wheels

CSA

Clinical Systems Analysis

CTG

Cardiotocograph

DHB

District Health Board

DOM

Director of Midwifery

EAP

Employee Assistance Programme

FTE

Full time Equivalent

LMC

Lead Maternity Carer

MCIS

Maternity Clinical Information System

MQSP

Maternity Quality and Safety Programme

MDHB

Midcentral DHB

NZCOM

New Zealand College of Midwives

RCA

Root Cause Analysis

RMO

Registered Medical Officer

RWHS

Regional Women‟s Health Service

SAC

Severity Assessment Code

SMO

Senior Medical Officer (Consultant Obstetrician)

TOR

Terms of Reference

WDHB

Whanganui DHB

6

Report on the Review of the RWHS Maternity Service – 18 February 2016

168
3. Introduction
The Regional Women‟s Health Service was established in 2013 as a planned amalgamation
of Whanganui and MidCentral District Health Boards‟ Women‟s Health Services. These
services include both gynaecology and maternity.
In November 2015 an external review was requested by the DHB CEOs following concern
that there had been seven reported serious adverse events in the Regional Women‟s Health
Service (RWHS) over the previous nine months; six at Palmerston North Hospital and one at
Whanganui Hospital. The events had led to two intrauterine deaths, three neonatal deaths
and three neonates with significant morbidity.
The review was to establish whether the RWHS was equipped to provide safe and effective
maternity care. Together MDHB and WDHB want to ensure that women can access woman
and family-centred maternity care at both Palmerston North Hospital and Whanganui
Hospital which meets all established standards for service delivery.
The review was also to identify opportunities for improvement and engender ownership of
the short, medium and long term actions needed to ensure a safe and effective service.
Given their importance, leadership, clinical governance, interdisciplinary relationships,
models of care and the culture of the service were reviewed by site.
The outcomes of this service review are planned to feed into the proposed RWHS evaluation.

3.1 Review sponsors
Chief Executive Officers, Kathryn Cook, MDHB and Julie Patterson, WDHB

3.2 Review Group
External:
Dr Chris Hendry, Midwifery and Maternity Service Development Advisor
Dr Ian Page, Clinical Head, Obstetrics & Gynaecology, Northland DHB
Emma Farmer, Head of Division - Midwifery, Waitemata DHB

Internal
Dr Bart Baker, Clinical Director and Haematologist, MidCentral DHB. (The internal reviewer
facilitated the engagement of key participants.)

3.3 Review Terms of Reference
The external clinically-led review team was tasked with establishing an understanding of the
functioning of the RWHS maternity service. This included engagement with clinical and
support staff, service leadership, lead maternity carers, and staff from other services who had
a clinical and operational interface with maternity services. The review was also to reference
progress with the implementation of the Maternity Quality and Safety Programme.
The following were to be considered within the review process:
 the current state of clinical governance, including clinical leadership, policy, systems
and processes by site designed to ensure patient safety and service improvement
 the services‟ application of documented policies/ procedures/ structures/
established processes in place to support the delivery of maternity services, informed
by the circumstances of the seven cases leading to adverse events including:
o the national maternity access agreement
o audit, quality and serious event management processes
o the application of Serious Assessment Code (SAC) rating for maternity events
7
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o systems to support early recognition and escalation of serious events
o quality of documentation/information and access, including the Maternity
Clinical Information System
o early evaluation of potential high risk women and referral to appropriate level of
care
timely access to appropriate back-up and resources, including clinical information
and staffing.
communication within and between the two maternity services, DHB staff, access
agreement holders and consumers.
relationships between hospital staff and relationships with lead maternity carers, and
the effectiveness of that interface given the shared practice environment.
the culture of the service overall by site.
an assessment of the capacity and capability within the service to undertake the
necessary service development to address any findings of this review.







The reviewers were to determine appropriate recommendations based on the outcome of
their review, covering service-wide recommendations for service improvement and
corrective actions where appropriate. This should also include recommendations regarding
the configuration and leadership of the RWHS where this is considered necessary (RWHS
Maternity Services Review Terms of Reference, 03 October 2015).

4. Review process
The review team received the final Terms of Reference (Appendix 1) on 3rd October 2015,
and subsequently requested a series of background documents that would inform the
review (Appendix 2). With regard to the seven adverse events that precipitated the review,
the team requested specific „case profiles‟ (refer to Appendix 3) for each to better inform
the circumstances of the events, given that only three of the RCA reports had been
completed by the time of the review. These profiles only enabled the team to focus
generally on the application of documented policies/ procedures/ structures/ established
processes in place to support the delivery of maternity services as a whole.
Each reviewer read the material and then the team worked together to agree key themes
that had surfaced from the documentation. A three day site visit was planned (Appendix 4).
On Monday 9th November 2015, the team held meetings on site with key participants in
Palmerston North, and then met with Whanganui DHB key participants on site in Whanganui
on Tuesday10th November. The final day (Wednesday 11th November) was held at
Palmerston North Hospital with meetings and a summing up with the two CEOs. On each
hospital site the team undertook a tour of the service facilities and met with staff.
Over the site visits, the review team met with 68 staff and consumers in Palmerston North and
35 staff on the Whanganui Hospital site. In total 15 written submissions were given directly to
the review team, representing the views of 34 staff and two interface hospital departments
The review team took notes during the meetings, which, together with the submissions and
reviewed documents, informed this report.
There was active engagement with the review process which was appreciated by the
reviewers. Many staff were prepared with documents and notes for the reviewers and some
also sent submissions following the meeting. Staff identified issues with the current service,
and appeared to have a genuine desire to make changes in order to provide a higher
quality service.
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5. Background
The events that led to the review of the RWHS Maternity services included six events that
occurred at Palmerston North Hospital and one event that occurred at Whanganui DHB.

6. The maternity service context
The RWHS Maternity Service consists of two separate DHB maternity services, one funded and
managed by Whanganui District Health Board and the other by its neighbour MidCentral
District Health Board. The two DHBs have a collective fund to establish and maintain the
overarching RWHS, with a stated aim to have “one service two sites”.

6.1 MidCentral DHB Maternity Services
There are three birthing facilities in the MDHB catchment. Palmerston North Hospital is the
location for the majority of births (84.6%). There are two primary maternity facilities which
accounted for 7.5% of all births in 2014; one in Dannevirke (managed by the local PHO) and
another in Levin (managed by the DHB). Home births are also provided by LMC midwives
and accounted for 5% of births in 2014.
According to the MDHB‟s Annual Maternity Report 2014 (MDHB, 2015) the majority of
pregnant women (92.4%) register with a Lead Maternity Carer (LMC); 85% with a midwife and
7% with a doctor. Almost a third (33.6%) of pregnant women identify as Maori. Over half of
the pregnant women (52.6%) reside in the most deprived quintiles.
In 2014 there were 1,776 births in Palmerston North Hospital, 200 less than two years ago. Over
half of these (59.5%) were spontaneous vaginal births and 30% were by caesarean section.
There are 56 midwife LMCs with an Access Agreement to the service. Staffing the service
there are:
 5 SMOs (4.8 FTE consultant obstetricians) including both the Clinical Director and the
Clinical Leader
 7 Registrars
 7 House officers
 Director of Midwifery (0.3 FTE/1.5 days/week)
 Service Manager (0.5 FTE/2.5 days/week)
 Charge midwife (1 FTE)
 Senior midwives, including Associate Charges and Educators (4.4 FTE)
 43 Midwives (3 FTE short)
 1 Enrolled Nurse and 5 registered Nurses
 Health Care assistants 6.5 FTE
 Lactation Consultants 1.8 FTE
 Administration 7.2 FTE
At Palmerston North Hospital, the service is spread over three floors with:
 8 antenatal clinic rooms on the ground floor that also double up for gynaecology
 8 birthing beds and a 3-bed antenatal assessment unit on the first floor
 A 26 bed antenatal/postnatal ward on the second floor



One obstetric theatre among the general theatres in the main theatre block on the
second floor; two minutes‟ swift walk from the “delivery suite”.
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6.2 Whanganui DHB Maternity Services
There are three birthing facilities in the Whanganui DHB catchment. Two primary maternity
facilities which together accounted for 7% of the births in 2014. One facility is in Taihape
which is managed by the local PHO, and the other in Waimarino is a birthing centre (no
inpatient postnatal stay), managed by the DHB. Whanganui Hospital is the locality for the
majority of births (87.8%). Home births are also provided by LMC midwives and account for
5.2% of the births in 2014.
According to the WDHB Annual Maternity Report 2014 (MDHB, 2015) the majority of women
(99%) register with a Lead Maternity Carer (LMC midwife). A high percentage of pregnant
women identify as Maori. More than three quarters (76%) of the pregnant women lived in the
most deprived quintiles.
In 2014 there were 680 births in Whanganui Hospital and 874 in the DHB region. Of these
births, 80.7% were vaginal births and 15.4% were caesarean sections.
There are 15 midwife LMCs with an Access Agreement to the service.
Staffing the service are:
 4 (3.4 FTE) SMOs (consultant obstetricians) including the Clinical Director
 1 Registrar
 1 House officer
 1 Director of Midwifery (0.3 FTE/1.5 days/week),
 1 charge midwife (1 FTE)
 1 senior midwife (0.6 FTE/3 days/week)
 Midwives 19 FTE
 Administration 1.4 FTE
 Lactation Consultants 1 FTE
 Health Care assistants 2.1 FTE
At Whanganui Hospital, the service is mainly provided within the one location consisting of:
 3 birthing beds and 11 flexi antenatal/ postnatal beds within one “ward”.
 Caesarean sections are carried out in the general theatre in close proximity on the
same floor.
 The antenatal clinics take place in the general outpatients department.
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7. Review Findings Framework
The London Protocol Systems Analysis of Clinical Incidents framework is used to provide
feedback to the sponsors on the review findings.
The London Protocol https://www1.imperial.ac.uk/resources/C85B6574-7E28-4BE6-BE61E94C3F6243CE/londonprotocol_e.pdf (accessed 2015).
The London Protocol provides a framework for the investigation and analysis of critical
incidents and is based on the organisational causation model first developed by James
Reason (in Taylor-Adams & Vincent, accessed 2015).
This model postulates that fallible decisions at the higher organisational level are transmitted
down through departmental pathways to the workplace, creating task and environmental
conditions that can promote unsafe acts. To mitigate risk, defences and barriers are
designed to protect against human and equipment failure, such as policies, protocols,
training, checking etc.
This model identifies seven factor types, each with their contributory factors. These factor
types are; Institutional context, organisational and management, work environment, team,
individual staff, task and technology and patient factors.
Based on the reviewers‟ reading of the adverse event case profiles, documents provided for
the review, observations during the site visit, interviews with key informant groups and analysis
of the written submissions to the reviewers, the seven factors will be used as headings to
summarise the observations made during this review.

7.1

Contextual factors
Economic and regulatory context
Links with external agencies/organisations
National obligations/requirements

New Zealand Model of Maternity Care
The model for the provision of maternity care in New Zealand is based on the premise that
continuity of care by a known health care provider improves the experience and health
outcomes for mothers and babies.
The model is designed to enable woman and their families to choose and get to know their
Lead Maternity Carer (Midwife or Doctor) during pregnancy and this same practitioner, or
their nominated back up, will provide care during labour and birth and then care for the
mother and baby for up to six weeks after the birth. For women who have complications
during pregnancy and birth their care is planned by DHB secondary services and then
delivered in collaboration with the Lead Maternity Carer.
This model is both unique in New Zealand and unique to New Zealand. However it has a
strong evidential base and current international benchmarking suggests that it provides an
effective and safe model for the provision of maternity care (PMMRC 2015).
A framework of national documents describes how services are to be delivered and how the
practitioners and DHBs will operate together. This framework provides safeguards and
ensures that practitioners collaborate effectively.
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Table 1. New Zealand Maternity Model framework

Document

Purpose

Primary Maternity Services Notice, pursuant to
section 88 of the New Zealand public health
and disability act 2000
http://www.health.govt.nz/publication/sectio
n-88-primary-maternity-services-notice-2007

Describes the services to be
provided by a Lead Maternity
Carer, and other health
professionals claiming under the
notice.

Maternity Facility Access Agreement
https://www.health.govt.nz/system/files/docu
ments/pages/maternity-facility-accessagreement-final-may07.pdf

Describes requirements for selfemployed practitioners to practice
in a DHB Maternity Facility

DHB Funded Maternity Service Specifications.
Tier one and two
http://nsfl.health.govt.nz/servicespecifications/current-servicespecifications/maternity-service-specifications

Describes the services, provisions
and funding mechanism for DHB
provided Maternity services

Guidelines for Consultation with Obstetric and
Related Medical Services (Referral
Guidelines).
https://www.health.govt.nz/system/files/docu
ments/publications/referral-glines-jan12.pdf

Guides Lead Maternity Carers on
indications and process for
consultation with Medical services

Health Practitioners Competence Assurance
Act 2003
http://www.health.govt.nz/ourwork/regulation-health-and-disabilitysystem/health-practitioners-competenceassurance-act

Provides a framework for the
regulation of health practitioners in
order to protect the public where
there is a risk of harm from
professional practice.

Maternity services in New Zealand are regulated and funded through two separate sources.
The District Health Boards are funded to provide maternity facility services, specialist
maternity services, neonatal services and antenatal education, whilst primary maternity
(Lead Maternity Carer) services are funded directly by the Ministry of Health to communitybased self-employed midwives. These midwives, who are not employees of the DHB, access
maternity facilities to birth their clients (the women). The legislative and regulatory
frameworks for LMC midwives to work on site in the hospitals and access support from the
facility staff and specialist services are described in the legislation and documents
referenced in table 1 above. These guide DHBs‟ relationships with the LMC midwives.
While this service delivery model has been in place for more than 20 years, some managers
and hospital-employed clinicians have found it difficult to reconcile with the model and
continue to feel that they need to have more supervision of the activities of LMC midwives,
particularly while they are providing their services in maternity hospitals.
The observation made during the review was that some members of the maternity clinical
team in MidCentral DHB continued to struggle with the place of LMC midwives within the
maternity facility, particularly if the woman had not been referred to specialist services.
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The continued attempts to articulate and support this model of care by midwifery leadership
in the face of the philosophical disagreement with the model by the clinical director, had
heightened stress levels between them.
It was also reported by midwifery leadership that some LMC midwives did not always abide
by the spirit of the model and handed women over or referred women too soon to specialist
services in an effort to manage large caseloads, or at their convenience. When the facility
was busy, short staffed or during after hours, handover was said to be more of a problem,
because the DHB-employed midwives were required to provide the midwifery care.
It was noted that of the seven adverse event cases, four were admitted on a Monday and
six were admitted out of hours.
Whanganui DHB appeared to have adapted well to the model of care and to such an
extent that all women using their service have their midwifery care provided by the LMC
midwife regardless of whether clinical responsibility had been transferred to a specialist.
However, a risk lay in facility staff not knowing the potential need for assistance required by
the LMC when a woman was high risk, particularly during the birth.
Access agreements
The national guidelines for management of access agreements for LMCs to the hospital
service appeared to have been followed. The cancellation of an access agreement was
viewed by one clinical leader as a legitimate response to concern over clinical practice,
while many others felt that the DHB had adequate means of managing such events. There
was general agreement that the processes needed to be followed in an equitable and
timely manner.
Maternity service specialist consultation and referral guidelines
There appeared to be disagreement between clinicians over when and how LMCs should
consult and refer to specialist services. This seemed to depend on the confidence and
courage of the LMCs. The more experienced LMCs preferred to go directly to the SMO, while
others reported that they were required to go through the Charge Midwife, then the House
Officer, then the Registrar who made the decision whether to call the SMO. This could
become a time-consuming process, particularly if the Registrars and House Officers were
new or junior. It also became a problem during after hours, particularly if the Registrar or SMO
was in theatre.
Issues
Midcentral DHB






The autonomy of the LMC midwife to choose who to consult with (and when) was not
always clear to core staff.
At times there was confusion and misunderstanding of the referral guidelines.
There appeared to be difficulty in accepting this maternity service model by the MDHB
Clinical Director, which precipitated differences in opinion on how clinical responsibility
should be managed. The Midwifery leaders were trying to support this national model in
the absence of support from the Clinical Director.
There were varying views on how the service‟s clinical practice was being impacted by
these issues:
o Core midwives reported that the model of care advocated in the facility was
becoming too medicalised within the challenging environment of the MOH
seeking lower caesarean section rates (MQSP, 2015/16).
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o

o

o

Senior medical staff felt that some of the adverse outcomes could have been
avoided if referrals had occurred in a more timely manner. They also felt they
were often held accountable by HDC for poor outcomes which might have been
prevented by earlier referral.
LMC midwives were reported to be handing women over more often at their
convenience rather than because of clinical need as identified in the MOH
„Referral Guidelines‟.
LMC midwives reported difficulty in handing women over because of claimed
staffing resource issues and strained relationships within the facility.



The observation was made that the philosophical differences between the clinical
leaders were likely to influence the view of the service presented to others within the
organisation as a whole.



The confusing accountabilities for leadership and management within the MDHB service
were the likely cause of these issues not being addressed and the persistence of
polarised views on clinical accountability.

Whanganui DHB


This maternity service had adapted well to the New Zealand model of maternity care,
providing an integrated service for women.

Regional Womens Health Service


The differences observed between the two DHB Maternity Service delivery models would
make it difficult to create „one service‟.

The Regional Women’s Health Service
This inter-DHB service was set up in response to uncertainty of obstetric service provision in
Whanganui Hospital two years previously. There is reported to be sufficient obstetric cover in
Whanganui currently, but it remains tenuous.
There was overwhelming feedback from participants from both MDHB and WDHB that there
has been little to show for the investment in the development of this service. Those from
Whanganui were said to be actively disengaged from regional committees, and, because
the clinical leads are all MDHB-based employees, Whanganui staff view the service as an
attempt to „take over‟ their service which they state is quite different from that provided in
MDHB. Conversely the MDHB participants felt that they were putting huge amounts of time
and energy into the project that was not appreciated by Whanganui DHB participants. This
gave the impression that the RWHS project has the potential to have a detrimental impact
on relationships between the two services.
The whole project appeared to have become very-complex. A significant number of RWHS
committees and groups had been established that seemed to replicate current committees
and groups within each DHB, effectively doubling and, in some cases, tripling the number of
committees and groups that the clinical leaders and managers are required to attend. It was
noted by the reviewers that over time attendance at the RWHS committees and groups had
waned, particularly by midwifery and medical staff from both sites. Feedback indicated that
the project approach was „very bureaucratic‟ and led to a feeling of „drowning in
paperwork‟.
It was claimed, predominantly by MDHB staff, that the distraction of this service development
activity caused a high level of frustration in their home base where they were viewed as not
being visible to manage issues that needed urgent attention, such as staffing and facilitating
14
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the Root Cause Analysis process and follow up recommendations. There was no evidence
presented to indicate a planned approach to resourcing the projects as a whole in relation
to the tasks and activities required. However, an evaluation of the service had been planned
in early 2016 to provide a fuller picture of its effectiveness.
Communication about the RWHS did not appear to be well managed. Many interviewed did
not have a shared understanding of the rationale for the service and the shape it was
expected to take. There were few advocates for the model among those interviewed, with
one clinical leader describing it as a sham. Despite that, it did not appear that anyone
seriously questioned its continuation.
Issues:
Regional Womens Health Service







The establishment of the RWHS has not been the success anticipated.
The establishment of the service has increased the complexity of service development
and accountability, particularly at the Midcentral site.
Whanganui‟s current stable obstetric cover did not provide the impetus required for them
to embrace the initiative.
Given the differences observed between the two DHB Maternity Services‟ size, service
delivery models, workforce and demographics, it would seem that creating „one service‟
may not be feasible within the current environment.
However, Whanganui DHB did continue to carry the risk of uncertain obstetric cover in
the future, with few plans to address this.

The roll-out of the National Maternity Clinical Information System (MCIS)
Both MDHB and WDHB Maternity services were in the process of rolling out the electronic
Maternity Clinical Information Service (MCIS). They were among the first five DHBs to roll out
the new electronic maternity record in July 2015. This project, led by the RWHS Clinical
Director, had placed unexpected pressure on the service with unforeseen resource and
communication implications.
Issues:
Midcentral DHB










The project was viewed more as a technical implementation project rather than a
service process change, hence there has not been good support for clinical staff to
engage with the system. This has resulted in some keeping both paper and electronic
records.
Most internal interface services and LMCs could not access the system, therefore they
had to go to the maternity unit to access results of consultations or referral on their clients.
Staff using the system experienced problems working out where to enter information and
had not been able to easily extract meaningful information when trying to print out
information for those who are not using the system.
Positioning of the computers in the birthing rooms required the clinician to turn their back
on the woman to use the system; COWs (computers on wheels) are now available.
The three way consultation between the LMC, Obstetrician and woman (which is a key
element of the referral guidelines) was increasingly difficult to implement when
communication is becoming more “virtual”.
Some noted that handovers have also become more virtual; again reducing the amount
of time clinicians communicate directly with each other.
15
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The additional time needed to complete accurate records added up to 30 minutes‟
midwifery time per shift.

Overall feedback is that the programme has potential, but needs significant further
development and more on-site support for clinicians to work out how to change work
processes safely. The overall feeling is that staff have invested too much time learning how
to use the system to cease using it.
The Whanganui DHB service appears to have been more wary of the system and continued
with some paper/note taking.
Recommendations relating to the Institutional Context issues:
Regional Womens Health Service






In light of the failure of the RWHS to develop into a fully integrated service, it is
recommended that the project be reviewed and a less complex process developed to
enable reliable obstetric cover for Whanganui DHB to be maintained.
The resources required for these nationally-mandated activities need to be adequately
assessed and provided. Obtain broader DHB support for the activities to achieve
economies of scale and better integration with other similar activities within the DHBs.
Mitigate risk associated with the MCIS roll out until the system and processes are identified
as clinically appropriate.

Midcentral DHB




Accountability and responsibility for developing and maintaining relationships between
clinicians within these maternity services need to be clarified.
MDHB needs to provide clear leadership and an expectation that the Clinical Leaders
will work to support the New Zealand Model of Maternity Care.
The role of the LMCs within the service need to be supported within a collegial
environment reflective of the philosophy underpinning the New Zealand Maternity
Service model of care

7.2

Organisational and management factors
Financial resources and constraints
Organisational structure
Policy standards and goals
Safety culture and priorities

The organisational structure
Over the previous 18 months, there had been some change in the structure of the
organisation of MidCentral DHB, with the previous CEO retiring in October 2014 and a new
CEO appointed in July 2015.
Since 2008, the previous CEO had also taken on the role of General Manager of MidCentral
Health, which included the maternity service, and was reported to have a more „hands off‟
approach to managing the service; particularly with regard to the relationships between the
clinical leaders. The previous Director of Nursing, who resigned in July 2015, had also
deferred management and governance issues related to maternity to the service‟s clinical
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leadership and management within the service, in line with the organisational structure of
the time.
At the time of the review, there had been a separate General Manager (GM) for MidCentral
Health, appointed in July 2015, who had been acting in the role since October 2014. The
Operations Director - Specialist Community and Regional Services, who reported directly to
the GM, was accountable for oversight and management of the maternity service within
Women‟s Health.
There had been a change of Director of Nursing (DON) at MDHB in 2015, but this role had no
accountability for the maternity service, only professional support for nurses working in the
service. The DON had concerns about the isolation of the Director of Midwifery (DOM) role
and was in the process of establishing a professional relationship for support.
The Midwifery Advisor for the DHB (employed by MDHB Planning and Funding) also provided
professional support for the DOM and had responsibility for relationships and communication
with the LMC midwives, being one herself as she only worked part time for the DHB. She had
also been appointed to the Midwifery Advisor role for Whanganui DHB and this role carried
over to the Midwifery Advisor RWHS, which she was also heavily involved in establishing.
The MidCentral organisational chart provided to the review team and the position
descriptions were used in an attempt to make sense of the reporting and accountability
structures within the organisation. The initial page of the organisational charts seemed to
indicate that the Clinical Director for Women‟s Health reported directly to the Operations
Director and the Director of Midwifery reported to the GM directly, but in the detailed version
further on, it stated that the relationship of the two to the Operations Director was a
„partnership‟ not a direct report. Only the Service Manager for Women‟s and Children‟s
Health was identified as the direct report.
Those interviewed as part of the review seemed to give different interpretations of who was
accountable to whom and for what within the service and for maternity within MidCentral
Health as a whole. In addition the roles within the Regional Women‟s Health Service or how
this service integrated with either of the DHB organisational charts were not evident, except
on a separate RWHS chart. Issues that the reviewers were seeking accountability for were:


Midwifery staffing resource (MDHB and RWHS)



Medical staffing resources (MDHB and RWHS)



Medical and Midwifery leadership (MDHB and RWHS)



Midwifery and Medical Management, (MDHB and RWHS)



Maternity quality and safety (MDHB and RWHS)



Communication and relationship management between staff and with LMCs (MDHB)



Communication and relationship management between the two DHBs‟ women‟s
health services in relationship to the development of the RWHS.

With regard to reporting lines for the midwifery and medical leadership within MidCentral
Health, this was not clear to the reviewers. It was viewed by the Operations Director (who
was also accountable for the RWHS) that he worked in partnership with the midwifery and
medical clinical directors, but they did not report directly to him. In the position descriptions,
the Director of Midwifery was identified as reporting to the GM MidCentral Health and the
Clinical Director to the GMs of both DHBs.
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The RWHS and MDHB charge midwives and midwife educators reported „professionally‟ to
the RWHS Director of Midwifery. The charge midwife from MDHB reported directly to the
Women‟s Health Service Manager, who also provided some services for the RWHS.
The view given by the Director of Midwifery was she had two jobs; one for the RWHS and the
other for MDHB. The Clinical Director conveyed that he had one job, Clinical Director of the
RWHS which included MDHB, however, he was not clinically active in the MDHB service and
was said to work mainly off site.
There was a new Charge Midwife recruited 12 weeks prior to the review, who reported to the
Women‟s Health Service Manager. This role was filled after the resignation of the previous
Charge Midwife who had chosen to return to a core midwifery role.
The organisational structure in Whanganui, mainly because of its smaller size, had more
streamlined and clearer lines of responsibility and accountability. Also the Charge Midwife
had been in the service for a few years, following a time of uncertainty in the service. The
medical and midwifery staff clearly had confidence in her „management‟ of the service.
Issues
Regional Womens health Service and Midcentral DHB


While the RWHS (also the MDHB) Clinical Director had the Obstetric Head of Department
(HOD) as a direct report, the absence of the Clinical Director from the clinical setting
placed additional pressure on the HOD role.

Midcentral DHB


The MDHB management structure had undergone a succession of changes as the
executive team changed over the previous 18 months. On top of that, the establishment
of the RWHS further obfuscated the lines of accountability, particularly within the MDHB
maternity service.



There was a lack of clarity over who took responsibility for what in the MDHB maternity
service. The situation presented to the reviewers seemed to be that the Midwifery Advisor
was responsible for communication with LMCs. The Director of Midwifery was not
accountable for clinical activities and management of the service which was the
responsibility of the Charge Midwife who reported to the Service Manager.



It was observed that management of relationship issues were not addressed owing to the
varying views among the leaders and managers as to whose responsibility this was.



The lack of clarity over accountability within the service was also felt to reflect on the
responsiveness of the service to resource needs, such as additional medical and
midwifery staffing, and accommodation of both staff and equipment within the MDHB
maternity facility.



With the Operations Director being responsible for “supporting the delivery of
contemporary multidisciplinary models of care” (Operations Director‟s Position
Description p.1), it is difficult to understand how this could be achieved if he did not have
any jurisdiction over the clinical leaders.

Governance and leadership
Possibly as a result of confusion over accountability, there seemed to be problems with the
medical leadership team in terms of cohesive behaviours. It was reported that each had
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different practice requirements, to which the seven registrars and house officers had found it
difficult to keep trying to adapt.
Staff commented on a dissonance between the medical and midwifery leadership. It
remained unclear to the reviewers as to who was responsible for managing this situation and
what action was taken (and by whom) as a result. However, this situation appeared to have
a continuing impact on the relationship between the parties and may have impacted on
expediting the RCA review processes.
It was observed that relationships within the MDHB medical team risked effective
communication between staff, including between registrars and SMOs. Identification and
highlighting of these issues as a result of the review process will likely lead to improvements in
interdisciplinary communication as well.
Concerns were also raised about the level of support for those working in the maternity
service in Horowhenua Hospital. This DHB service is located within the community hospital in
Levin but managed as part of the women‟s health service. There appeared to be
relationship issues between some midwives. It was also pointed out that there had been little
attention paid to the issues at Horowhenua because of the distractions at the Palmerston
North Hospital service.
The picture presented of these problems by staff and others to the reviewers was not evident
in the minutes of meetings, which generally presented a picture of slow progress with
activities and moving decision-making to the following meeting. Attendance recorded at
RWHS meetings demonstrated a reduction in attendance over time, with only the RWHS
clinical leads regular attenders as they mainly chaired meetings.
With regard to the WDHB maternity service, the RWHS configuration had positioned the
MDHB Director of Midwifery as the clinical midwifery leader within WDHB. This effectively led
to a reduction in strategic midwifery leadership for the region as it was represented nationally
by only one leader instead of the expected two.
Issues:
Regional Womens Health Service and Midcentral DHB


Overall the leadership group within the maternity service at MDHB and at RWHS level
appeared to lack cohesion, and feedback from staff showed that decision making at
this level was problematic due to a lack of consensus. This created on-going delays in
decision-making at both a local and regional level.



Low attendance at RWHS meetings may indicate the level of interest staff generally had
in the process.



Overall it was observed that the MDHB maternity service had become siloed within the
hospital services as a whole and the RWHS had become very siloed from both MDHB and
WDHB operational activities.

Policies standards and goals
A review of both annual reports indicated a significant number of groups and committees
involved in monitoring and setting policy and standards, such as the Governance Group,
Leadership Group, Document Management Committee, Maternity Audit and Case Review
Committee. They seemed to operate both at RWHS level and again in similar forms in each
DHB. It also appeared that many of the same people were on each of the groups.
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There also seems to be a heavy emphasis in both annual reports on the role and functions of
the DHB facilities and their staff, with little focus on the LMCs who form a significant
component of the maternity workforce.
Review of attendance at these groups and committees showed little representation by LMC
midwives, and to confuse matters, the RWHS Midwifery Advisor and MDHB/WDHB Midwifery
Advisor (part time) is also an LMC midwife and as a result she was viewed by many within the
DHBs as also representing LMCs when she was attending the groups/committees. However,
she made it clear to the review team that this was not necessarily the case.
Issues:
Midcentral DHB


The Midwifery Advisor was viewed as also representing the LMC perspective on DHB
Groups and Committees which was viewed by some LMC midwives as inappropriate.
This may have inadvertently resulted in missed opportunities for LMCs to participate in
clinical governance activities.



Communication with LMC midwives is a vital component of keeping them updated with
DHB policies and standards, but this was not always well managed.

Quality and safety
The notion of the MDHB maternity service working in a silo was echoed by feedback from
those responsible for managing the RCA process. It seemed that relationship issues within the
maternity service and differing philosophical perspectives on clinical roles and responsibilities,
had delayed agreement on the RCA terms of reference, agreement on who would be the
clinical experts and availability of staff and others for interviews.
The team reviewed the RCA process after talking to the Quality team and reading through
the three available adverse event reports. Overall the reviewers believe the reports tended
to take too narrow a view and commonly did not seek to look beyond LMC care to the
wider context of care. The London Protocol framework, used to frame this report, calls for a
broader view on adverse events.
It was reported that no MDHB maternity staff or LMCs had been trained in the Taproot
process (which is a requirement of those investigating RCAs) because none had been
„shoulder-tapped‟ to do so. Hence the investigators were less likely to have good knowledge
of the broader contextual maternity service issues, particularly the relationship between
LMCs and the DHB service.
Overall the Quality team was said to struggle with case reviews and providing timely reports.
They had raised their concerns with the Operations Director. Below is a timetable of events
and RCA completion timeframes.
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Table 2. Timing of RWHS Adverse Events
Adverse event

DHB

Date of event

Notification to
HQ&S

Reports completed

One

MDHB

10th Dec 2014

22nd Dec 2014

5th May 2015 (RCA)

Two

MDHB

18th Mar 2015

25th Mar 2015

29th Jun 2015 (RCA)

Three

MDHB

25th Mar 2015

9th Jul 2015

23rd Oct 2015 (RCA)

Four

MDHB

12th Apr 2015

14th Apr 2015

Not completed (RCA)

Five

WDHB

4th May 2015

8th May 2015

Not completed (CSA)

Six

MDHB

21st Jul 2015

20th Aug 2015

Not completed (RCA)

Seven

MDHB

11 Aug 2015

12th Aug 2015

Not completed (RCA)

In October 2012, the „Riskman‟, an e-risk assessment and management programme was
rolled out in MDHB. It had been operating in WDHB for the previous ten years. This
programme aims to raise awareness of adverse events and critical incidents. A number of
participants from the MDHB maternity service indicated their frustration with „Riskman‟ and
questioned its usability.
Two years ago the Maternity service introduced a „Maternity Outcomes Tracking System‟
requiring staff to complete a one page form for each woman who had been in the service
so that any adverse outcomes during the stay, could be identified prior to discharge.
Feedback indicated that these forms were not always completed at MDHB. In the 2014
year, on average of 74% were completed, compared with 100% completion at Whanganui
DHB. By July 2015, the completion rate by MDHB was down to 46%.
Generally there was reported to be slow follow up of adverse outcomes in MDHB service,
with staff claiming to feel disconnected from the reviews and not made aware of the
outcomes. Timing of debriefing sessions was also seen to be problematic.
Issues:
Midcentral DHB


The quality team reported difficulty engaging the maternity service in the adverse event
review process. The main reason given was that clinical experts had difficulty taking time
out to be involved in the process, which delayed the process.



Achieving agreement on recommendations coming out of the RCAs also proved to be
time consuming and delayed completion of reports as well as the development of the
action plans. Fundamentally, a long-term culture of not being able to easily reach a
consensus position between the leaders delayed and frustrated the processes.



Neither the Operations Director nor the Clinical Director articulated any significant
concerns regarding the safety of the service. They viewed the recent adverse events as
a „random cluster‟ and that there were no clear inherent issues within the service that
precipitated them. There is no evidence from meeting minutes or reports received that
there were any safety concerns in the service. However, a business case for more SMO
staff was in development and policy relating to obtaining a second opinion on each
cardiotocograph (CTG) recording had been introduced. The RCA process for three
cases had produced three sets of recommendations that had been converted into
corrective actions.
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Recommendations relating to the organisational and management factors:
Midcentral DHB


The MDHB organisational structure needs to be reviewed to provide more clarity over the
responsibilities and accountabilities of the clinical leaders and management.



Consider greater integration of the quality activities within the MDHB maternity service
with the DHB quality team, including training of staff and LMCs in the standardised quality
processes, such as the RCA process and related quality assurance activities. This may
require additional resources.



Clarify the lines of accountability and responsibility for quality and outcomes at both
service and organisational level.



Actively include all maternity staff including LMCs in maternity service quality assurance
and policy development activities.

7.3

Work environment factors
Staffing and workload
Design of the facility and physical resources
Availability of equipment and resources
Administrative and managerial support

Service culture
Related to the aforementioned issues, the MDHB Maternity Service was described by some
as at a low point. However, most respondents had ideas for service improvement and the
hope that the service would recover. Most suggestions centred on the need for a new
leadership culture. There was support for the suggestion that the medical leadership positions
be tenured for 2-3 years and rotated. This was viewed as potentially broadening the
experience of more staff and also exposing them to the realities of leadership and
management. The Charge Midwife was reported to be providing much needed „fresh eyes‟
on the service.
MDHB interface services reported that concerns about the service were not addressed by
„management‟. The diabetes team made multiple attempts to highlight risks, such as
entering them into Riskman, sending letters, e-mails and met with senior leaders. The
impression was that the risk was not well assessed and mitigated by the service. The
Anaesthetics Department held a similar view.
Issues
Midcentral DHB



The service culture was viewed as being negative and in need of urgent attention.
Risks identified by external services need to be acknowledged and addressed.

Management support
There was a lack of clarity over who managed what in the MDHB maternity service,
particularly staffing and resources. The new Charge Midwife appeared to be forming a good
working relationship with the Service Manager to obtain a better understanding of staffing
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needs and resources. They had also recently recruited associate charge midwives to the outof-hours shifts to manage staffing, which seemed the biggest issue. There did not seem to be
any planning associated with predicted workload based on bookings.
Within the current environment, it was difficult to see how the MDHB Director of Midwifery
could have on-going influence on the service because she reported directly to the GM and
worked in „partnership‟ with the Operations Director and other clinical leaders.
Her role was to provide professional oversight including development of policies and
guidelines. However, when enacted these invariably impacted on staffing and resources.
One example is the policy of the „fresh eyes‟ approach to interpretation of CTGs which was
implemented following the RCA reports. The result has been that midwives spend additional
time trying to find medical staff willing to sign off the CTG without seeing the woman
themselves. This illustrates the risk-averse environment generated out of the series of adverse
events
The Service Manager also had responsibility for Women‟s and Children‟s Health, as well as
supporting the RWHS establishment.
The Whanganui service reported being well supported by management.
Issues:
Midcentral DHB


The management/ clinical leadership relationships and accountabilities may have
hindered timely responsiveness of clinical governance to risk management activities.



Some policy development seems to have been rushed in response to adverse events,
without the unintended consequences being anticipated. Also communication to all
clinicians (LMCs and registrars particularly), of policy changes had not been consistent or
easily accessible.

Staffing and workload
The MDHB service was reported to be stretched and resources spread thinly, resulting in
challenges to maintain the core functions of the service - clinical safety and an appropriate
clinical environment. This view was supported by both internal and interface service clinicians
and consumers.
There was general concern by interface providers that the MDHB maternity service was
under pressure. The time required to embed MCIS, the distraction of the Clinical and
Midwifery Directors with the establishment of the RWHS and a perceived medical and
midwifery staffing shortage were viewed as impacting on the ability of staff to maintain a
smooth running and safe service. Each interface clinical group that met the reviewers
pointed out various indications of the service not being staffed to meet the needs of the day.
It seemed that other clinical teams had increased their SMO staffing over time, but the
Maternity SMO numbers had remained the same for many years. This issue was also raised by
the Clinical Director, who was not able to state progress made with the SMO staffing business
case because it had been passed onto the Operations Manager.
Overall staffing levels, both obstetric and midwifery, were reported by clinician informants to
be insufficient in the MDHB maternity service to deliver a consistent level of care 24/7.
However, it was the view of their midwifery leader that Trendcare acuity tool reported overall
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good staffing coverage. Therefore it may be that the variance periods were more obvious to
the staff in the unit.
It may be that the midwifery staffing levels are right overall, but not distributed appropriately
to meet the need at the time and on the day. This is about response to variance. However,
there was frustration reported by staff that LMC midwives were inconsistent about when they
would hand over women and expect core midwives to take over care. This made rostering
difficult and staff had to be called on duty from days off, which in turn had led to increased
sick leave. It was not clear whether the impact the risk averse environment developing in the
MDHB service over time in response to events, had precipitated earlier hand over of women.
MDHB interfacing services such as Anaesthetics, Endocrinology, Paediatrics and Theatres
identified concerns about the ability of the maternity service to provide a consistent the level
of service 24/7. Their experience was that concerns were either not recognised or not acted
on. Concerns raised in writing in May 2015 by the Department of Anaesthesia to the Clinical
Director of Obstetrics in relation to “serious concerns regarding the coverage of obstetric
emergencies” had yet to receive a response.
There was concern expressed that the MDHB SMO roster was difficult to fill and sometimes
the on call SMO had difficulty responding to registrars because the SMO was in theatre. The
SMO roster on the whole was said to be a problem, with the Obstetric HOD needing to fill the
gaps. This situation could lead to an expectation that he could be relied on to do this and
lessen the willingness of others to take their turn „on call‟. This situation was exacerbated by
poor skill mix of staff on duty at the same time. Many of the registrars were early in their
careers.
A potential shortage of obstetric cover was discussed and acknowledged by Whanganui
DHB. They were reliant on locum cover on a regular basis. The practice of LMC midwives in
the Whanganui service providing all of the midwifery care for women meant that midwifery
staffing of the facility was less of an issue. Some of the LMC midwives also worked part time
on the core, so had experience working for the DHB.
Issues:
Midcentral DHB






MDHB staff did not believe that staffing issues were being acknowledged or addressed
by leadership and management.
The confused reporting lines and accountability are likely to have impacted on
responsiveness to perceived workforce shortages.
Both staff and LMCs noted a lack of visibility of clinical leaders in the clinical area, not to
undertake clinical care necessarily, but to be aware of their working reality, which may
account for the differences in opinions over staffing levels.
Maternity services are a challenge to staff, because of the unpredictable nature of
birthing, particularly so for women who have co-existing medical conditions such as
diabetes who require more intensive staffing, particularly in labour.

The work environment and associated resources
The MDHB Maternity Service first floor areas (including the delivery suite rooms, staff offices
and antenatal assessment room) were very cluttered and seemed disorganised, making it
difficult to ascertain whether there was enough room or not.
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It also needs to be noted that this service is provided over three floors which makes it more
difficult to have staff „float‟ easily between the antenatal clinic, delivery suite and the
antenatal/postnatal ward. There seemed to be insufficient room to „house‟ all of the staff,
and cupboards had been converted into offices. A newer handover room to
accommodate all of the computer monitors had recently been made available.
The antenatal clinic space was severely compromised by dual gynaecology and obstetric
clinics being held that involved both registrars and house officers, supervised by SMOs. There
was simply not enough room. This required the secondary care/diabetes midwives to go up
to the delivery suite floor to undertake CTGs on women, hence they were not able to attend
multidisciplinary team meetings. The functioning of the clinic was poor and lacked clear
senior leadership, and models of care were inefficient and not women-centred.
The model of care for outpatient services created cramped and unsatisfactory conditions for
women who were expected to wait long periods of time to be seen (up to four hours for
women with diabetes in pregnancy). The outpatient service appeared to be poorly planned.
There was block booking of women who then had to wait for hours each week in late
pregnancy, to be seen by the various clinician groups. The diabetes in pregnancy outpatient
service was a particular example of this.
Staff reported that anecdotally some women did not attend the clinic or left before being
seen because of the length of time they waited and the cramped waiting room. The number
of registrars and house officers needing to see women as part of their training was not well
accommodated in the clinic area.
The unquestioning continuation of custom and practice activities in the MDHB service was
demonstrated by the “Hip check” clinic that was run three mornings a week in the delivery
suite. Each Monday, Wednesday and Friday morning at 0800, the orthopaedic staff
undertake a two-minute assessment of newborns for „clicky hips‟. If the baby was not in
hospital or unavailable at the time, the mother has to bring the baby in at that hour of the
morning for the assessment. If there are women in delivery suite for inductions, this clinic adds
to the confusion on the floor. It was not clear why the clinics are still taking place in a hospital
setting by a specialist service. In many DHBs this is considered primary care issue and occurs
predominantly in the community by either LMCs or GPs.
It was reported that the MDHB women‟s health service is not part of the new hospital
configuration project. The current MDHB Maternity Service accommodation seems
inadequate for the number of staff they have and the level of monitoring they need to
undertake. Accommodating the seven registrars and seven house officers was proving a
challenge.
The Whanganui service, being smaller and purpose-built recently, operates on one floor
within one „ward‟. This makes staffing and resourcing more efficient for them.
Issues:
Midcentral DHB


The MDHB maternity service accommodation was not well planned and did not seem to
flow well and it was unclear as to who was responsible for managing this.
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Recommendations relating to the work environment factors:
Midcentral DHB


Alter the SMO requirements of the service to ensure appropriate Obstetric cover 24/7
and support for registrars in training.



Alter the midwifery staffing model to include the presence of an Associate Clinical
Charge Midwife on every shift. This is an important cornerstone of clinical safety and
should be undertaken as a matter of urgency.



Undertake a (DHB Midwife Leaders and NZCOM) Transfer of Care Audit to obtain a more
accurate picture of how often and why transfer of care occurs. The results will be
benchmarked with other DHBs and shared with LMCs and core midwives to inform
discussion on continuity of midwifery care strategies.



The role of the DOM should be reviewed to ensure that they have responsibility and
accountability for safe staffing and sufficient latitude and influence to manage the unit
safely
Explore ways that the service can respond more efficiently and effectively to workload
variance, by implementing an on-call system or similar.



7.4

Team factors
Written and verbal communication
Supervision and support
Team structure

Poor relationships between individuals and groups of staff within the service were reported to
potentially interfere with the safe delivery of care, and despite efforts to address staff culture,
these remained. This has also been reported to have influenced the service‟s ability to
attract new staff.

Communication
Communication with MDHB maternity service interface providers was said to have been
disrupted by the introduction of MCIS. This was mainly because those outside the service, but
providing care for women in the service, did not have access to MCIS where most of the
information on women is kept.
The implementation of the MCIS in MDHB being a larger service over three floors,, required
considerable changes in communication between clinicians and it seemed that some were
unprepared or unable to cope with the change. Also some processes had not been clearly
worked through, for example, the booking form, completed by the LMC midwives on each
of their women was generally sent to the hospital well in advance of the birth date. This
information was then entered into the MCIS by an administrator, but they are not permitted
to enter any clinical details (which are usually provided in the booking form by the LMC) in
the electronic record. This meant that previous clinical history was not available in MCIS for
women referred or admitted to the service until the LMC turned up with her hard copy
records. It was custom and practice that the booking form was part of the hard copy set of
notes that were stored in the delivery suite for when the woman was admitted. These were
particularly useful if the woman was admitted ahead of the LMC arriving.
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Prior to MCIS, LMCs were sent a letter informing them of the outcome of their referral of a
woman to the secondary service. After the MCIS was introduced, all notes from a
consultation visit were entered into the computer. Subsequently, LMC midwives could only
access the woman‟s electronic records if they physically came into the hospital and logged
onto the hospital IT system. Also when they were in the facility with women, many LMC
midwives did not use the electronic record contemporaneously because they kept hard
copy clinical notes for their own records. Therefore, the MCIS was not always up to date for
specialist services if they were asked to see a woman.
Within the MDHB maternity service, interface services, such as emergency, operating theatre
and the diabetes service, did not have access to the MCIS which meant in the absence of
hard copy notes, they had to develop their own notes, which meant women had two sets of
notes and the maternity service did not see what had been documented for the woman by
other services. One of the adverse event cases was also a diabetic and was admitted to the
MDHB emergency department. Women under the Diabetes Centre had notes held in the
Centre that operated during business hours only.
It was also noted that collegial verbal handover between shifts had reduced significantly,
because most just read the electronic notes. This is likely to have reduced the interaction
between clinicians that fosters discussion on concerns each may have about specific clients.
Some reported that some clinicians did not even read the electronic notes before rounds or
antenatal clinic assessments and spent a lengthy time asking the patient directly about their
condition and wellbeing.
The Whanganui DHB service did not appear to have these problems; likely because of their
service delivery model, management structure and size.
Issues:
Midcentral DHB







Overall there were a number of communication issues within the MDHB service and
between the service and other clinicians and services.
Not all the information on the woman was visible in one place once she had a referral to,
or was admitted into, the service.
The LMCs did not have external access to the MCIS, so they had to come into the
hospital and use one of the computers there to find out the results of a referral to
specialist services.
In hindsight, it was observed by MBHB that the roll out of the MCIS was not as resourced
as it needed to be considering it required significant change management. It seemed to
have been viewed more as a technical innovation. Also it was not consistently used by
the medical staff and LMC midwives.

Supervision and support
With the number of registrars and house officers in the service, MDHB has a responsibility to
provide supervision and support for these doctors. It was noted that there was a lack of
consultant interest in teaching and providing support at formal teaching. Most of the
consultants did not attend the weekly CTG meetings which ultimately led to the mainly junior
registrars advising other junior staff on CTG interpretation. This was said to lead to confusion
over verbal descriptions of CTG findings to SMOs over the phone.
CTG interpretation was a feature in a number of the MDHB adverse events. The service offers
the RANZCOG Fetal Surveillance course, which is well attended by LMCs and core midwives,
but not by SMOs.
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Issues:
Midcentral DHB



It was observed that the SMOs were not as actively engaged in activities that registrars
viewed as supportive.
The role of SMOs in on-going education and training did not seem to be clear.

Team work
Overall it appeared that many of the senior clinicians in MDHB worked independently of
each other and there was little mention of working as part of a multidisciplinary team. It was
observed and also reported that the consultants were not working well as a team. They had
issues with the management style of the HOD. There were problems with the roster,
particularly finding SMOs to cover on-call, which resulted many times in the HOD doing
additional call by default, which in turn led to increased stress and exhaustion. The
micromanagement style was claimed to be the result of others not wanting to be involved.
The differing practice styles (hands on and hands off) were also identified as confusing the
registrars.
The continuity of care model of care was reported to have changed over time at
MidCentral DHB, with many Lead Maternity Carers (LMCs) handing over care to core
midwives for induction of labour, labour augmentation and epidural analgesia, citing an
unwillingness to manage “secondary care”. However for some it appeared that this
unwillingness was not extended to other “secondary” conditions, such as twin pregnancy
and breech presentation. Although this is a trend in other centres it is particularly evident in
this DHB and is likely to add significantly to the core staff workload. This is managed in other
DHBs by providing good support and communication with LMCs.
In contrast, the Whanganui service appeared to be working well as a team, with the medical
leader and midwifery leaders providing strong, clear direction to their team, including LMCs.
Issues:
Midcentral DHB



A fracturing of teamwork was observed and reported on within the MidCentral Maternity
Service.
The ability to successfully gain support from higher management was difficult to determine.

Recommendations relating to the team factors:
Both DHBs.


The MCIS development process needs to be inclusive of all clinicians and services that
interface with the Maternity Service. This includes the quality team.

Midcentral DHB




Once the leadership and management accountabilities are established, team building
activities need to be developed that include LMCs and interface clinicians.
At the beginning of each SHO quarter all members of each team have the roles of the
SHO and the registrar explained.
Identify and support attendance at mandatory clinical training/learning sessions for all
clinicians.
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7.5

Individual staff factors
Knowledge, skills and confidence
Competence
Physical and mental wellbeing

Knowledge skills and confidence
At MDHB maternity service there appeared to be a number of experienced staff, both
midwives and obstetricians, with a good skill mix among core midwives, and an adequate
number of LMC midwives. However, midwifery (including LMCs) and medical staff
participants believed that there were insufficient senior midwives on duty (poor skill mix),
particularly on morning shift in the delivery suite. While the birth numbers at MDHB have
reduced, the actual care complexity, caesarean section rate (at 40% at the time of the
review), and the increase in transfer of care from LMCs, required more core staff. The service
was also having difficulty attracting midwives and was increasingly having to rely on nurses
to work in the postnatal ward.
The new Charge Midwife at MDHB had been recruited within the previous three months and,
as noted previously, was viewed positively by staff as „fresh eyes‟ on the service. They had
noticed positive changes being made (and planned) which gave them confidence that
there would be service improvement.
Documentation provided from both DHBs and discussion with staff indicated that there was
a good orientation and education programme for employed midwives. The medical staff
also appeared to have a good orientation process documented.
There seemed a perception among DHB employed staff at MDHB that LMC midwives had
varying degrees of knowledge and skills, particularly around CTG interpretation. This was
particularly evident within the incident and RCA reports. However, it seemed that all of the
midwives involved in the adverse events had undertaken training in CTG interpretation, but
not all of the medical staff had.
There were a number of opportunities for staff to attend training sessions on a range of
clinical issues. Having LMCs, core midwives and medical staff at the same training sessions
would likely engender better teamwork and consistency when managing emergencies.
Core midwives in the Whanganui DHB service did feel that because the LMC midwives
worked with the women in the facility, they could lose some skills and were in the process of
working out how they could maintain their skill levels by providing more hands on care from
time to time.
Issues
Midcentral DHB


There were varying views on the level of skills, knowledge and competence of various
clinician types within the MDHB service. More shared learning opportunities would likely
improve this perception.

Physical and mental wellbeing
It was observed that some senior staff in the MDHB service were under high levels of stress
and having difficulty coping. Some were open about this and others less forthcoming. It was
also generally commented on that more core midwives were feeling the pressure of being
asked to do additional shifts at short notice, often to cover staff sickness.
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Symptoms of this difficulty in coping with the stress were observed and reported to include
further siloing, lack of communication with colleagues, avoidance (not turning up to
important meetings, not making decisions and failing to respond to urgent queries), believing
others were not „pulling their weight‟, and lack of delegation (lack of trust in others).
Issues
Midcentral DHB



The health and wellbeing of some staff needs to be addressed urgently.
Appropriate behaviour needs to be modelled by clinical leaders and managers.

Willingness to embrace change/ideas given to reviewers
Feedback from staff indicated that those working in the MDHB service were ready for
change, but it needed to happen at the top first. They felt that clinical leaders needed to be
„inclusive and woman-centred‟ in line with the concepts of the NZ Model of Maternity Care.
Such a change was viewed as necessary if the Department was to grow, retain existing staff
and encourage innovation.
A flatter clinical governance structure at MDHB was suggested, so that any clinician could
feel they could go to the Clinical Leader with anything. A flatter structure was also viewed as
enabling more meaningful workstreams to clinicians generally (spreading the load).
It was recommended to include clinicians in any change processes and to move to a more
team-based environment. It was felt that managers needed to be much more actively
involved in the service, attending meetings and entering into „meaningful dialogue‟ with
clinicians as a „team building‟ activity. The MQSP activities were viewed as critical and
needed to be expanded (ownership increased).
There were several suggestions from those in both DHBs about how to manage the MCIS,
which all viewed as an ultimately essential tool for practice:








Cease using it or increase the amount of paper work permitted
Engage LMCs more in the process
Work through the ways of working with e-records, so that the verbal communication
continues and the woman (not the screen) becomes the centre of attention when she is
in the room/clinic/bed
lock the notes once they have been completed, so changes cannot be made
retrospectively
increase the ease of access to the actual e-notes, with not so many log-ins through the IT
system
ensure equipment is available to enable the three way communication (LMC, Woman
and specialist) that is required under the national referral guidelines.

Issues:
Midcentral DHB


Staff clearly have a desire for change and no shortage of ideas. They just need the
environment to enable constructive change to occur.
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Capability of managing change
It appeared that the relationship between the key clinical leaders in the MDHB service
needed to be attended to. Without this, improvements to the service will be difficult to
initiate and be sustained. Within this environment, it appeared that the Operations Manager
did not feel he was in a position to make decisions enabling completion of the RCAs.
Feedback on the ability of the service to manage change included the impression that they
were just „fighting fires‟ with a lack of time to reflect and plan, „never actively sought to be
the best at what it does‟ and had viewed management issues as resulting in „a glacial speed
of change‟. The maternity staff were observed by an interface service to be „stressed,
overwhelmed and unsupported‟.
Issues:
Midcentral DHB


It is felt that the current working environment, level of stress, relationship issues and
confusing lines of accountability need to be addressed before the level of change
required in the MDHB service could be embarked on successfully.

Recommendations relating to the individual staff factors:
Midcentral DHB
 Clarify the roles and responsibilities of the clinical leaders, then support them to develop
a more collegial environment among clinicians, including LMCs.
 Ensure standards are met around communication, interdisciplinary training, and service
planning.

7.6

Task and technology factors
Task design and clarity of structure
Availability and use of protocols
Availability and use of test results
Decision making aids

Availability of information: policies, test results, etc.
Feedback from MDHB staff and LMCs indicated that the policy development process was
overwhelming at times, particularly following recent adverse outcomes. It was claimed that
the service had in excess of 300 policies, resulting in difficulty locating the appropriate one
when required.
LMCs complained of an almost continuous flow of emails of draft then final versions of
policies. They reported that they did not have anywhere they could externally view the
updated collection of DHB policies. They had to come into the facility to view them.
Most midwives did not have direct access to MDHB‟s IT system off site, therefore there was a
delay in them receiving timely feedback on referrals or notification following discharge. The
three RCA reports completed at the time of the review recommend 11 policy and guideline
changes. With a further four reports to come, it is likely many more are recommended.
A review of policies and guidelines relating to the service with a view to streamlining the
process and volume needs to be considered. This issue is compounded by the simultaneous
development of RWHS policies and guidelines.
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Issues:
Midcentral DHB and RWHS



Lack of adherence to a good policy management process particularly in relation to
LMCs.
Lack of off-site access for LMC midwives to the Hospital IT system means they do not
have access to timely information from the service.

Cardiotocographs (CTGs)
This diagnostic tool is heavily relied upon as a means of monitoring and diagnosing fetal
wellbeing. A number of the MDHB adverse events involved interpretation of CTGs to identify
if and when consultation and referral to a SMO should occur.
There does seem to be variance in views on the extent to which GTGs should be used. There
is also evidence that in hindsight CTGs are more likely to be viewed as indicating fetal
distress, if the interpreting clinician knows that there was an adverse outcome for the baby
(Dixon, 2012). Basically it is easier making a diagnosis with hindsight.
Issues:
Midcentral DHB


The interpretation of CTGs is contentious. It appears that medical staff have been poor
attenders at CTG training opportunities, yet all of the LMCs involved in the adverse
events were current with their training. It has been pointed out previously that attending
training as a multidisciplinary team builds up knowledge and confidence in each other.

Recommendations relating to task and technology factors:
Midcentral DHB and the RWHS


7.7

The main means of managing the adverse events seemed to be the generation of more
policies and guidelines. Once the clinical leadership responsibilities are clarified, a
genuine multidisciplinary process, including LMCs, interface providers and consumers
needs to be established to review all of the policies and guidelines for the service.

Patient factors
Condition/complexity
Language/communication
Social and cultural factors

Consumer expectations
In the MDHB service it was noted that consumers expected to meet with the consultant
when they came to clinic. They did not expect to wait for long periods in the antenatal clinic,
particularly if they were employed or had children with them. However, the clinic
management and structure booked women in groups and because it was a teaching
hospital, they were seen by two to three clinicians per visit. It was reported that as some
medical staff did not read the e-notes prior to the consultation, women had to repeat
themselves to each clinician.
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In WDHB it was reported that the LMC midwives generally visited with the woman when she
consulted with a specialist.
Issues:
Midcentral DHB


It was observed and reported that the MDHB service was not consumer centric even
though the whole thrust of the New Zealand Maternity Service changes in the 1990s was
to become more woman and whanau-centred.

Client complexity
Compared with the national averages, MidCentral was reported to have high rates of
deprivation, smoking, young childbearing age, with a higher proportion of Maori women of
childbearing age. There has been an increase in women with diabetes in pregnancy. It
appeared to be custom and practice for these women to have care handed over to the
specialist service rather than remain with the LMC. However, the diabetes centre and
diabetes midwives only work five days a week. This meant that these women were reliant on
calling the delivery suite if they had any queries or problems after hours rather than a specific
key clinician/lead carer. Most were on insulin. Ultimately diabetic women did not receive
24/7 continuity of maternity care.
Also because of workload issues, the Obstetrician who ran the Diabetes Obstetric clinic could
no longer attend the Diabetes Multidisciplinary team meetings with the medical team.
Whanganui were identified as having an complex birthing population, but having the LMCs
provide continuity of care to women meant that the care wasless reliance on the secondary
service to co-ordinate care when women required obstetric input.
Issues:
Midcentral DHB




There was increasing complexity among childbearing women accessing the MDHB
service, yet there did not seem to be an adaptation to custom and practice to
accommodate this.
„Women with complex medical conditions require a multidisciplinary approach to care,
often across more than one DHB. Each woman requiring such care should be assigned
a key clinician to facilitate her care‟1. This was not evident for MDHB women.

Consumer participation
Feedback from the MDHB Māori representative was that the service did not engage M āori
consumers and that Māori representation was “token”. It was felt that the service had a
strong medical model and this failed to acknowledge the social context of care which is
important to the engagement of Māori in care. The clinical leaders in the service had been
involved in developing the Tuia Framework with a view to providing a greater emphasis on
the needs of Maori receiving care, which is to be commended.
The review team met with two MDHB consumer representatives who were active on a
number of maternity committees. They had a long history with the service and were able to
1

https://www.hqsc.govt.nz/assets/PMMRC/Publications/Ninth-PMMRC-report-FINAL-Jun-2015.pdf
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articulate system shortcoming and potential solutions. They also presented as enthusiastic
and valuable potential contributors to the development of a more consumer centric service.
Issues:
Midcentral DHB



Maori seemed poorly represented, yet they formed a significant group of service users.
Consumers need to be valued contributors to service development

Recommendations relating to patient factors:
Midcentral DHB
 This service should consider more actively engaging Maori and consumers in service
development and feedback. With a growing level of patient complexity, the service
needs to ensure that it meets the growing service need.

8. Additional comments relating to the adverse events
Of the seven adverse events within the RWHS, only three had completed the RCA process,
even though the last event had occurred three months prior to the review. Whanganui DHB
had already commissioned a Critical Systems Analysis (CSA) into the adverse event in its unit.
Alongside the CSA, independent obstetric and midwifery reviews have been undertaken into
the care of this mother and baby.
The team had been asked to review each of the cases as part of this overall review.
Following the site visit and feedback from those taking part, it was felt that undertaking a
review of each case as well would alter the findings of this overall service review. The RCA
reports that were available focused heavily on identifying the part that individuals had to
play in the events, without considering the contextual factors that have been laid out in this
report.
The main themes coming out of the reports and associated documentation relating to the
events that had yet to be reported on included:





timely consultation and referral to specialist services
interpretation of CTGs by both LMCs and doctors, and
difficulty in contacting SMOs
diabetes featured in three cases and two women had an induction of labour.

Six of the women were admitted after hours and the seventh at 0800 which is generally shift
hand over and a busy time in the unit. Three of the cases were initially under an LMC and the
other four under specialist care. All of these issues have been identified in other parts of this
report as needing to be addressed.
Issues:




Only three of the seven adverse events had completed RCA and CSA reports, making it
difficult for the review team to make comments on the specific cases.
Most of the adverse events occurred for women who were admitted after hours and had
pre-existing health conditions.
There was contention over CTG interpretation and timely referral and access to specialist
medical care once admitted.

Recommendations relating to the seven adverse events:

34

Report on the Review of the RWHS Maternity Service – 18 February 2016

196



All RCA and CSA reports should be completed as soon as possible and should consider
the service context (similar to the London Protocol framework).
The key themes that emerge out of the full set of RCA and CSA reports need to be
shared with clinicians and management to inform future service development activities.

Appendix 1. Terms of Reference
(01 October 2015)

MATERNITY SERVICE REVIEW
REGIONAL WOMEN’S HEALTH SERVICES
Terms of Reference
1.

PURPOSE/BACKGROUND
There have been seven reported serious adverse events in the delivery suites of the
Regional Women’s Health Services (RWHS) over the past nine months, six at
Palmerston North Hospital and one at Whanganui Hospital. The events include the
death of three neonates, two intrauterine deaths, and harm to two neonates.
In the Palmerston North Hospital events the women were under the primary maternity
care of a Lead Maternity Carer (LMC), accessing the Delivery Suite under an access
agreement with MDHB or transferred to secondary care. These access agreements are
consistent with the national framework for the provision of maternity services, whereby
DHBs provide access to their facilities for LMCs. In the Whanganui Hospital event the
woman had the clinical responsibility of her care transferred from the LMC to secondary
care.
Whanganui DHB has already commissioned a Critical Systems Analysis (CSA) into the
adverse event in its unit. Alongside the CSA independent reviews have been undertaken
into Obstetric and Midwifery care of the woman and neonate. These three review reports
will be shared with the reviewers.
The six events in the Palmerston North maternity unit are the subject of Root Cause
Analysis (RCA) investigations, supported by appropriate clinical expertise in midwifery,
obstetrics and paediatrics (where appropriate). The families have an allocated “family
liaison” person within the service. Communication is being maintained with them, in
accordance with their wishes, regarding progress with the reviews and any other support
and/or information they require. Engagement with the women and their families for the
purpose of this review is incorporated through the family liaison and RCA review
processes.
In addition to the understanding that the CSA and RCA processes will bring, we wish to
ensure that the Regional Women’s Health Service is equipped to fulfil its responsibilities
through a thorough understanding of the functioning of maternity services at both
hospitals.
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The purpose of the review is to identify opportunities for improvement and engender
ownership of the short, medium and long term actions needed to ensure a safe and
effective service. Given their importance, leadership, clinical governance,
interdisciplinary relationships, models of care and the culture of the service will be
evaluated by site.
The review group will also review the circumstances of the seven cases relating to the
serious adverse events in order to fully inform the service review as a whole.
The review will include structured sessions at both the MidCentral and Whanganui sites
to consider the state and functioning of service locally, as well as the regional service as a
whole. The outcomes of this service review will feed into the proposed Regional
Women’s Health Service evaluation.
Together MDHB and WDHB wants to be assured that women can access woman and
family centred maternity care at both Palmerston North Hospital and Whanganui
Hospital, while meeting all established standards for service delivery.
2.

SPONSORS
Chief Executive Officers, MDHB & WDHB

3.

REVIEW GROUP
Dr Chris Hendry, Project Manager/Analyst
Dr Ian Page, Obstetrician & Gynaecologist, Northland DHB
Emma Farmer, Head of Division - Midwifery, Waitemata DHB
Dr Bart Baker, Clinical Director and Haematologist, MidCentral DHB
The internal reviewer will support the process overall, facilitate the engagement of key
participants and provide advice and support to the external reviewers.

4.

RESPONSIBILITIES/FUNCTIONS/EXPECTED OUTCOMES
A robust external clinically led review to establish an understanding of the functioning of
the RWHS maternity services. This will include engagement with clinical and support
staff, service leadership, lead maternity carers, and staff from other services that have a
clinical and operational interface with maternity services. The review will also reference
progress with the implementation of the Maternity Quality and Safety Programme
This will consider:




the current state of clinical governance including clinical leadership, policy, systems and
processes by site designed to ensure patient safety and service improvement
the services’ application of documented policies/ procedures/ structures/ established
processes in place to support the delivery of maternity services, informed by the
circumstances of the 7 cases leading to adverse events including:
o the national maternity access agreement
o audit, quality and serious event management processes
o the application of Serious Assessment Code (SAC) rating for maternity events
o systems to support early recognition and escalation of serious events
o quality of documentation/information and access, including the Maternity Clinical
Information System
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o

early evaluation of potential high risk women and referral to appropriate level of
care
 timely access to appropriate back-up and resources including clinical
information and staffing.






communication within and between the two maternity services, DHB staff,
access agreement holders and consumers.

relationships between hospital staff and relationships with lead maternity carers, and the
effectiveness of that interface, given the shared practice environment.
the culture of the service overall by site
an assessment of the capacity and capability within the service to undertake the necessary
service development to address any findings of this review
The reviewers will determine appropriate recommendations based on the outcome of
their review, covering service wide recommendations for service improvement and
corrective actions where appropriate. This should also include recommendations
regarding the configuration and leadership of the RWHS where this is considered
necessary.
PARTICIPANTS/INTERVIEWEES

5.




















Chief Executive Officer MDHB and WDHB
Regional Clinical Director of Women’s Health
Medical Heads of Women’s Health MDHB and WDHB
Regional Director of Midwifery
Midwifery Advisor, MDHB/WDHB
Senior Medical Staff
Resident Medical Officers
Charge Midwife/Associate Charge Midwifes
Lead Maternity Carers
Consumers involved in Maternity Quality & Safety Programme
Service Manager, RWHS
Relevant Clinical Staff
Any other staff identified during the review
Clinical staff of rural units as appropriate
Manager Quality MDHB and WDHB
Chief Medical Officers MDHB and WDHB
Directors of Nursing, MDHB & WDHB
Operations Director, Specialist Community & Regional Services
Director, Patient Safety & Clinical Effectiveness
STAKEHOLDERS

6.








Association of Salaried Medical Specialists
Midwifery Employee Representation & Advisory Service
New Zealand Nurses Organisation
New Zealand Resident Doctors Association
Public Service Association
Royal Australian and New Zealand College of Obstetricians and Gynaecologists
New Zealand College of Midwives
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7.

COMMUNICATIONS
A plan has been developed to support communications in relation to the serious adverse
events and addressing internal and external stakeholders. This will be updated during
the review process as appropriate
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8.

REPORTING
A draft report is to be provided to the General Manager, Clinical Services &
Transformation, MDHB as the responsible senior manager for the Regional Women’s
Health Services for feedback, within four weeks of review completion, and made
available for review by both the MCH and WDHB Serious Adverse Events Group.
The final report to be completed within a further three weeks.

9.

AUTHORISED BY:

Kathryn Cook
Chief Executive
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Mike Grant
General Manager
Clinical Services
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Appendix 2. Documents requested for the review
MDHB AND WDHB DOCUMENTS REQUIRED FOR
SERVICE REVIEW
Chris Hendry
Chris.hendry@nzichc.org.nz
Document type/source of
information.
Organisational diagram(s)

Service localities

Communication with interface
providers
Terms of reference and
minutes from last meeting.
(All groups are mentioned in
the RWHS Service plan)

RWHS plans
(All groups are mentioned in
the RWHS Service plan)

Service specifications
Regional policies and
guidelines

Maternity clinical Information
Systems

Service volumes for past 24
months
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12 August 2015
Document
MDHB & WDHB
RWHS in the context of the 2 DHB’s women’s health services
Quality and safety for both DHBs and RWHS
Description of RWHS maternity facilities and WH beds & community
clinics.
LMC numbers and localities
Copies of newsletters/communication with access agreement holders
over the past 12 months.
Joint consultation committee
Regional Cultural Advisory Service.
RWHS Service Governance Group (last 12 month minutes)
RWHS nursing governance group
RWHS midwifery governance group
Multidisciplinary Cancer Treatment Service
Any other groups associated with the RWHS
RWHS quality and safety group
RWHS Annual plan/operational plan that includes priorities and service
levels
RWHS Credentialing
RWHS Performance reviews
RWHS PDRP programme
RWHS Nursing and midwifery workforce development and training plans
RWHS medical workforce development plans
Regional Urogynaecology service
Regional foetal-maternal medicine service
Fertility clinic
Common point of referral and discharge
Transfer of care
Common surgical waiting lists and scheduling
Social workers common approach
Enrolment of newborns with GP
Women and families information on services available and support
including accommodation and transport.
List of WHS that sit outside the RWHS for both DHBs and evidence of how
these services interface/interact/refer to or are transferred to RWHS. For
example the MDHB Diabetes services for maternity services are not part
of the RWHS I assume.
(This will be in relation to the use of both paper and electronic systems
simultaneously which could result in some clinicians not having the full
picture).
Any information on access and utilisation (e.g. Diabetes team have just
obtained logins to the maternity system).
Which services and clinicians use electronic notes?
Actual referral processes (e and paper) including referral forms.
Access to e-referral e-records at outreach units.
Copy of template for letter to LMC providing information following
referral or transfer of care.
Outreach clinics (Levin, Dannevirke, Marton, Taihape, Waimarino).
Early pregnancy units.
Antenatal assessment unit activities (Palmerston Nth and Whanganui).
Maternity activity volumes for both DHBs.
Gynaecology activities volumes for both DHBs
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Reports, audits KPIs

Position descriptions and name
of the incumbent

RWHS Workforce

Provide access to when on site
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Including:

Regional Urogynaecology service

Regional foetal-maternal medicine service

Fertility clinic
Latest gynaecology audit report/data.
Latest colposcopy audit report/data.
MQSP reports
Stocktake of clinical governance activities
Last BFHI accreditation report
BFCI strategy/plan
Fertility clinic stocktake
Ultrasound stocktake
Staffing FTE for each and the RWHS roles
Reports from service benchmarking (? Part of Aust/NZ women’s health
benchmarking groups)
RWHS Service manager
RWHS Change manager
RWHS Midwifery Director
RWHS Clinical Director
RWHS Director of Allied Health
RWHS Lead colposcopist
Copy of orientation programme & related documentation for:

LMCs

New Midwifery and Nursing Staff

SMOs

SHOs

HOs
Rosters for both DHBs over past 12 months including:
All medical staff including House officers.
SMO responsibilities and FTE status
Register of staff training and professional development:
Evidence of compliance with ITP guidelines
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Further information requested for the RWHS Maternity Services Review
From Chris Hendry

02 November 2015

NCIS Implementation
1. Letter from Cheryl Benn outlining 10 concerns about the system
2. Copy of instructions on use of MCIS for new staff (including Registrars and House Officers).
3. Project plan for the roll out of the MCIS and related meeting minutes.
Leadership and governance
1.
2.
3.
4.

Copy of the Leadership Group report
Copy of the most recent RWHS quarterly Report
Copy of most recent reports on maternity to CPHAC
Latest minutes for the RWHS Leadership Group

Staff recruitment and retention
1. FTE status of each Obstetric consultant and when they commenced with the service.
2. FTE status and length of service of any Obstetrician who resigned from the service in the
past 24 months
3. Copy of the orientation manual for medical staff (Consultants, Registrars & house officers)
4. Copy of the business case prepared by Robyn Williamson for additional Obstetric consultants
(mentioned in the RWHS leadership team minutes).
Medical staff professional development & associated activities
1. Date of expiry of all Obstetric consultants credentialing.
2. Date all Obstetric consultants attended the RANZCOG CTG workshop
3. Experience of each of the Registrar Pre or Post MRNZCOG
a. Orientation programme for maternity including CTG training/workshops
b. Date each commenced in the service
4. Experience of each of the House Officers (years post registration)
a. Orientation programme for maternity including CTG training/workshops
b. Months (date) that they commence on the run each year
5. Report on the Evaluation of medical professional development programme (Digby was
working on)
Clinical quality and safety
1. Copy of each of the final versions of the 7 RCA Reports
2. Schedule of clinical Audits(including dates)
3. Minutes from the 3 most recent meetings of the Maternity Service Improvement Group
4. Minutes from the 3 most recent meetings of the RWHS Midwifery Professional Support
Group
5. Minutes from the 3 most recent meetings of the RWHS Document Management Committee
6. TOR and for the Maternity Outcome Tracking Meeting and minutes from the 3 most recent
meeting.
7. TOR for the RWHS Audit and Case Review Committee
8. TOR of the MDHB and WDHB Serious and Adverse Events Group
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Appendix 3. Case Profile template.
A CASE PROFILE
1. Title. Key elements of the case should be mentioned in the title and might include the
presenting symptoms, the diagnosis, intervention, or outcome (De-identified client).
2. Introduction. Briefly summarize the background and context of this case profile
(including brief description of the event).
3. Clinician involvement. Who was clinically responsible for the woman and baby at
what points in the process and who else was involved.
4. Presenting Concerns. Summarize the patient's presenting concerns along with key
historical data and demographic information that relates to the event.
5. Clinical Findings. Summarize any of the following relevant to the event (1) Medical,
family, and psychosocial history (including lifestyle and genetic information); (2)
Pertinent co-morbidities and interventions; and (3) Physical examination focused on
the important findings including diagnostic testing.
6. Timeline. Create a timeline that includes specific dates and times in a table, figure, or
graphic.
7. Diagnostic Focus and Assessment relating to the event. Summarize the (1) Diagnostic
results (testing, imaging, questionnaires, referrals); (2) Diagnostic challenges; (3)
Diagnostic reasoning and (4) Relevant prognostic characteristics.
8. Therapeutic Focus and Assessment. Summarize recommendations and interventions
(pharmacologic, surgical, lifestyle) and how they were administered (dosage,
strength, etc.) that relate to the event.
9. Follow-up and Outcomes. Summarize the clinical course of this case including the
event and outcome.
10. Discussion. Summarize the strengths and limitations associated with this case report.
11. Patient Perspective. When appropriate, the patient should share their experience of
their care in a brief narrative published with (or accompanying) this case report.
STAKEHOLDERS (list)


Client and Family.



Clinicians: Names and roles



Others:
Attached evidence:
All available case notes
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Appendix 4.

Review on-site meetings

Review of the RWHS Maternity Services Meeting and Visit Agenda
Monday 9th November 2015
MidCentral DHB
Emma Farmer
08:0008:30
08:3009:00
09:0009:30
09:3010:00

Chris Hendry

Ian Page

Meeting with CEO Kath Cook, Mike Grant, Nicholas Glubb and Dr Bart Baker
CMO – Mr Ken Clark
Tour of the maternity facilities
09:30 – 10:00 Morning tea
Emma Farmer

10:0011.30

Chris Hendry

Ian Page

10:00-10:45 Senior Midwives & Midwifery Managers – Diane
O&G Consultants – N Shehata, S Grant, S
Hirst, Robyn Williamson, Carole Collins
Machin,
10:45-11:30 Rural – J Stojanovic, Dannevirke Rep – Linda
T Hamouda,
Shannon, Tungane Kani)
MDHB Maternity Management – S Grant, D Ngan Kee, R
O&G Registrars & House Officers Williamson,
L Dann, D Hirst, N Glubb, J Stojanovic
Meet with interface services: Anaesthetics Reps – David
Paediatrician – Consultants
Sapsford, Rob Whitta, Catherine Eckersley, Alison Davies
12:30-13:00 Lunch Break

11:3012:00

12:0012:30
12:3013:00
13:00RWHS Clinical Director – Dr Digby Ngan Kee
13:30
13:30RWHS Midwifery Advisor – Dr Cheryl Benn
14:00
14:00RWHS Director of Midwifery – Dr Leona Dann
14:30
14:30:15:15
WHU Core Midwives
15:1515:15 – 15:45 Afternoon tea
15:45
15:45Quality and safety team (including maternity quality & safety person) Susan Murphy & Amanda Rouse, Barb
16:15
Ruby, Muriel Hancock
16:15Team summing up and requests for further interviews/information
17:00
19:00Meeting with LMC midwives – Cheryl Benn – Midwifery Care Lounge, Cnrs Grey & Martin Streets,
20:30
Palmerston North
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Tuesday 10th November 2015
Wanganui DHB
Emma Farmer
09:0010:00
10:0010.30
10:3010:45
10.4511:30
11:3012.00
12:0012:45

Chris Hendry

Ian Page

WDHB key people

Meeting with CEO, Senior Management WDHB

Julie, Rowena, Tracey, Frank

Tour of the maternity facilities

Lucy

10.30 – 10.45 Morning tea

12:4513:30
13:3014:15
14:1514.45
14.4515:30

Emma Farmer

WDHB Clinical Director
SMOs
Maternity Management

Mark
Fela, Keven, David
Lucy, Declan, Peter

Core midwives

All staff invite

12:45-13:30 Lunch Break
Chris Hendry

Ian Page
LMCs

14.15 – 14:45 Afternoon tea
Maternity Service interface providers: emergency, paediatrics &
anaesthetics

15:3016:00

Team summing up and requests for further interviews/information

Chris / Carla
Janene / David
Marco / Di
Mark, Lucy, Declan

Wednesday 11th November 2015
Midcentral DHB
Emma Farmer
08:00-08:30
08:30-09:00

Chris Hendry

Ian Page

09:00-09:30
09:30-10:00
10:00-10:30
10:30–11:00
11:00-11:30
11:30-12:00
12:00-12:30
12:30-13:00
13:00-14:00

Meet with interface services: Emergency Dept Reps - Iona Bichan, David Prisk, Sarah Donnelly
Meet with interface services: Diabetes team Reps – Amanda Driffill, Helen Snell, Veronica Crawford, Owais
Chaudhri
Director of Nursing Michele Coghlan & Nurses
NNU Nursing – Paula Spargo (Have checked with Chris re written submission as Paula away)
Maternal Mental Health – Karen Whitrod
10:30 – 11:00 Morning tea
SPARE TIME
Antenatal education & maternity Resource Centres – Jenny Warren, Alisi Vudiniabola, Kelly Wylie
SPARE TIME
12:30-13:00 Lunch Break
Summary of findings and prepare for feedback to MDHB and WDHB

14:00–15:00

Feedback to MDHB and WDHB with draft recommendations with CEO
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TO Hospital Advisory Committee
FROM Mike Grant
General Manager
Clinical Services and Transformation
DATE

3 March 2016

MEMORANDUM

SUBJECT MCH Operations Report – January 2016

1

PURPOSE

This report is for the Committee’s information and discussion. It provides information about
MCH’s (MCH) financial and operating performance for January 2016. 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 continuing to show positive
results, with the January result much improved on previous months. This will remain a
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 initiatives 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 seasonal
planning.
Expenditure in the Mental Health and Addictions Service continues to remain challenging,
with expenditure on locum medical staff and outsourced services for patient support in the
community continuing to run at high levels for January. Achieving sustainable levels of
service delivery remains a priority for this service.
The number of patients presenting to the Emergency Department continues at higher levels
than all of the months in 2014/15 with the exception of July and August 2014 and was the
highest January numbers recorded. In light of these figures, MidCentral Health’s attainment
of 95.7 per cent towards the Shorter Stays target for January whilst operating within our
summer plan bed resource has been achieved through the ongoing improved patient flow
and reduced length of stay. This planning has held us in good stead and is an excellent
achievement by the teams across MCH.
As previously reported the holiday period has impacted on our compliance with the Elective
Services Patient Flow Indicators (ESPIs) 2 and 5. A concentrated effort has been made to
address the ESPI waiting times. Plans are in place with the clinical teams to address the
number of patients waiting greater than four months in order for MCH to achieve
compliance. MCH will be compliant without any penalty by mid February.
The Faster Cancer Treatment 62 day target was not achieved in January. While the result for
January was below previous results, the YTD and rolling six month target continue to
perform well. 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 over time.
The Maternity Service Review is the subject of a separate report.
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January 2016

Page 1

208

3

RECOMMENDATION

It is recommended
that this report be received

HAC – Operations Report – Part 1
January 2016
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OPERATING RESULTS – JANUARY 2016

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

January
Actual

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

Month
Budget Variance

%

Annual
Budget

1 .1 %

313,997

(3.1 %)

182,568
765
183,334

(2,069) (20.9%)
(2,311) (8.1 %)
812
2.3%

17,058
48,640
58,974

Y ear to date
Actual Variance

%
0.4%

185,332

2,014

(0.8%)

106,273
2,795
109,068

(920)
(2,347)
(3,268)

(330) (24.6%)
136
3.5%
70
1 .5%

11,991
30,776
33,774

24,723

24,631

91

14,939
348
15,287

15,101
64
15,165

161
(284)
(123)

1,668
3,718
4,644

1,338
3,854
4,714

25,317

25,070

(247)

(594)

(439)

(155)

450

450

(0)

(1,044)

(889)

(155)

(1 .0%)

185,608 (6,836)

(3.8%)

(276) (4,822)
3,152

308,006
5,992

(0)

5,404

(3,428) (4,822)

588

Commentary on the result is provided further below.
4.1

Forecast

The forecast is currently being re-evaluated.
Graph 1

Financial Result Graph
MidCentral Health Financial Result vs Budget

5,000
4,000
3,000
2,000
1,000
0
‐1,000
‐2,000
‐3,000
‐4,000
‐5,000
‐6,000
Jul

Aug

Sep

Actual pm

Oct
Budget pm

Nov

Dec

Actual ytd

Jan
Budget ytd

Feb

Mar
Actual 14/15

Apr

May

Jun

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 continued focus on MidCentral Health’s financial performance is showing positive
results, with the January result much improved on previous months. This continues to
remain a 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 ongoing positive impact on expenditure in January
as a result.
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Table 2

MidCentral District Health Board - Financial Performance
January
Month
Budget Variance

$000
MidCentral
Enable
Funding Division
Governance
Total DHB

(1,044)
84
1,399
175
613

(889)
107
1,438
(69)
587

(155)
(23)
(38)
243
26

Actual

Y ear to date
Budget Variance

(3,428)
276
373
(357)
(3,137)

1,394
118
298
(599)
1,211

(4,822)
158
75
241
(4,348)

Annual
Budget
588
102
2,012
(590)
2,112

The MidCentral result the Health Care Development Team and Support Links.
4.2

Commentary - January

4.2.1 Financials
The monthly result was $155k unfavourable to budget.
4.2.2 Revenue /Funding
Overall revenue was $91k favourable. Total case weights were 182 below target, surgical
elective CWD’S were 77 unfavourable with acute CWD’s 43 unfavourable; total first
attendances were 41 unfavourable and follow up attendances were 3 favourable.
4.2.2.1 Cost Structure
Overall expenditure was $247k unfavourable. Personnel costs were $161k favourable and
outsourced personnel $284k unfavourable. Outsourced services were $330k unfavourable,
relating mostly to services with other DHB’s.
Clinical supplies were $136k favourable; pharmaceutical costs were $78k favourable, there
was a pharmacy rebate from 2014/15 of $180k, unfavourable areas were gastroenterology
$22k, infection $59k, and nutrition $38k. There were favourable variances for implants and
prostheses of $80k.
Infrastructure costs were $70k favourable.
Table 3

Actual to Budget Trend

$000
Nov

Dec

<Actual
Jan

Revenue

26,516

26,104

24,723

Expenditure
Personnel
Outsourced Personnel
Total Personnel

14,939
404
15,342

15,717
455
16,173

1,803
4,254
5,052

Outsourced Clinical Services
Clinical Supplies
Intrastructure & Non-Clinical
Expenditure
Recharging
Net Result

Budget >
Feb

Mar

Apr

24,645

26,977

25,376

14,939
348
15,287

14,678
63
14,741

16,359
64
16,423

15,053
64
15,117

1,657
4,765
4,729

1,668
3,718
4,644

1,312
3,723
4,666

1,472
4,181
4,971

1,384
3,927
4,813

26,452

27,324

25,317

24,441

27,048

25,241

450

450

450

450

450

450

(386) (1,671) (1,044)

(247)

(521)

(315)

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

Table 4

Capital Expenditure Programme 2015/16

Capital Expenditure Programme 2015/16
MCH Year Ended 30 June 2016-January 2016 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
448

2,000

2,000

Total MCH Provider (MCH & Comm Support)

2,000
13,607

5,746

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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5

PERFOR
RMANCE MEASURE
M
ES

Table 5

Summ
mary KPIs January 2016
2
and Year
Y
to Da
ate

Report
Personn
nel costs (inccluding locum
ms)
Electivee Initiative plan
CWD
Discharges
Medicall bed occupan
ncy
Faster Cancer
C
Treatm
ment
ED waitt times
ESPI 2: Patients waitting longer th
han four mon
nths for
their FSSA
ESPI 5: Patients giveen a commitm
ment to treatm
ment
hin four montths
but not treated with
Smokin
ng Cessation (secondary
(
seervices)

Jul

Aug

Sep

Oct

x

x

x

√
x

x
x
x

x

x
x
x

√
√
x

x
x
x
x
x
x

√
√

x

x

x

x

x

x

x

x

√

√

x
√
√

Nov

Dec

x

x

√
√

√
√
x
√

x

Jan
x
x
√
x

YTD

x

x
x
√
√

x

√

x
x

x

x

x

x

x

x

x

x

x

√

√

√

√

√

Detaileed informatio
on regarding
g performancce against theese measuress is given in A
Appendices 5 and 6
(excep
pt for Shorterr Stays in ED
D, which is rep
ported below
w).

Graph
h 1 Faster
r Cancer Treatment
T
t – Januar
ry 2016

Table 6

MidCe
entral Dom
micile Patiients
Jan
Numberr of Patients treated withhin 62 days
Numberr of Patients identified with
w high susp
picion of canncer
Percenttage treated within time frame
f

8
13
62%

YTD
80
100
80%

While th
he result fo
or January was
w below previous
p
resu
ults, the YT
TD and rollin
ng six montth
target continues
c
to
o perform well.
w
The fivve patients treated
t
outsside the targ
get have beeen
revieweed and theree are no tren
nds identifiied within th
his group orr in previou
us breaches..
Nationa
ally MDHB continues to
t perform well,
w
relativ
ve to other DHBs.
D
Increasing particip
pation and leveraging
l
improvemen
nts for all ca
ancer patien
nts, not justt those
arget, is a key
k focus of the FCT in secondary care
c
projectt. The projeect is curren
ntly
in the ta
focussin
ng on capaccity in the Urology
U
Servvice with a programme
p
e of work un
nderway to ensure
e
the man
nagement of
o follow up patients occcurs in the most appro
opriate settiing possiblee (or
availablle). Work to date has included
i
a series
s
of workshops witth clinical aand other sta
aff
which has
h resulted
d in a stock take
t
of the current
c
patiient pathwa
ay and an an
nalysis of th
hose
areas where
w
impro
ovements ca
an be made. While onlyy at an earlyy stage otheer opportun
nities for
change in urology, alongside the
t focus on
n capacity, include
i
inteegration of tthe new sociial work
position
ns into the outpatient
o
c
clinic
setting and the developmentt of one coh
hesive inform
mation
resourcce for patien
nts who havve confirmed
d or suspectted cancer.
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Work has also been undertaken with the Gastroenterology Department with a system
developed so that bowel preparation can more rapidly be sent to patients at short notice (e.g.
backfill of an appointment where there has been a cancellation). This process utilises
hospital based transport services that drop the packs off to local Integrated Family Health
Centres (IFHCs) near to where the patient lives for collection. Being able to do this means
that colonoscopy capacity is utilised to its fullest extent and patients can access preparation
kits easily and conveniently at their General Practice reception. Previously patients invited
at short notice would need to travel to the hospital to collect the bowel preparation.
Mapping of the Head and Neck Cancer pathways continue which aligns well with a regional
tumour standard review that begins in March / April this year.
A focus on gynaecological cancers is also about to commence building on previous work
undertaken in the tumour standard review and the development work by the Cancer Nurse
Coordinator initiative in this area, providing the basis for evaluation of next steps.
The two new social work positions, funded via the national Cancer Psychological and Social
Support Service contract, commenced work in January. The new social workers are to
improve the experience for patients and their whānau across the cancer journey including
both before and after diagnosis. This approach mirrors the overall intention of the FCT
programme which is to improve patient outcomes through more timely, better organised and
better supported access for patients to cancer services. Previously oncology social work has
focussed on those patients undergoing active chemotherapy or radiation treatment, working
mainly within the treatment service and Ward 23. The new initiative provides the resource
to support cancer patients within the ambulatory care setting, meaning more patients can
access specialist support at the time of receiving a cancer diagnosis and crucially, during the
preceding, often uncertain and emotionally distressing, diagnostic period. The new social
workers, along with those already in the treatment service, are working within the regional
framework for better supportive care (He Anga Whakaahuru), led by the Central Cancer
Network and a new position of a Regional Lead – Clinical Psychology, which is also based in
the RCTS.
5.1

Shorter Stays in Emergency Department (ED) Target

Target: Ninety five percent of patients will be admitted, discharged, or transferred from ED
within six hours.
The Shorter Stays in the Emergency Department target was achieved in January. This was
due to a reduced presentation and admission rate. However, these numbers remain at a
level comparable with previous early and late winter presentations.
In January the number of patients presenting to the Emergency Department, although the
lowest for the 2015/2016 financial year was higher than all months in 2014 /15 except for
July and August 2014 and was the highest January numbers recorded. 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 summer bed resources. The shorter
stays in the Emergency Department target result in January and to start the third quarter
was 95.7 per cent.
Table 7

Percentage of Patients Discharged or Transferred within Six Hours
Jan
Presentations admitted discharged transferred within six hours 3,294
Presentations
3,443
Percentage treated within timeframe
96%
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Graph
h 2 Emerg
gency Dep
partment (ED)
(
Patie
ents Disch
harged or T
Transferre
ed
within
n Six Hour
rs – Janua
ary 2016

The daiily presenta
ation averag
ge was 111 fo
or January (the
(
annual daily averaage was 111 for
f
2014/15
5) with variations betw
ween 87 and
d 131.
The perrcentage of patients admitted in Ja
anuary (29..9 per cent) was higherr than for Ja
anuary
2015 (2
28.4 per cen
nt) with an increase of 80
8 patients. The avera
age daily adm
mission rate was
33 patieents with va
ariations beetween 17 an
nd 45 (the annual
a
dailyy admission
n average wa
as 34 for
2014/15
5).
For the first seven months of the
t 2015/16
6 year the ED
E presentation increasses equate to
t an 8.7
per cent increase compared
c
to
o 2014/15. For
F acute ad
dmissions there
t
is an 111.7 per centt
d to the firstt seven mon
nths of 2014
4/15.
increasee compared
In light of these fig
gures, MidC
Central Heallth’s attainm
ment of 95.7
7 per cent to
owards the Shorter
Stays ta
arget whilst operating within
w
our summer
s
pla
an bed resou
urce is a goo
od achievem
ment.
Analysiis of the data to assist with
w the futu
ure plannin
ng and mana
agement of patient flow
w across
the DHB is a high priority
p
in the
t months leading up to the winteer. A number of initiatives
were introduced fo
or previous winter
w
plan
ns and work
k has commeenced to bu
uild and dev
velop
nitiatives, su
uch as:
those in
The Winter Warra
ant of Fitnesss letters weere initiallyy sent to pattients who in
n past yearss had
been ad
dmitted with
h chronic ob
bstructive pulmonary
p
disease
d
and
d this was laater followed
d with
letters to
t those who had been admitted with
w chronicc heart failure. This yeaar similar leetters
will be sent
s
in colla
aboration between the patient’s GP and their secondary care consulltant.
Currenttly other po
otential cond
ditions are being
b
identified and th
he specialistt and primary care
teams will
w work tog
gether to asssist their patients to sttay well thro
ough the wiinter.
The infl
fluenza imm
munisation programme
p
e has comm
menced with
h a target off seventy perr cent of
staff im
mmunised, having
h
achieeved sixty per cent in 2015.
A review
w of the bed
d resource requiremen
r
nts for winteer is underw
way. Consid
deration is being
b
given to
o forecasting of admisssions on thee basis of pa
ast year tren
nds and the overall change in
admissiion patternss over the past
p
nine mo
onths. Duriing the sum
mmer period
d a small trial in the
surgicall wards, testing the pottential for placing
p
patieents according to their length of sttay and
acuity, was
w underta
aken. Exten
nding this into the win
nter bed reso
ource will b
be explored and
tested.
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HUMAN RESOURCES UPDATE

6.1

Collective Employment Agreements

215

Negotiations are under way as follows.
Table 8

Collective Employment Agreements

Agreement

Status

Expiry
Date

Medical Physicists

Negotiations completed within approved DHB parameters over a 42
month MECA term.

31 August
2018

Radiation Therapists

Negotiations completed within approved DHB parameters over a 42
month MECA term.

7 April
2019

LNI
Administration/Clerical
MECA

Negotiations have continued through January with a number of issues
being resolved. It is hoped that an offer of settlement will tabled by the
DHBs when the parties meeting again at the end of February.

31
December
2015

Resident Medical
Officers

MDHB’s have prepared their bargaining strategy and negotiations have
continued through January/February. Progress is being made with
discussions being had on a process for identifying rostering related issues
at each DHB. Bargaining will resume at the end of March.

29
February
2016

Medical Radiation
Technologists (MRTs)

Negotiations continue with outstanding issues resolved. The DHBs are
making a formal offer to the Union.

7 October
2015

Preparations for the following negotiations are underway:




7

Sonographers
Clinical Psychologists
Senior Medical Officers

QUALITY, SAFETY AND OTHER UPDATES

Please note the Results of Quarter 2 Non Financial Performance Indicators is included in the
HAC agenda which covers a number of health targets and performance measures.
7.1

2016 Staff Influenza Vaccination Programme

Planning is well progressed for the 2016 campaign with Advisory Group meetings
commencing in early February. The campaign will commence on Tuesday 5 April and will
take the form of a high profile high saturation campaign for six weeks. At that time the
campaign will still continue and be promoted for as long as the vaccines are available and
will end at the time the Ministry of Health indicates. They often extend end points through
into July and August. A wide range of resources are again being developed this year that are
different to 2015 so that they catch attention rather than being the same as seen before. Part
of the campaign will include sending a personalised letter to all staff, including contractors,
with a focus on health and wellbeing going into winter. Part of that letter will be about
influenza vaccination but will not be the sole focus.
The training for additional ward based vaccinators has progressed well and these extra eight
staff will be ready for the campaign start date.
7.2

Health and Safety Update

The new Health and Safety statement has been approved and signed by the Board Chair and
CEO and has been distributed throughout our facilities. This will be reviewed in two years or
sooner if required.
Planning for health and safety representative training is well progressed. All Health and
Safety representatives are required to undertake two days of training delivered by an NZQA
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certified provider. We will be training approximately 100 staff and will schedule training out
over a six month period to ensure that staff can be easily released to attend. Training is
planned to be on site and no follow up or refresher training is required.
A process is also almost complete to ensure we have clearly identified health and safety
representatives covering all areas across all facilities. This process includes identifying how
much protected time a health and safety representative requires in their area, as this differs
from location to location. Their role requires that they lead hazard identification audits in
their area, support staff work related injury reviews and return to work plans, and attend
health and safety committee meetings.
7.3

Child and Adolescent Oral Health

Titanium
The Business case for implementation of Titanium is being prepared for presentation to
Executive Leadership Team in March 2016.
Arrears
Arrears for January 2016 (children and adolescents not seen within agreed timeframes) are
2966 which is an improvement on arrears reported in December 2015 (3012). A number of
preschool children were seen during this period which has impacted positively on arrears.
7.4

Integration and Alignment of District Nurses and Primary Health Care
Nurses within Integrated Family Health Centres

The project to scope the integration and alignment of District Nurses (DN) and Primary
Health Care Nurses (PHC) within Integrated Family Health Centres (IFHC’s) has
commenced.
There are a significant number of community nursing roles across the region, with a varying
level of co-location and integration between these roles. There are forecasted to be over 150
nurses working within General Practice/ IFHC sites, over 20 community clinical nurses
working from the Central PHO/ Mãori/ Iwi providers and contracted providers, focussed on
long term condition management, and over 250 RNs in Aged Residential Care (ARC).
Currently the DN workforce comprises 67 registered nurses (47 FTE). Care is provided
across the district both in patients’ homes and up to 25% of patients are seen in DN clinics.
The DN service receives per month on average over 400 new referrals, and provides over
1000 patient contacts. Referral sources are specialist services and GP teams. In the rural
sites, DNs are physically located in the same building as GP teams (Foxton, Dannevirke,
Levin, Otaki and Feilding). However these nurses have variable engagement with GP teams
during patient care episodes.
Furthering the alliancing objectives and integration agenda of the BSMC business case focused on the development of nine IFHCs, and the IFHC as the patient’s ‘health home’ - it is
recognised that the need exists to align and integrate these community nursing roles and
teams in relation to three aspects:




Their patients’ health home;
The patient journey;
Specific programmes of care.

It is anticipated that through this scope and alignment, resources will be freed up to better
focus on actual need. An initial meeting has occurred with Senior nursing and Line
Management representatives of MidCentral Health, Health Care Development and Central
PHO to discuss the District Annual plan objective to scope, by June 2016, the alignment and
integration of DN teams into IFHCs. This group supports and endorses the project,
recommending that scoping is broadened to the alignment and integration of community
and PHC nursing roles and teams within IFHCs.
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The overall purpose of this work is to establish integrated community and PHC nursing
teams, aligned with IFHCs.
It is proposed that an integrated model of community and PHC nursing would contribute to
the following goals:










Patient centred, integrated programme delivery
Improve the patient experience
Deliver improved continuity of care (“less cars in the driveway”)
Improve patient outcomes
Focus care closer to home
Promote efficient use and deployment of the most appropriate nursing workforce at
all times
Build capability and capacity of the PHC nursing workforce
Ensure better use of public resources
Enable sharing and transfer of knowledge and skills.

Engagement with stakeholders has commenced and there are several willing IFHC partners.
A project manager commenced late 2015 and a project board with broad presentation has
been established and is due to meet late February.
7.4

Zika Virus

As at 24 February 2016 (as published on The Institute of Environmental Science and
Research (ESR) website each Thursday), there had been 64 cases of Zika virus infection
notified in New Zealand to date 2016. All those affected had travelled overseas during the
incubation period of the infection, with Tonga being the most common country visited
amongst the cases this year. About 80% of Zika virus infections are thought to be
asymptomatic. The disease is usually mild and self limited. Currently, the World Health
Organisation has documented that “a causal relationship between Zika infection during
pregnancy and microcephaly is strongly suspected, though not yet scientifically proven.”
This possible relationship has heightened awareness of the disease in recent times, resulting
in increased testing for the infection and, therefore, an increased number of cases being
notified.
A range of control measures are in place nationally. The main method of transmission of the
Zika virus is via species of Aedes mosquito (not found in New Zealand). Given this
transmission route, New Zealand’s mosquito surveillance strategy forms an important
method of prevention. Other control strategies include advice for travellers before and after
travel and guidance from the Ministry of Health regarding clinical management, especially in
pregnancy.

Mike Grant
General Manager
Clinical Services and Transformation
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Appendix 1
MCH Scorecard
Customer/Patient Performance Summary - January 2016
Customer Patient

Month

Complaints responded to within 15 working days (%)
Inpatients developing one or more pressure ulcers
during their admission (%)
Occurrence Rate of Falls per thousand bed days
Occurrence Rate of Medicine Errors per thousand bed
days
Patients waiting greater than 4 months for FSA (%)
Percentage of patients discharged without incident

YTD

Target

Achieved

100.00%

99.20%

> 95.00%

Y

0.60%

0.56%

< 0.50%

N

5.98

4.99

< 5.00

N

3.95

5.33

< 3.50

N

4.52%

N/A

< 0.00%

N

94.81%

95.17%

> 97.50%

N

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

8.18%

8.47%

< 7.50%

N

2.11%

2.44%

< 2.40%

Y

Percentage of unplanned returns to theatre within the
same admission
Triage 2 Wait Times

0.41%

0.42%

< 0.50%

Y

77.45%

71.21%

> 80.00%

N

Triage 3 Wait Times

60.51%

49.35%

> 75.00%

N

Figure 1: Occurrence Rate of Medicine Errors

Rate/1,000 beddays

Occurrence rate of selected incidents per 1000
bed days, to January 2016
16
14
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8
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4
2
0
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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.
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Appendix 2
MCH Scorecard
Financial Performance Summary – January 2016
Financial

Month
($246,849)

($6,835,748)

$0

Projected
Year End
$0

4.57

-7.05

0

0

N

($155,447)

($4,821,934)

$0

$0

N

$91,403

$2,013,814

$0

$0

Y

11.14%

12.68%

11.66%

11.64%

Y

$625

$570

$561

$565

N

Health Service Revenue / FTE

$12,259

$91,646

$90,846

$155,594

N

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

59.33%

57.78%

58.16%

58.50%

N

N/A

$53,632

$53,356

N/A

N

Budget variance ($000) - Expenses
Budget variance ($000) - FTEs
Budget variance ($000) - Operating Surplus /
(loss)
Budget variance ($000) - Revenue
Clinical Supply Costs / HSRevenue
Costs per bed day

Variance (%)

Figure 1 Performance against
Provider 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

YTD

Figure 2

YTD Target

Achieved
N

YTD Variance from target
volumes of elective surgery
discharges

YTD Variance from target volumes of elective
surgery discharges
9000
8000
7000
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0
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Month YTD
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Appendix 3
MCH Scorecard
Internal Process and Operations Performance Summary - January 2016
Internal Process and Operations

Month

Acute Inpatient Length of Stay (days)

YTD

Target

Achieved

3.81

3.82

< 4.00

87.49%

89.02%

> 85.00%

Y

3.26

3.59

< 3.50

Y

Day case surgery as a proportion of total elective and
arranged surgery (%)
ED patients admitted, transferred or discharged within
6 hours (%)
Elective and Arranged Inpatient Length of Stay (days)

58.17%

54.90%

> 60.00%

N

95.67%

93.89%

> 95.00%

Y

3.44

3.58

< 3.40

N

Percentage of Elective & Arranged patients admitted
on the same day as surgery
Percentage of patients given a commitment to
treatment but not treated within four months
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
Percentage of PAVS target elective surgery discharge
volumes delivered
Performance to contract ratio

86.84%

88.09%

> 90.00%

N

11.50%

N/A

< 0.00%

N

61.54%

80.43%

> 85.00%

N

6.83%

6.52%

< 6.00%

N

104.17%

100.30%

> 100.00%

Y

Bed day usage (%)
Beddays per caseweight

Y

1.01

1.01

> 1.00

Y

Proportion of hospitalised smokers provided with help
to quit (%)

96.52%

96.83%

> 95.00%

Y

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

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

Percent DNA

ALOS - Days

Average Length of Stay (daycase inclusive) 2013/14
- 2015/16
4.50
4.00
3.50
3.00
2.50
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
2015/2016

2014/2015

2013/2014

TARGET

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

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 - January 2016
Organisational Health and Learning

Month

Sick leave rate (%)
Staff stability rate (%)

YTD

Target

Achieved

1.92%

3.08%

< 3.20%

Y

99.48%

99.75%

> 99.00%

Y

Staff turnover rate (voluntary) average per month (%)

1.14%

0.62%

< 1.00%

N

Staff with leave entitlement in excess of two years (%)

16.23%

16.81%

< 9.50%

N

Staff Vacancies by Staff Group Rolling 13 m onths

Staff Sick Leave Rate - Annual Comparison,
to January 2016

70
6.0%

60

5.0%

Rate (%)

50
40
30
20

4.0%
3.0%
2.0%
1.0%

10

0.0%

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

0
Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
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 January 2016, MCH had a total of 5,084 patients on the FSA waiting list.
This means the compliance threshold is 20 patients before MCH becomes non-compliant
(red status).
At the end of January 2016, MCH had red status in ESPI 2 with 222 patients waiting greater
than four months.
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 January 2016, MCH has a total of 1,505 patients on the treatment waiting list
for surgery. This means the compliance threshold is 15 patients before MCH becomes noncompliant (red status). As at the end of January 2016, MCH recorded a red status in ESPI 5
with 172 patients waiting greater than four months.
This adverse result in ESPI 2 and 5 compliance is attributed to a number of factors including
the reduction of theatre capacity during December and January and annual leave taken by
SMOs and Anaesthetists during this time. This negative result during the
December/January period has been historic with ESPI results.
To ensure compliance is maintained during December/January periods will require MCH to
reduce the inflow onto both the FSA and the Surgical Treatment list in August and
September. This planning work is currently underway with the clinical teams.
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.

Plans are in place with the clinical teams to address the number of patients waiting greater
than four months in order for MCH to achieve compliance.
A concentrated effort has been made to address the ESPI waiting times. These strategies
include:


The opportunity to ensure that the impact of booked leave is taken into account when
planning clinics in advance.
 Short term establishment of additional outpatient clinics within existing working
hours.
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Re-organisation of existing clinic schedules to facilitate the booking of additional
FSA patients.
Patients waiting greater than four 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 returned to normal on 18 January 2016.

With the above plans in place MCH will be compliant 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
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Total New
Patients
January 2016

New Patients
waiting greater
than 4 months
January 2016

New Patients
waiting greater
than
3 months January
2016

93
220
139
171
216
87
90
14
135
132
374
39
205
92
731
775
270
160
3
164
563
411
5,084

0
10
19
4
0
1
1
0
1
0
34
0
10
2
94
0
1
2
0
1
18
24
222

0
39
20
9
13
8
3
1
13
2
49
3
26
2
108
29
29
10
0
1
19
42
426
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Table 2

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

Service
Cardiology
Dental
ENT
General Surgery
Gynaecology
Ophthalmology
Orthopaedic
OMF
Urology
Total
Table 3

Total Patients with
certainty waiting
January 2016

Patients with
certainty waiting
greater than 4
months
January 2016

Patients with
certainty waiting
greater than 3
months
January 2016

27
204
176
337
125
282
216
3
135
1,505

0
30
41
24
13
28
20
0
16
172

0
44
24
49
19
33
40
0
21
230

Non-ESPI Waiting Lists for Services as at January 2016

 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
December 2015.
Total New
Patients
January 2016

New Patients
waiting greater
than 4 months
January 2016

New
Patients
booked

Audiology

382

138(132)

116

Continence

52

3(3)

37

Continence Dannevirke

3

1(0)

3

Continence Horowhenua

14

3(2)

12

Dietician Clinic

77

13(13)

65

Podiatry Dannevirke

12

3(2)

8

Eye Diabetic Photo Screening

0

0 (0)

0

Eye Orthoptist
Dietician Clinic Horowhenua

85
16

0 (0)
0 (0)

72
16

Orthopaedic Muscular Skeletal Clinic

124

67(55)

4

Urodynamics

4

3 (3)

1

Podiatry

54

9(2)

42

Respiratory Dannevirke

5

0(0)

3

Respiratory Nurse Assessment

2

0 (0)

2

Respiratory Laboratory Clinic

205

16(27)

84

Service
Surgical Services

Medical Services
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Total New
Patients
January 2016

New Patients
waiting greater
than 4 months
January 2016

New
Patients
booked

5

1(20)

1

Sleep Apnoea Screening

142

30(1)

1

ECG (Electrocardiograph)

139

6 (6)

134

EEG (Electro Encephalograph)

94

4 (6)

34

ERCP (Endoscopic Retrograde
Cholangio Pancreatography)
Neurology Tests

0

0 (0)

0

143

2 (1)

33

Service
Sleep Apnoea Service

Radiology Transoesophageal
Echocardiography (TOE)
Holter Monitor

0

0 (0)

0

129

19 (3)

27

Exercise Test

55

0 (0)

43

Echo

94

0 (0)

0

Pace Maker

0

0 (0)

0

Diabetes Nurse Clinic

2

0 (0)

1

Colposcopy

159

27 (9)

76

Fertility

12

1(0)

0

Gynaecology Urodynamics

42

22(18)

11

Colposcopy Horowhenua

0

0 (0)

0

20

1(1)

9

7

1(0)

6

1,839

65 (0)

349

560

0 (0)

114

Gastrointestinal

61

5 (0)

16

Mammogram

162

12(6)

111

Angioplasty (non cardiac)
Cardiac Rest/Stress test

7
93

0(0)
14(3)

4
18

Bone Scans
MRI

53

2 (1)

26

225

Women’s Health

ElderHealth
ElderHealth Clinic Horowhenua
Elderly Psychogeriatric Horowhenua
Radiology Services *
Ultrasound
Computed Tomography (CT)

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 increased slightly over the last month. As at the end of January
2016, 841 of the 2,078 new patients waiting had a date to be seen.
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Medical Imaging Update
Waiting times for ultrasound continue to increase with 65 patients now waiting greater than
four months. 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 and now a .8FTE vacancy ongoing, advertised but not yet filled. The
number of referrals for December was greater than December 2014 by 165.
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 six months. January saw 109 additional referrals when compared to January 2015. The
CT wait time indicator of 95 per cent has not been achieved within this financial year. The
January result was 92.9 per cent. The CT scanner was down during January for anniversary
weekend and the Tuesday following and this had an impact on the wait time indicator.
In March the Clinical Director, Operations Director and Team Leader for Medical Imaging
will be visiting Canterbury DHB Radiology Department to gain an over view of strategic
processes that have enabled service improvements. Some specific examples of information
sought are around workforce and throughput analysis and engagement with referrers and
how this translates to agreed pathways and processes. Canterbury DHB Radiology is seen as
a leader within NZ for their quality systems and processes and has provided support for the
National Radiology Service Improvement Initiative being funded by the MoH.
A key focus for Medical Imaging over the next 12 months is demand management. With the
support of the PHO and other imaging providers in the MCH region, the National
Community Referred Access criteria will be released in the next few months. This will
provide the GPs with supporting documentation and explanation on examinations to request
for clinical conditions. This document is further supported by an initiative called ‘Choosing
Wisely’ which the College of Radiologists has partnered with. ‘Choosing Wisely’ creates
dialogue between clinicians with the intent of facilitating decisions on appropriate,
evidenced based tests treatments and procedures. The College has taken this up as a quality
initiative with the aim of starting conversations about more appropriate healthcare. There
are six items that they are endorsing, all of which were already in place at MCH. Waikato
DHB has implemented imaging guidelines in line with the Choosing Wisely. They have
shared this document and will be the basis of initial discussions here at MCH.
Diagnostic Service Waiting Times
Respiratory Laboratory
Respiratory laboratory volumes continue to be under target and waiting times are influenced
by issues with the installation of the laboratory which commenced in March 2015.
Most tests are able to be completed however the system is not yet fully functional. The
medical head of department continues to invest a significant amount of time into the
commissioning of the equipment and quality control requirements alongside the respiratory
technicians and vendor.
Some catch up was achieved over the Christmas and New Year period.
Resolution of these issues is expected by the end of March with the vendor presently on site
and addressing the remaining installation issues.
Sleep Service Waiting times.
The pilot for the Community Sleep Assessment Service continues with approximately 550
patients receiving community based assessment and overnight oximetry studies by primary
care providers.
Following the overnight study, the results are returned to the MidCentral Health Sleep
Service to determine ongoing care and management. These will include specialist FSA,
HAC – Operations Report – Part 1
January 2016

Page 20

227

specialist nursing input, further diagnostic studies and commencement of long term
overnight breathing support.
A report outlining the results of the pilot which will be completed in April is in progress –
this will describe the capacity and capability of the service moving forward, and future
planning for other community based sleep testing.
Audiology
The MCH Audiology Service has 3.0 FTE budgeted audiologist positions.
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.
A second full-time audiologist was appointed in September 2015, and locum audiologist
support continues to be provided to the service as recruitment into the existing vacancy
continues.
The service only accepts urgent adult referrals, and paediatric assessments and testing –
some of these tests take a considerable amount of time, with some tests requiring two
audiologists to complete.
Patient flow is impacted by the requirement for acute testing services for those patients
referred same day by the ENT service. This can result in haphazard utilisation of the testing
rooms. Patient scheduling is currently under review, as is the opportunity to increase testing
capacity through the purchase of a testing booth for the department.
With two full time audiologists in post and support from one locum one day per week, an
improvement in these wait times should be apparent over the next few months. This will be
further supported by addressing room utilisation as well as freeing up of existing audiology
room currently used by other services while ambulatory care construction is completed.
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
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Referral
Decline
October
2015

Referral
Decline
November
2015

Referral
Decline
December
2015

Referral
Decline
January
2016

6
13
0
0
0
1
0
0
11
0
0
12
0
6
7

19
12
1
0
3
3
0
0
8
0
0
7
1
3
11

21
10
0
0
5
10
0
0
13
0
0
13
2
9
7

25
6
2
0
0
9
0
0
9
0
0
3
2
4
5
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General Surgery
Gynaecology
Ophthalmology
Oral Maxillo Facial
Dental
Orthopaedics
Urology
TOTAL

4
43
25
0
0
31
0
159

3
42
25
0
1
33
2
174

3
3
22
0
0
36
0
154

2
26
7
0
0
32
0
132

Over the last four months, 14,195 referrals have been received into the organisation. Of those
12,516 (95 per cent) were accepted and a total of 619 were declined and returned to their GP
for ongoing management as they did not meet the access threshold at the time. The
remaining referrals were removed from the waiting list for another reason, e.g. referred to
another department, patient seen in CHIPs, moved out of region etc.
This data for January is a snapshot as at 1 February 2016 and is subject to change for both
referrals received and referrals declined.
Graph 2

FSA Referrals – All Sub Specialities Accepted vs. Declines
July 2012 – January 2016
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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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Appe
endix 6
K Perfor
rmance In
ndicators – January
y 2016
MCH Key
(NB: In
ncludes outssourced clin
nical person
nnel)
Table 1.
1 Person
nnel Costs
s
Jan
Actual
$15,287,4
442
Budget
$15,164,6
685
Variancee
($122,75
57)
Percentaage variancee
-0.8
8%

YTD
D
$1099,067,780
$1055,799,977
($3,,267,803)
-3.1%

Total peersonnel co
osts (inclusivve of outsou
urced clinical personneel) were oveer budget in
n
Januaryy by $122,75
57 (-0.8 perr cent). Perrsonnel costts were $1611k favourab
ble, Outsourrced
personn
nel costs weere $284k unfavourabl
u
e; the majority of this lies
l within M
Mental Hea
alth as
recruitm
ment for perrmanent medical staff continues. This is also
o the major rreason for the
t year
to date variance.
Table2
2.

Me
edical Bed
d Occupanc
cy
Jan
Beds used
u
by Meddical inpatien
nts
75
Mediccal Beds avaiilable
96
78%
Percentage Beddaay usage

YTD
81
96
84%

ove availablle beds havee reduced frrom the usu
ual 101, to 97 in Novem
mber and 95 in
The abo
Decemb
ber, being reflective of the summeer planning in Wards 25 and 26.
Smokiing Cessation Targett
Ministtry of Hea
alth Targe
et:

h1
Graph

95 per cent of ho
ospital patieents who sm
moke and arre seen
h
practitioner in a public hosspital are offfered
by a health
brief advice
a
and help to quit.

Pro
oportion of
o Hospitallised Smokers Prov
vided with Advice to
o Help
to Quit
Q
(Seco
ondary Ser
rvices)

The result for Janu
uary was 96
6 per cent fo
or the month
h, the samee as the prevvious month
h. The
Emergeency Departtment achieeved 94 per cent for Jan
nuary. Week
kly reportin
ng continuees in the
Emergeency Departtment.
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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 January and year to date along with the Elective Initiative delivery
reports for January 2016 are presented below.
Health Target Delivery (excludes dental and cardiology)
Table 3.

Elective Health Target – January 2016

January
2016
564
465
121.2%

Numerator (actual)
Denominator (plan)
Percentage

Year-to-date
4,569
4,377
104.3%

Annual
Target
7,550

MCH was ahead by 99 discharges against the Elective Health Target for the January and 192
ahead year to date.
Table 4.
CWD
Actual
Plan
Variance
%

Elective Initiative Discharges
Jan
500.7
556.8
-56.2
90.1%

YTD
5,115.9
5,231.5
-115.6
97.7%

Discharges
Actual
Plan
Variance

Jan
492
480
+12
102.5%

YTD
4,599
4,521
+78
101.7%

MCH finished January behind the planned Elective Initiative target by 56.2 CWDs for the
month, but behind year to date by 115.6 CWDs. Against the elective initiative discharges
target, MCH was ahead by 12 discharges for the month and ahead year to date by 78
discharges year to date.
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Appendix 7
Table1.

Personnel and Outsourced Personnel

MidCentral Health - Personnel Costs
$000
Mental Health
Surgical Specialties
Medical Imaging
Internal Medicine
Women's Health
RCTS
Emergency
Child Health
Human Resources
Dental Health
Commercial Support
Rehab & Therapy
Patient Safety & Clinical Effectiveness
Community & Rural
Hospital Services
Rural Health
Clinical Support
Elderly Health
ICU / Anaesthetics
Public Health
Hospital & Associated Services
Total

Actual
1,795
2,506
596
2,008
803
1,331
1,280
736
178
193
204
739
245
26
16
14
219
868
1,020
292
216
15,287

Month
Budget
1,592
2,586
541
2,001
744
1,250
1,204
737
148
205
206
743
247
21
22
16
253
887
1,019
358
385
15,165

Y ear to date
Actual
Budget
12,558
11,302
18,083
17,675
4,412
4,027
14,014
13,642
5,371
5,006
9,313
8,993
8,261
7,957
5,270
5,108
1,300
1,180
1,651
1,544
1,619
1,525
5,218
5,135
1,904
1,859
177
160
174
164
118
121
1,873
1,916
5,901
5,980
7,015
7,097
2,601
2,697
2,234
2,711
109,068 105,800

Variance
(203)
79
(55)
(7)
(60)
(82)
(76)
1
(30)
12
2
4
3
(5)
5
3
34
19
(0)
66
169
(123)

Variance
(1,256)
(409)
(385)
(372)
(366)
(320)
(303)
(162)
(119)
(106)
(94)
(83)
(46)
(18)
(9)
2
43
78
82
97
477
(3,268)

%
(10.0%)
(2.3%)
(8.7%)
(2.7%)
(6.8%)
(3.4%)
(3.7%)
(3.1%)
(9.2%)
(6.4%)
(5.8%)
(1.6%)
(2.4%)
(9.9%)
(5.5%)
2.1%
2.3%
1.3%
1.2%
3.7%
21.4%
(3.0%)

Patient Transport & Accommodation
January
Month
Actual Budget Variance

'$000
Ambulance
Air Ambulance
Patient Transport & Accommodation
Total

29
154
60
244

25
95
101
221

Year to date
Actual Budget Variance

(4)
(59)
41
(22)

338
750
650
1,739

183
684
747
1,614

Annual
Budget

(155)
(67)
97
(125)

312
1,169
1,278
2,758

The major variances occurred in the Women’s and Children’s areas, Neonatal unit, Coronary
care unit and Orthopaedic ward.
Flight Information for January 2016
December

January

TOTAL

November

June

October

May

September

April

August

March

July

5

6

7

8

11

8

14

8

67

Flight Nurse

18

17

11

15

20

11

19

31

142

TOTAL

23

23

18

23

31

19

33

39

209
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February

June

Doctor
Required

Type of Flight
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Nine of the nurse only transfers were part of the RCTS tertiary service and are charged back
to the DHB of domicile.
Twenty were transfers to and from Wellington.
Five were transfers to and from Auckland.
One was a patient returning from Tauranga.
Three were transfers to and from Christchurch.
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