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MidCentral District Health Board 
 

Healthy Communities Advisory Committee Meeting 
 

Tuesday, 30 August 2016 

Part 1 
 

O r d e r  
 
MATTERS OF SHARED INTEREST       
 
1. APOLOGIES 
 
 
2. CONFLICT AND/OR REGISTER OF INTERESTS 
 
2.1 Amendment to the Register of Interests  
 
2.2 Declaration of Conflicts in Relation to Today’s Business  
 
 
3. INTEGRATED SERVICES PLANNING 
 
3.1 Mental Health Report 
 
 Pages:  4-52 
 Documentation:  report from Service Director, Clinical Director,  

Mental Health & Addiction Services Director of 
Nursing dated 19 August 2016 

 Recommendation:  that this report be received 
 
 
4. DHB PLANNING 
 
4.1 2016/17 Annual Plan – Priorities, Accountabilities and the 

Production Plan 
  
 Pages:  53-84 
 Documentation:  report from General Manager, Strategy, Planning & 

Performance dated 24 August 2016 
 Recommendation:  that this report be received 
 
 
4.2 Proposed Annual Planning Approach – 2017/18 
 
 Pages:  85-91 
 Documentation:  report from General Manager, Strategy, Planning & 

Performance dated 14 August 2016 
 Recommendation:  that this report be received 
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5. DHB and Regional Reporting 
 
5.1 Regional Services Plan Implementation – Report for Quarter 4, 

2015/16 
  
 Pages:  92-179 
 Documentation:  report from Manager, DHB Planning & 

Accountability dated 22 August 2016 
 Recommendation:  that this report be received 
 
 
5.2 Non-Financial Monitoring Framework and Performance Measures 

– Report for Quarter 4, 2015/16  
  
 Pages:  180-257 
 Documentation:  report from Manager, DHB Planning & 

Accountability dated 22 August 2016 
 Recommendation:  that this report be received 
 
 
6. DATE OF NEXT MEETINGS  
 
 11 October 2016 
 22 November 2016 (Shared matters of interest) 
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To Quality & Excellence Advisory Committee  

 
 Healthy Communities Advisory 

Committee 

  

From Service Director, Clinical Director,  
Mental Health & Addiction Services 
Director of Nursing 

 
MEMORANDUM 

   

Date 19 August  2016  

   

Subject Mental Health Report  
 
1. PURPOSE 
 
To report on the development of the Mental Health and Addiction Services (MHAS) 
sector wide initiatives and vision, and continued implementation of the external 
mental health review recommendations in October 2014. 

 

2.  SUMMARY 
 

Dr Gloria Johnson visited our mental health service in June to see progress made 
over the past two years.  Dr Johnson (Counties-Manakau DHB’s Chief Medical 
Officer) led the independent review of our mental health service two year’s ago.   
 
Dr Johnson was very positive about what had been achieved, particularly the 
improvements in leadership, stronger consumer engagement and the emergence of a 
quality culture.  She supports the strategic direction of the service, and emphasised 
the importance of strengthening relationships with primary care providers and other 
stakeholders. Dr Johnson also stressed the importance of an improved inpatient 
environment for the mental health and addictions service. 
 
The Service has started to develop its Strategic Service Plan, and is also looking to 
establish itself as a “cluster”. Seven workstreams have been established to progress 
the sector district-wide mental health and addictions project. This follows the hui 
held in April. 
 
The service is experiencing high sick leave rates within the inpatient unit and high 
demand for specialling of at risk patients, which is impacting on the budget. The 
improvement in capacity management of ward 21 continues to be sustained.  
 
3. RECOMMENDATION 

 

It is recommended: 

 that this report be received. 
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4. EXTERNAL SERVICE REVIEW 
 

In 2014, two serious adverse events occurred within a short period of time in the 
acute mental health inpatient unit at Palmerston North Hospital (Ward 21).  At the 
request of the Board and in consultation with the Ministry of Health’s Director of 
Mental Health, it was determined that a wide external systematic review of the 
service as a whole be undertaken referencing the two events.  The external mental 
health review was commissioned to ensure that any underlying issues in relation to 
the structure, resourcing, or culture of the service be identified and addressed.   
 
Recommendations from the external review (51 in total) have led to the MHAS going 
through a transformational reorganisation of leadership and service delivery. 
 
Immediate action following the adverse events included strengthening the 
management of Ward 21 and improving the skill mix of staff managing the acute 
demand and high occupancy levels on the ward. Following immediate interventions, 
the service embarked on a complete restructure of the management team. 
 
4.1 Summary of progress to date 

 
Appointment of the Clinical Director and Nurse Director occurred in 2014, with the 
Service Director role commencing in April 2015.  
 
The MHAS at this time created a new organisational structure starting with the 
establishment of a leadership team, known as Mental Health Executive Leadership 
Team (MHELT) in July 2015. An operational Clinical Manager team was in place by 
June 2015. 
 
Further appointments to the leadership team were made as part of our restructure 
and key Consumer Advisor positions were filled early in 2016.   
 
A ‘phase one’ completion report was made available to the Hospital Advisory 
Committee in November 2015. This report summarised mental health review 
progress to date, recorded milestones and created ground for the return of some 
completed recommendations to ongoing service delivery.  
 
Of the 51 review recommendations, 43 had been implemented in 2015 with 8 carried 
forward into the current Year. Progress against the eight remaining 
recommendations are incorporated into the overall Service Development Plan and 
subject to ongoing reporting. 
 
The MHELT has continued with service restructuring but with a more specific focus 
on addressing issues within key services and systems. 
 
As an example of a current service development focus, the MHELT has continued to 
direct that the Oranga Hinengaro service follow a developmental plan created after 
an initial clinical review of a current serious adverse event.  
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4.2 Follow-up Review by Dr Gloria Johnson 
 
In July of this year, the original reviewer, Dr Gloria Johnson, returned and carried 
out a site based review of progress with the review recommendations. Dr Johnson in 
her report has characterised MHAS development a ‘remarkable achievement’ noting 
an ‘accelerated pace’ over the past 12 months.  
 
The report also makes recommendations about further progress areas, including 
replacement/rebuild of the inpatient unit (Ward 21), continued focus on re 
development of Oranga Hinengaro, support for the MHELT, and the need for greater 
integration with other mental health providers and stakeholders.   
 
The key observations made by Dr Johnson on her return site visit relate to existing 
ongoing development work and are part of the Service Development Plan. 
 
A copy of Dr Johnson’s report is attached – refer Appendix A. 
 
A summary of progress against all Service Review recommendations is attached – 
Appendix B. 
 
The dashboard report containing detailed reporting data is attached attached – 
Appendix C. 
 
 
5. LONGITUDINAL REVIEWS 
 
In addition to the service review commissioned by the Board, a longitudinal clinical 
review was undertaken of the two cases. 
 
5.1 Longitudinal Clinical Review 1 – Erica Hume 
 
Steady progress is being made in the implementation of this work programme (refer 
Appendix C. 
 
Nineteen of the twenty four recommendations have now been completed. 
 
5.2 Longitudinal Clinical Review 2 
 
Steady progress is being made in the implementation of this work programme as 
well. Of the 5 recommendations three are complete with two making substantial 
progress.  
 
 
6. SERVICE STRATEGIC PLAN 
 
Following the completion of the Phase one stage of external review implementations 
The MHAS has embarked on an overall service Strategic plan. The plan addresses the 
need to create a strategic approach to MHAS development including quality 
improvement through creation of a quality and risk framework which sits alongside 
the plan. The service Strategic Plan sets out strategic direction and key goals are 
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listed below. The further reporting detail updates progress against the strategic 
direction of the plan.  
 
The strategic goals in this plan align to the continued work required to complete 
implementation of the longer term external review recommendations e.g. 
redesign or rebuild of the acute mental health inpatient unit. 
 
6.1  Current MHAS strategic goals: 
 

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

 
• ‘One Team’ Approach;-To develop a district wide provider collaborative, 

uniting all providers and stakeholders in one network in order to increase 
capacity to deliver and better coordinate services. This is known as the ‘One 
Team’ Approach. 
 

• Models of Service- To further develop improved MHAS models of service. 
 

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

 
• Clinical and Financial sustainability- To achieve clinically and 

financially sustainable District Health Board services.  
 
The following report summarises progress under each of the strategic goal headings. 
Aligned to the external review recommendations. 
 
6.1.1 Cultural Change - To change MHAS culture and improve District Health 

Board services quality of service delivery using a co-design approach to 
service development. 

 
The external review in 2014 highlighted the need to continually assess, review and 
question current practices, values and attitudes within the service.  Workshops which 
are being led by our Consumer Advisors with support from Te Pou (National 
Workforce Programme) aim to have all staff completing the ‘let’s get real’ (Values 
and Attitudes training) by the end of this calendar year. Workshops held in June, 
showed that 56 MHAS staff from all disciplines attended.   Total MHAS staff 
attended is 112. Further Workshops are planned for October & November 2016 to 
complete this phase. 
 
Feedback from participants on the June workshop was very positive as shown below: 
How did this education session enhance your knowledge or skills? Please be specific 
Re iterated and refreshed knowledge good reminder; Being better able to reflect on 
things; More insight and depth of values and attitudes; It highlighted the importance 
of Values & Attitudes in practice;Helpful review of core components of the work & 
personal position; Positive re enforcement of what we do; Reignited passion for 
progress in what we do; The session was useful to remind me to interact and reflect 

7



on training I have done before; Reminder to me core values are essential to working 
in mental health; Useful reflection on practice.  We need to be mindful of core values; 
More knowledge of goings on in the DHB;  
Our consumer advisor is working actively with Te Pou and the Clinical Managers to 
see where progress and feedback has been implemented into the teams. 
 
6.1.2 Clinical Governance 
 
A core element of cultural change is to establish improved levels of accountability. 
The MHELT has continued regular ‘clinical governance’ forums with every clinical 
team to clearly identify expectations of clinical standards of care and support clinical 
services to achieve these. These forums are led by the Clinical Director and MHELT 
 
6.1.3 Consumer Engagement/Participation  
 
The Consumer & Family advisors have been actively engaged with all teams and are 
currently designing a staff survey to be launched in September 2016 with the theme 
‘Feedback is a gift in learning’. Another patient survey is also planned for 2016/17  
Following feedback from a client’s survey within the Opioid Substitution Therapy 
(OST); a directory which outlines all MHAS service’s provided, along with key 
contact details, is being designed by the consumer advisor for a launch in Mental 
Health Awareness week 10-14 October.  
 
The Directory will be sent to all General Practioners (GP), CPHO, Non-Government 
Organisations (NGO) and the community sector. 
 
All MHAS Reception areas now have feedback boxes for service users which are 
cleared weekly and placed on notice boards.  
 
Meetings (known as: Ward 21 and up) which include representatives from service 
users, staff, consumer and family/whānau advisors are held on the ward every 
Monday which are proving successful. One key agenda item covers a new Health and 
Disability Consumer right every week. Ongoing weekly comments include the lack of 
weekend activities whilst on the ward and green space. These are areas that the 
consumer advisor and the MHAS Project Lead are working on with the ward to 
overcome.  
 
The advisors are active members of the document review team which includes 
ongoing update of the MHAS policies, procedures and forms, the advisor roles are to 
specifically look at each document through a service user and/or family, whānau 
lens. 
 
The Consumer Advisors have been working on a project scoping document to 
implement peer support on Ward 21. This is part of building meaningful reciprocal 
relationships whilst clients are on the ward to help create a warm hand over to the 
community. 
 
New ideas have been flowing for  more flexible visiting hours, generic compendiums 
for Ward 21, quick find guides, staff identification photo board for service users to 
identify their nurse more easily to name a few.  
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One of the Consumer advisors has been accepted on the Central Regions Addictions 
Leadership Group (MHARL).   
 
Both advisors have actively been involved in the ‘One Team Approach’ project 
working group. 
 
6.1.4  Workforce Development 
 
The Workforce Development Coordinator is managing the education and training 
calendar and further work is being completed on the workforce development plan. 
Key elements in the plan are noted below.  
 

• Safe Practice and Effective Communication - (SPEC) (Previously known as Calming 
and Restraint programme).  The MHAS has been collaborating regionally with 
mental health services in preparing for the roll out of the new Ministry of Health 
standards in this area. 

 
• The Workforce Development coordinator is working with the MHAS Allied Health 

Advisor to link both the Allied Health and Nursing New Entry to Specialist Practice 
(NESP) programmes in the MHAS, this will help align and standardise areas of 
practice that applies to both disciplines. 

 
• Meetings have been held (June July) with psychologists in order to agree how to 

progress the implementation of the psychology review, the final version of which had 
been discussed without progress in 2014-15.  The psychologists have now agreed a 
way forward with the review and tangible goals arising from the review. The Allied 
Health Advisor role is now responsible for creating an implementation plan for the 
psychology review.   

 
• The AHA and Service Director have reviewed and updated the Allied Health plan, 

which had also been stalled from a previous review in 2014-15. 
 
6.1.5  Service Continuity 
 
The current focus of the management team continues with building depth within the 
wider management team and on succession planning.  
 
The Clinical Director has restructured the Senior Medical Officer roles and has 
created a deputy Clinical Director role which will better support the Clinical Director 
responsibilities. Along with this progress It is also pleasing to note that recruitment 
to Psychiatrist positions is proving successful, with some applicants declined due to 
the high number applicants. 
 
The MHELT is developing more defined links with Allied Health professionals 
through the MHELT Allied Health Advisor (AHA) role who is representing all Allied 
Health Professionals on the MHELT. 
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6.2 One Team Approach  
 
6.2.1 A multi sectoral working group is progressing the creation of collaborative 
provider network. The overall objective of the provider network is to grow our 
collective capacity to improve outcomes for consumers and families with mental 
health problems. The working group is overseeing the production of a service 
mapping document and drafting the terms of reference for the provider network 
representative group i.e. the One Team Approach (a provisional title). The intention 
is for each part of the provider continuum and sector agencies to self-elect 
representatives to participate in the One Team Approach.  
 
The timeframes are to have the initial representative group meeting before the end of 
2016, with the One Team Approach becoming more functional, self-organising and 
developing a programme in the first quarter of 2017. The planned network of 
providers and stakeholders, once formed, will then progress a district wide plan for 
mental Health and Addiction services.  
 
The proposed ‘cluster model’ within the District Health Board service executive will 
provide guidance and support for the completion of a district wide MHAS plan. The 
activity arising from the broad Hui held in April 2016 contributes to the creation of a 
collaborative network.  
 
6.2.2 Mental Health and Addiction sector Hui held in April 2016 
 
Mental Health and Addiction sector workshop held on 28 April 2016, has now been 
followed by the creation of seven work streams for project work decided at the Hui 
with our health and social sector partners. One of the workstreams has three 
elements in it, (Network Development workstream) totalling 9 projects in all.  
A meeting with the volunteer stakeholders and service representatives was held on 
the 24 July 2016 with all groups and projects now underway. Each group has a 
project brief, coordinating chair, and participation from a wide range of service, and 
intersectoral agencies. 
 
The areas of focus for the workstreams arising from the Hui were Collaborative 
Network development, Community Investment, Work/Employment, Housing, Older 
Persons Mental health services, and Data Matching.  
 
Several principles were identified as important and recommended to be carried 
forward into the specific work streams. These were Te Āo Māori, Equity and Co-
Design. Progress since the Hui has been supported by a cross-sectoral organising 
group with project sponsorship and management being led by MidCentral DHB 
MHAS Executive Leadership Team . A short progress report on each workstream is 
listed below: 
 
• Network Development 
There are three workstreams in this project. They relate to improving access to 
services for offenders from prison, and individuals in police cells, and improvement 
in links with tertiary education providers. A brief has been completed for each 
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project, and chair of each group identified. A further meeting was held mid July an 
update meeting of working group members is planned for the end of August. 
 
• Community Investment 
The focus of this group is to improve understanding of the range of accessible sefvice 
provision across our community. The strategic approach taken to this project is to 
map out all connected providers and links between leading to a management 
pathway inclusive of intersectoral providers.  A brief has been completed and chair of 
this group identified. A meeting was held in August. 
 
• Work/Employment 
The goals set for this group are  increasing provider literacy and awareness of current 
programmes that support employment and offer opportunities for more meaningful 
participation in society. A brief has been completed and chair of this group identified. 
A meeting was held in July. 
 
• Housing & Recovery Services project.  
This project is MCH MHAS lead with NGO partners reviewing and identifying 
opportunities to improve and enhance community-based options for persons with 
high and/or complex needs. This project has an existing chair, terms of reference and 
goals. Some progress has been made with meetings in July with participating 
members.  Members include Housing New Zealand as well as Council  and family 
representatives. 
 
• Older Adult Mental Health Services (OAMH) 
In line with a DHB agreement of 2015 the MHAS executive leadership team have 
commissioned a project to develop a comprehensive and integrated community-
oriented older person’s mental health and addiction service. This project has been 
expanded to include intersectoral, NGO aged care providers and Needs Assessment 
and Service Coordination.  
 
• Data Matching 
This project is promoting opportunities to achieve better integration of services 
through development of data sharing protocols across service levels, providers, and 
other agencies. The project has participation from primary health Kaupapa Maori 
services who have implemented data sharing through the Whanau Ora project. . A 
brief has been completed and chair of this group identified. A meeting was held in 
July. 
 
• Whanau Ora 
Developing our knowledge and understanding of Whānau Ora to inform future 
discussion and decisions relating to service funding and delivery. Engaging Professor 
Mason Durie and others to deliver a winter series of seminars on Whānau Ora. This 
project has scoped the investment required for hosting these lectures and cost of 
presenters.  
 
A programme of work has been further scoped with project briefs and small working 
groups coming together to organize and move the items forward, and overall 

11



coordination  actively managed through support from the MHAS ELT. A preliminary 
timeframe of 6-9 months has been set for work to be completed.  
 
As agreed in the planning group responsible for the project, a proposal for additional 
project resource to support these work streams has been sent to the sponsor (General 
Manager planning and funding) early July. 
 
Oversight of the process for allocation of support resource and approval of the goals 
set continues to rest with the Workshop Sponsor, General Manager Strategy, 
Planning and Performance and  the General Manager Clinical Services and 
Transformation, with input from portfolio roles and Service and Clinical Directors, 
MHAS.  
 
6.3 Models of Service to Further Develop Improved MHAS Models of Service 
 
6.3.1 All Teams 
 
The Clinical Management Team is continuing to complete service based plans which 
set goals for all clinical services for 2016. Draft service plans are to be presented at a 
clinical manager planning half day on the 02.09.2016 
 
The development of a ‘rural model’ of service delivery continues to explore local and 
integrated service teams. The Horowhenua Community Mental Health team now 
includes clinicians from other specialist teams such as AOD, OAMH and also OH as 
part of the integrated service model.  
 
6.3.2 Acute Care Team 
 
The Acute Care Team new model of care is being implemented now consultation has 
been completed. 
Next steps: The MHAS plans to implement a hospital consult and liaison service by 
October as part of the implementation of the new model of acute care. 
 
6.3.3 Older Adult Mental Health (OAMH) Re-alignment  
 
A workshop to develop a district wide model of care for OAMHS was held on the     
3rd August 2016. Members of this group include, Primary Health Care Providers, 
NGO providers, support services as well as clinical services.  
 
Following further recruitment we have successfully appointed to the OAMH Clinical 
Nurse Specialist role.  A second consultant Old Age Psychiatrist has now accepted the 
position; this will bring the total number of Senior Medical Officers (SMO’s) in 
OAMH to two from February 2017.  
 
6.3.4 Ward 21 Inpatient Unit 
 
The new acting Charge Nurse and Service Director have reviewed and updated all of 
the Ward 21 development projects and have confirmed priority areas for 
development for this financial year. A new and very experienced consultant 
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psychiatrist has been appointed to the inpatient consultant psychiatrist role and this 
has strengthened our Senior Clinical team in Ward 21. 
 
6.3.5 Oranga Hinengaro 
 
While a clinical review has been completed the service development project with 
Oranga Hinengaro continues to focus on sustainable service delivery.  
 
6.3.6 Primary Mental Health new model of care 
 
The MHAS has continued to engage with the primary health organisation, (Central 
PHO) to develop an improved primary mental health model of care. A recent 
commitment to progress this project has been made by both the CPHO and the 
MHAS at meetings in early August 2016. This development is strategically closely 
linked to the development of a mental health and addictions network. Both initiatives 
are a core part of the strategic direction and vision for the MHAS of a ‘one team’ 
approach to clinical care.  
 
6.3.7 Dialectical Behavioural Therapy Programme Quarterly Update, April-June 

2016 

• Summary of activity 
o Palmerston North – (PN) – as at end June 2016 

• There were 4 clients engaged in both Individual Therapy and Skills Group.  
• An additional 3 clients had completed Skills Group, but remained in Individual 

Therapy.  
• One client is ‘on hold’ as residential / AOD residential rehabilitation is pursued.  
• Waiting list: Two clients were awaiting assessment. Both of these referrals were 

received in June, and assessments had been scheduled.  
• Pending referrals: Five referrals had been discussed with the writer but formal 

referrals not yet been received.  
 

o Horowhenua – as at end June 2016 
• There were 7 clients engaged in both Individual Therapy and Skills Group.  
• A further 3 clients were in Individual Therapy only (most of these completed the 

Skills Group last year).  
• 2 ongoing assessments.  
• Waiting list: Nil to date.  

 

• Planned development 
o DBT Programme Development Plan - CM ACT (RA) is currently developing an Action 

Plan to inform the future development of MidCentral’s Comprehensive DBT and 
DBT-informed treatment programmes. This plan has been drafted and circulated 
amongst management and to RPDS. The DBT C or DBT clinicians have not yet seen, 
or had input into this plan.  
 

6.4 Infrastructural Improvement 
 
6.4.1 Ward 21- Facilities & Environment   
 
An options paper which has been reviewed by an external sector expert quantity 
surveyor organisation is being peer reviewed prior to presentation to the Strategic 
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Capital Committee. The date to make this paper available at the Quality & Excellence 
Advisory Committee has yet to be determined. A recent visit from Health Minister 
Coleman included time in ward 21, including the High Needs Unit. 
 
6.4.2 Facilities and Transport 
 
Each of the MHAS services is embarking on a review of utilisation of current 
resources and facility management. The review of our infrastructural resources is at 
an early stage and it is anticipated that an internal report on access and utilisation 
will be available to the General Manager, Clinical Service and Transformation in 
September of 2016.  
 
6.4.3 Information Technology 
 
The MHAS continues to be engaged with the WebPAS and Clinical Portal projects. 
Due to the direct Ministry of Health reporting requirements on clinical activity 
(National Key Performance Indicators and HoNos reports et al) MHAS requires, 
sometimes intensive input to each project to ensure compliance is achieved. For 
instance direct specification for electronic mental health act modules.  
 
Current progress is adequate with defined planned migration of data from our in 
house system (CHIPS) to WebPAS.  
 
6.5 Clinical and Financial sustainability- 
 
The MHAS is reviewing all services, in order to understand and better manage 
expenditure. This project will inform analysis of our financial position and plans to 
meet the needs of our community.  
A deficit management plan for 2016 is in place and is being informed by the above 
review. A financial status report was provided end of July 2016. Ongoing and refined 
financial forecasting which reports on the effectiveness of deficit management plans 
is provided monthly.  
 

7. QUALITY & RISK DASHBOARD / METRICS INFORMING 
PERFORMANCE 

 
Since February this year the number of violent and incidents of aggression and self 
harm have risen. The increase in aggression has a consequent increase in the use of 
restraint and seclusion. These increases are caused by higher acuity of admissions.  
 
A positive note is that the occupancy levels of Ward 21 continue to remain within 
resourced capacity. This is a significant and now sustained improvement in the 
management of acute care provided by the ward 21 team. In line with this improved 
management of demand, readmission rates, previously above national guidelines,  
have reduced this month to be within the guidelines.  
 
Overtime in the inpatient unit has slightly increased due to staff vacancies, high sick 
leave, and the need for increased support for complex patients.  The sick leave is due 
to multiple factors and not related to the current level of demand. Occupancy rates in 
STAR 1 continue to reduce. 
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Referrals to the acute team reduced for the period December 2015 to June 2016, but 
returned to the previous rate of over 100 per month in July. 
 
Within the community mental health team, referrals remain relatively steady. 
Clinician caseloads are high within Palmerston North and we are working on 
measures to help clarify discharge processes as well as refining admission criteria 
and stronger primary care links. 
 
7.1 Monitoring and Auditing 
 
An audit schedule for the Ward 21 and STAR 1 areas is set. Reporting on audits is 
currently being provided to the staff by each Charge Nurse level 
 

7.2 Policy Development  

A substantial improvement has been made with our overdue policy documents. Our 
service has now reviewed and updated 100% of all outstanding polices.    
 
 
8. CONCLUSION 

 
This report outlines steady progress with development of  our services evidenced in 
improvement in some metrics. Our community services need further development 
with our main strategic direction focusing on a collaborative/network  
 
Some evidence of transformational change is noted with signs of an ‘early spring’ in 
reporting improvements.. It is pleasing to see that the external reviewer endorses our 
progress and future strategic direction.  
 
Our staff across the services remains very committed to our development. Staff in 
our inpatient unit continue to make a concerted effort to improve this service.  
 

 
 
 
Attached: 
Gloria Johnson report - Appendix A 
Dashboard report - Appendix B 
Erica Hume Action Plan updates - Appendix C 
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APPENDIX A – Dr Gloria Johnson Progress review report 
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APPENDIX B – MHAS Quality and Risk Dash Board 

Mental Health and Addiction Secondary Specialist Services 
Quality and Risk Dashboard Summary 

Jul-16 

Mid Central District Health Board Area Population Map 

 
The MCDHB responsibility is for the populations in a defined geographic catchment. The defined area is based on territorial authority and ward 
boundaries, and includes Manawatu, Tararua, Horowhenua, Kapiti districts (Otaki Ward) and Palmerston North City. The map of the district is 
below. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Four Iwi have manawhenua status within the district: Muaupoko; Ngati Raukawa; Ngati Kahungunu and Rangitaane (manawhenua status 
means that the Iwi is recognised as having tribal authority within a region)   
 
Muaupoko and Ngati Raukawa Iwi are located on the western side of the mountain ranges, and Ngati Kahungunu Iwi is located on the eastern 
side. Rangitaane Iwi covers both sides of the ranges for the Manawatu district (including Palmerston North) across to Pahiatua and Dannevirke 
areas.  
 
The groups of people who experience health status disadvantage in Mid Central are Maori, Pacific peoples, and people experiencing socio 
economic disadvantage. Horowhenua residents are highly representative of people who experience health status disadvantage. 
 

Break down of DHB District by Population and area 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

*Data Source 2013 Census 
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Risk and Incident Summary 
 
 
This section of the dashboard report focuses on complaints and compliments as well as SAC rated 
events. Each of the sections has detailed commentary, noting improvements or deterioration in 
the number of complaints, incidents and events.   
 
The MHAS ELT monitors all incident related activity and serious adverse events. This report 
includes ward 21 SAC three rated events. SAC three events cover a wide variety of activity, 
including medication errors and inappropriate activity. The associated graphs break these reports 
down to the actual numbers under categories of concern. That is actual self harm, suicide 
attempts, and violent behaviour. 
 
The following reports are monitored by the MHAS ELT for trending activity, and increases in risk 
areas. For instance, the current report notes an increase in violence and use of seclusion. The 
MHAS ELT Nurse and Clinical Director follow up on any trends which evidence increased risk.  
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Risk and Incident Summary 

 
Complaints and Compliments Last Month This month Closed Current  
Direct 4 1 3 2 ↓ 
HDC Open 1 0 0 0 ↓ 
HDC awaiting feedback for closure    5  
Compliments 1 3 0 0 ↑ 
Total Feedback 6 4 3 7  
MHAS SAERG Last Month This month Closed Current  
SAC1 0 0 0 0 - 
SAC2 0 3 0 3 ↑ 
SAC3 (These are included as part of the total incidents ward 
21 for example self-harm, violence, medication categories) 57 68 0 125 ↑ 

Total 57 71 0 128 ↑ 
 
Quality & Risk - July 2016 - Total SAERG reviews for MHAS, current are 3. 
Quality Forum members audit the previously completed Action plans from reviews completed in the last 6-12 months, this audit is to 
determine that improvements have been made to the service, feedback is provided back to SAERG to close the loop. 
Complaints - 1 new complaint for July with 4 previous complaints now closed. 1 HDC complaint is currently open. 
Compliments: 3 new compliments for the service this month with a total number of feed back to the service at 5.  
 

 
 
Ward 21 Total Incidents for July was 81 - Violence category at 61 incidents.  
Actual self-harm related to 5 individuals on the ward this included 5 suicide attempts by 5 separate individuals 4 of which were observed by 
staff who were able to quickly intervene. There was 1 suicide attempt during a planned leave.  
 

 
 
Actual Self Harm/ threatened Self Harm/Suicide/Threatened suicide & Restraint/Seclusion 
Actual Self-harm incidents, was the highest category at 23 incidents. These incidents were related to 5 individuals with 2 individuals with 8 self-
harm incidents each, one individual 3 incidents, and a further 3 incidents by 2 individuals.  
Aggressive threatening behaviour was the next highest category with 22 incidents, 17 of these incidents occurred in HNU by 9 individuals.  5 
incidents were reported in the open ward by 3 individuals. Active management of these complex cases is required and occurs on a daily basis 
through the MDT case reviews and management plans 
Restraint - 10 restraints occurred in the HNU with 7 restraints for one individual and a further 3 restraints required for one other.16 restraints 
on the open ward, with 13 restraints on one individual.  Further 3 restraints were individual incidents.   Seclusion events – 13 in HNU, and 2 on 
open side. HNU seclusion related to 7 individuals.  
A consistent approach and agreed management plan is required for these individuals with a history of chronic self-harm by all members of the 
multidisciplinary team which includes a robust admission and discharge plan from the ward. 
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Ward 21 

 

 
 

 
 

 
 
Narrative 
Ward 21 Occupancy for July 2016 - 
Occupancy for the ward continues to be managed through the MDT and patient flow meetings. The ward occupancy exceeded 100% of 
resourced beds only three times, however the complexity of the patients on the unit far exceeded the matched resourcing. On a number of 
shifts patients were required to have 1:1 specialling. The care and attention required by the staff to support these patients is to be 
commended.  
Along with the increase complexity and acuity of the patients, was an increase on staff sickness. It was even noted that on one particular shift, 
5 RN's plus the A.C.N all called in sick. The Charge and Associate Charge Nurse on the day shift worked incredibly hard to cover these gaps. Two 
RN's volunteered to remain on and completed a double shift with support from the ward Social Worker, one RN from STAR 1 and also one 
nurse from the bureau.  Active patient flow meetings consistently support the ward to maintain safer levels of occupancy. 
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Ward 21 Staffing 

 

 
 
Extra Shifts are any shift precluding or concluding a normal shift.  The graphed line is the number of shifts, not total hours 
Total Hours worked on Extra Shift 
Shifts >= 15 hours are shifts where the total hours (first shift + second shift) are greater than 15 hours 
The above graph includes all Ward21 staff, where the graph below only includes nursing staff. 
 

 
 
Resourcing - July 2016 
Due to staff vacancies, high staff sickness, increased complexity, acuity and occupancy of patients on the ward, there were 6 occasions where 
double shifts were unavoidable for the month. All options are explored before a double shift is ever agreed, this includes contacting part time, 
off duty and bureau nurses. There are however times when due to the complex nature of some extremely unwell patients, it  is  essential to 
have experienced Mental Health nurses on the ward, which in turn unavoidably leads to overtime. Due to the unpredictability of Mental 
Health admissions, it is difficult to plan for such situations 
 

Mental Health Scorecard 
Mental Health KPI (National Benchmarking) Monthly Target Change 
KPI 2: 28 day acute inpatient readmission rate (for June)* 9.0% 0-10% ↓ 
KPI 8: Average length of acute inpatient stay (days) 15.4 14-21 days ↑ 
KPI 18: Pre-admission community care (Seen in 7 days before ward admission) 58.6% 75-100% ↑ 
KPI 19: Post-discharge community care (Seen in 7 days following ward discharge) 63.4% 90-100% ↑ 
KPI 33: Percentage of contact time with client participation 82.6% 80-90% ↓ 
KPI 34: Community service-user-related time 27.6% 35-40% ↑ 
% Current clients in a service for more than 90 days with no diagnosis‡ 8.3% 0% ↓ 
% HoNOS/CA/65+ Compliant Admissions and Discharges - Community Teams (excl. A&OD) 69.5% 80% ↑ 
% HoNOS/CA/65+ Compliant Admissions and Discharges - Inpatient Team 68.0% 80% ↓ 
* 28-day readmission rate is for the previous month to allow the full 28 days to pass 
‡ “No diagnosis” includes DSM-IV 7999 (“deferred diagnosis”), DSM-IV V7109 (“no diagnosis”) and no diagnosis entered at all. 
 
Warning signs (Alerts) are defined by the Ministry of Health as follows: 

• 28-Day Readmission Rate (KPI 2) exceeds 20% 
• Average Length of Acute Inpatient Stay (KPI 8) exceeds 30 days 
• Percentage of Contact Time with Client Participation (KPI 33) exceeds 90% 
• Pre-admission Community Care (KPI 18) is less than 50% 
• Post-discharge Community Care (KPI 19) is less than 80% 

Source: Key Performance Indicator Framework for New Zealand Mental Health and Addiction Services (2015)   
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STAR1 

 

 
 
STAR1 Occupancy - July 2016 
Occupancy for STAR 1 significantly dropped for July, which did allow for support by the registered nurses to work in Ward 21, which is much 
appreciated by the senior leadership team.  
There is a collaborative approach between Ward 21 and Star 1 for accepting outliers from Ward 21 when occupancy reached its capacity. 
 

 
 
STAR1 admissions and discharges 
 

 
 
Restraint 
The reason for the increased restraints for the past three months related to one particular individual who has now been discharged.   
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Community Mental Health Teams Report  
Overview 

 

Each Community Team listed below in the community team report has its own section including: 
Active Episodes of Care (as at the last day of the reporting month), Referral vs Discharges and 
Average Length of stay (ALOS), and a breakdown of current client age ranges. Also included is 
population data for each area.  
 
The Mental Health Emergency Team page shows Crisis Face-to-Face attendances, Other Activities 
and Referrals.   
 
Warning signs are indicated as reported in the recent HAC workshop. The community teams 
current 'warning signs' are defined as referral volume variance over 20%. In the inpatient unit the 
warning sign is defined as sustained over-utilization, over 105% occupancy > two days. 
 
The activity data reported by each team is provided with accompanying population based data 
which gives an overall indication of the number of people seen within each population by month.  
 
Individual Team List 

 
• Mental Health & Addiction Services (MHAS) Acute Care Team (ACT) 
• Palmerston North Community Mental Health Team 
• Feilding Community Mental Health Team  
• Tararua Community Mental Health Team    
• Horowhenua Community Mental Health Team 
• Older Adult Specialist Community Mental Health Team 
• Oranga Hinengaro (Māori Mental Health Team) 
• Alcohol and Drug Service    
• Early Intervention Team     
• Intensive Treatment and Rehabilitation Team 
• Child Adolescent and Family Community Mental Health  
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Mental Health & Addiction Services Acute Care Team 
Area Population     

Palmerston North City 80,079 Total Population 162,561 Target Population All 
Horowhenua Region 38,172     

Tararua Region 16,854     
Feilding (Manawatu Region) 27,456     

Total Clinical FTE: 10.29 Opened Episodes this month: 127 
Productive Clinical FTE: 10.29   

Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 
Episodes 23 21 79 4 127 

% of Total Episodes 18.1% 16.5% 62.2% 3.1%  
Average KW Caseloads     12.34 

 
*Referrals scaled on Secondary Axis (Right) 

 
Narrative 
Referrals to ACT have increased from less than 50 referrals per month to almost 100 referrals per month; this has had a 
significant impact on workloads.  
Since June 2015, the service increased to provide 24 hour cover over 7 days per week 
“Other Activities” may include non-crisis face-to-face contacts, telephone/SMS/AV/Online Media contacts and indirect activities 
(Service Co-ordination etc) 
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Palmerston North Community Mental Health Team 
Area Population     

Palmerston North City 80,079 Total Population 80,079 Target Population All 
Total Clinical FTE: 20.25 Active Episodes of Care: 441 

Productive Clinical FTE: 20.25   
Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 

Current Clients 8 70 333 30 441 
% of Current Clients 1.8% 15.9% 75.5% 6.8%  

Average KW Caseloads     21.78 

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

 
Narrative 
Note two periods (Mar - Nov 2015) during which the referral rate changed (increase) by more than 20%. Current caseload per 
clinician is high, and we are working on measures which will help clarify discharge processes as well as refining admission criteria 
and stronger primary care links. 
 
 
 
 
 

Feilding Community Mental Health Team 
Area Population     

Feilding (Manawatu Region) 27,456 Total Population 27,456 Target Population All 
Total Clinical FTE: 4.09 Active Episodes of Care: 79 

Productive Clinical FTE: 4.09   
Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 

Current Clients 0 10 54 15 79 
% of Current Clients  .0% 12.7% 68.4% 19.0%  

Average KW Caseloads     19.32 

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

 
Narrative 
Feilding referrals are quite static.  Complexity has been manageable.  Referrals from Feilding Integrated Health Centre GP’s have 
increased.  The Clinical Manager is working with the Practice Manager to manage the appropriateness of the referrals coming 
through.  Crisis presentations remain the main issues as it requires the majority of the team and impacts on planned 
appointments.  
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Tararua Community Mental Health Team 
Area Population     

Dannevirke 5,043 Total Population 16,854 Target Population All 
Pahiatua* 4,251     

Rural Areas 7,560     
Total Clinical FTE: 6.19 Active Episodes of Care: 155 

Productive Clinical FTE: 6.19   
Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 

Current Clients 1 20 126 8 155 
% of Current Clients  .6% 12.9% 81.3% 5.2%  

Average KW Caseloads     25.04 
*Includes Woodville & Eketahuna 

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

 
Narrative 
Average KW caseloads were around 25.  Referrals and complexity have increased over both teams.   Increased presentations 
with methamphetamine are major contributors.    Increased planned and unplanned leave stretched resources particularly 
notable in crises presentations.   
 
 

Horowhenua Community Mental Health Team 
Area Population     

Horowhenua 30,096 Total Population 38,172 Target Population All 
Otaki Ward 8,076     

Total Clinical FTE: 10.11 Active Episodes of Care: 237 
Productive Clinical FTE: 10.11   

Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 
Current Clients 3 25 197 12 237 

% of Current Clients 1.3% 10.5% 83.1% 5.1%  
Average KW Caseloads     23.44 

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

 
Narrative 
Referrals for the Horowhenua region appear to have levelled out, and in July have even slightly reduced. However the average 
length of stay has increased significantly due to the complexity of the service users which impacts significantly on the discharge 
rate for the service, leading to a potential for higher KW caseloads per clinician.    The average KW caseload was 23. 
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Older Adult Specialist Community Mental Health Team 
Area Population     

Palmerston North City 10,611 Total Population 26,886 Target Population 65+ years 
Horowhenua Region 9,072     

Tararua Region 2,871     
Feilding (Manawatu Region) 4,332     

Total Clinical FTE: 3.70 Active Episodes of Care: 210 
Productive Clinical FTE: 3.70   

Age Bracket <65 years 64-74 years 75+ years  Total 
Current Clients 13 71 126  210 

% of Current Clients 6.2% 33.8% 60.0%   
Average KW Caseloads     56.76 

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

 
Narrative 
1st July 2016, the Older Adult Community Mental health reporting is now a part of the MHAS. There has been a requirement to 
train the clinicians in the mental health reporting module; this may significantly impact on the results over the next few months 
as the change-over occurs. This will be closely monitored by the MHAS Quality & Risk Team and Executive.   It is important to 
note that the referrals for the month are related to the transfer of data between HOMER and CHIPS.  These are not actual 
referrals.  
 
 

Oranga Hinengaro (Māori Mental Health Team) 
Area Population     

Palmerston North City 15,942 Total Population 34,107 Target Population Māori and Pasifika 
Horowhenua Region 10,194     

Tararua Region 3,627     
Feilding (Manawatu Region) 4,344     

Total Clinical FTE: 10.93 Active Episodes of Care: 222 
Productive Clinical FTE: 10.93   

Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 
Current Clients 77 29 113 3 222 

% of Current Clients 34.7% 13.1% 50.9% 1.4%  
Average KW Caseloads     20.31 

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

 
Narrative 
Referrals have remained stable for the past 3 months, the average length of stay has reduced in July and discharges have 
increased.   Active review of the discharge process was undertaken and an improved monitoring system resulting in increased 
discharge planning.   Average KW caseload is 20. 
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Alcohol and Other Drug Service 
Area Population     

Palmerston North City 80,079 Total Population 162,561 Target Population All 
Horowhenua Region 38,172     

Tararua Region 16,854     
Feilding (Manawatu Region) 27,456     

Total Clinical FTE: 20.23 Active Episodes of Care: 639 
Productive Clinical FTE: 20.23   

Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 
Current Clients 3 35 590 11 639 

% of Current Clients  .5% 5.5% 92.3% 1.7%  
Average KW Caseloads     31.59 

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

 
Narrative 
Average KW caseload is 31, however the total AOD also includes those service users on the Opioid Substitution Therapy (OST) 
Programme.  
 
 
 
 
 

Early Intervention Team 
Area Population     

Palmerston North City 80,079 Total Population 162,561 Target Population All 
Horowhenua Region 38,172     

Tararua Region 16,854     
Feilding (Manawatu Region) 27,456     

Total Clinical FTE: 2.82 Active Episodes of Care: 35 
Productive Clinical FTE: 2.82   

Age Bracket <19 years 19-24 years 25-64 years  Total 
Current Clients 11 22 2  35 

% of Current Clients 31.4% 62.9% 5.7%   
Average KW Caseloads     12.41 

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

 
Narrative 
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Intensive Treatment and Rehabilitation Team 
Area Population     

Palmerston North City 80,079 Total Population 162,561 Target Population All 
Horowhenua Region 38,172     

Tararua Region 16,854     
Feilding (Manawatu Region) 27,456     

Total Clinical FTE: 5.22 Active Episodes of Care: 42 
Productive Clinical FTE: 5.22   

Age Bracket <19 years 19-24 years 25-64 years 65+ years Total 
Current Clients 0 1 38 3 42 

% of Current Clients  .0% 2.4% 90.5% 7.1%  
Average KW Caseloads     8.05 

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

 
Narrative 
 
 
 
 
 
 
 

Child Adolescent & Family Community Mental Health Team 
Area Population     

Palmerston North City 20,961 Total Population 42,252 Target Population <19 years 
Horowhenua Region 9,279     

Tararua Region 4,599     
Feilding (Manawatu Region) 7,413     

Total Clinical FTE: 17.99 Active Episodes of Care: 451 
Productive Clinical FTE: 17.99   

Age Bracket <19 years 19-24 years   Total 
Current Clients 447 4   451 

% of Current Clients 99.1%  .9%    
Average KW Caseloads     25.07 

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

 
Narrative 
Referrals to the Child adolescent & family team, has reduced in July after an extremely busy previous month. Average case load 
for KW’s do remain high, which is being monitored closely by the service.  
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APPENDIX C: Erica Hume Action Plan 

 

SUMMARY  

Significant progress has occurred over the past three months to progress and complete 
Actions as outlined in the accompanying Erica Hume Action Plan.  

 
Particular focus has been on monitoring performance and audits.   

Schedules for the inpatient areas are set which are reported through each Charge Nurse 
back to the teams, variances are discussed and monitored for improvement. The results 
for Ward 21 are displayed on the KPI board in the staff meeting room.  

The standardised MHAS initial assessment form has been finalised, and at the printer, 
this provides detailed information regarding the service user, which also includes their 
supports (family/whānau) input and referrer information.  

An audit of the form (included in the clinical file audit), will be completed one month after 
implementation, for initial compliance, then ongoing monitoring, as determined by the 
outcome of the initial audit.  

Staff Culture survey is currently being developed and scheduled for September 2016, this 
is to determine the staff’s experience  with working in MHAS, the survey will assist the 
service to identify areas which are doing well and also those that require improvement. 

Both the Consumer and Family Advisor roles are imbedded within the service, at team, 
leadership, quality and executive levels. 
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1. REFERRAL: 
Recommendation 
Review the processes that occur when a person is referred into the service and modify existing practice and policies to reflect a person-centred and responsive approach 

 Action Plan one:  
Key points: 

• Ensure consideration of longitudinal history as part of the assessment criteria 
• Have a low threshold for direct contact with referrer regarding referred concerns 
• MDT process to be used for declines and referrals 
• Question framed as “What does this person need (what matters to them) and where and by whom is that best delivered”  
• Ensure they are truly set up to help the person seeking help and not centred on the needs of the service.  

 

 Description Recommendation and agreed action  Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

 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. 

To review the MCH Referral policy to 
ensure psychiatrist oversight, in an MDT 
setting of referrals 
 
 

CD SD 30 May 
2015 

Update: December 2015 
Review of the MCH Referral (Triage) policy has been completed and a 
memorandum was distributed to the service in April 2015 by the Clinical Director, 
MHAS.  This action has been completed. 
Service Development: 
There is now a process in place for review of all documents that are due for 
review, or require an update as indicated by the service.   
July 2016 

1. Document Review Check List ensures the monitoring of all documents to 
ensure they remain current 

2. Draft Referral Pathway work continues which ensures standardisation for 
MHAS.  

Revised Initial Assessment form and referral process for the service have been 
updated and are in pilot stage. Finalisation of document and confirmed to roll out 
from early June 2016.  
August 2016 – initial Assessment form is finalised, the form is currently being 
printed, and to be rolled out immediately. 
Next steps -progress the ongoing risk assessment form, ongoing risk assessment 
training (updates) for all MHAS clinicians. 
Audit: Initial audit will be based on compliance and is already included in the 
current file audit.  
Audit cycle: Audit of  clinical files scheduled monthly in each team, once form is 
rolled out 
August 2016: Clinical File audits in all community teams has been completed, 
areas for improvement identified and communicated back to teams. 
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 Description Recommendation and agreed action  Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

Circulate current policy for feedback, and 
review with quality staff. Feedback to 
include NGO partner and PHO and 
stakeholder input. 

 30 June 
2015 
 

Update: December 2015 
Reviewed and updated in November 2015. 
 
This action has been completed. 

Finalise policy review (Quality and Risk 
team and Mental Health Service Clinical 
Director and Service Director).  
Include specific note of consideration of 
longitudinal history.   

 30 July 
2015 
 

Update: December  2015 
The CD has included this in his instructions to Senior Medical Officers (SMOs). 
Service Development:  
Review and update of initial assessment documentation for MHAS, this has been 
piloted in April. 
Implementation goal: June 2016. 
August 2016: Initial Assessment form  has been finalised 
This Action is now complete 

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. 
 
  

 30 July 
2015 
 

August 2016: This is part of the audit process now. 
Audit process: this is to be scheduled monthly initially for the community teams, 
once the initial assessment form commences. Update: December 2015 
This has been done with the change in policy in conjunction with the CD and 
Clinical Managers. Communication from the CD to the SMOs.  
April 2016: A standardised approach for initial assessments across MHAS has led 
to the creation and subsequent pilot of one standard Initial Assessment form, this 
form also includes a prompt for documenting information from referrers including 
from other DHB’s. 
Update: 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 
Further Service Development: 
 

Update the mental health referral policy 
to ensure psychiatrist oversight of all 
referrals and outcome of referral. 
 
 
 

 30 
August 
2015 
 
 
 

Update: December 2015 
CD 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. This action has been completed. 
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 Description Recommendation and agreed action  Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

 Service Developments: 
Clinical File audit has been updated to include checking the different disciplines 
who attend the MDT including the attendance of a Psychiatrist. The findings of the 
audits are presented back to the MHOLG meeting as part of the quality 
improvement section for discussion and improvement action plans to be 
developed (if required). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 June 
2016 
 
 
 
 
 
 
 
 
 
 
 
 
October 
2015 

Service Development:  
Document Management group ensures update of procedure documents includes 
this practice. (This group is part of the newly formed quality forum coordinated by 
Project Manager). All documents must be presented to the Mental Health 
Executive Leadership Team (MHELT) for sign off prior to being loaded into the 
document management system.  
Communication to the service is via the communication plan. 
Clinical documentation audits are scheduled monthly for the service.  
 
Ward 21 has been the focus for the quality team previously, now the Community 
team clinical audits are currently under review for compliance and also to 
determine that these measures do meet the Ministry Health & Disability Sector 
Standards (HDSS). Audit reports are compiled quarterly, next audit report due end 
of June. 
August 2016: Audit schedule for Ward 21 and STAR 1 are established. And results 
presented back to the teams. Next steps: develop Quality improvement dashboard 
at the unit level which includes the agreed Key reporting areas for that area which 
align to the MHAS Key Result Areas. 
 Audit cycles are a component of the dashboard .which informs the service on 
areas for improvement with identified plans, actions and outcomes.  

Confirm psychiatrist oversight of all 
referrals with a sample audit of one 
month’s referrals, and three month 
intervals for one year. 

  Update: 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. 
 
This action has been completed. 

 
 

Service Development:   
August 2016: File documentation audits do include psychiatrist input at MDT 
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2 & 3 

Assessment and formulation  
Recommendation 
2. Ensure the MDT Case Review Policy which has psychiatrist oversight of reviews, is fully implemented 
3. Build and sustain a culture of critical thinking, and a relentless focus on what matters to the 
Person and family. This will require developing and activating leaders and improvement champions across all parts of the service. 

 2-Key points: 
Implement existing MDT review policy 
3-Key points: 
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 

Role 
By When Progress on Action/Update  

Service Developments  
 Implement existing MDT 

review policy 
MDT policy is implemented by directive 
from CD  
 
  

SD  / CD 30 May 
2015 

Update: November 2015 
Memorandum was distributed to the service by CD. 
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 21. All reviews are 
recorded and included in each individual patient file.  
MDT forums in the community/rural areas occur as scheduled weekly as 
recorded in clinical notes.  
This action has been completed.   
Service Developments: 
Whilst this is now established, as part of ongoing service improvement, audits 
will occur as part of the ongoing service and systems improvements. 
Clinical file audits are scheduled monthly for all areas, MDT is included in the 
audit process which includes asking evidence of multi discipline input at the 
MDT. The initial assessment form includes the information which, once printed is 
to be audited monthly for compliance.  

MDT processes are reviewed 
updated and implemented 

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 

 30 
Septemb
er 2015 

Update: November 2015 
MDT reviews are updated in the current ‘CHIPS’ electronic system.  Monitored 
via MH Quality Group.  
This action has been completed.   
 

38



 Service Developments: 
Clinical file audits are scheduled monthly; these are currently being reviewed to 
further ensure that the audits meet all the HDSS standards. Goal is to commence 
new audit system from 1 July 2016 (2016/17) financial year. 

A culture of critical thinking,  
 

Implementation of recommendations 
planned and monitored until end of 
2015.  
The clinical review and this action plan 
will be made available to the auditing 
team in the upcoming certification 
interim audit in November 2015.   

 Dec 
2015 

November 2015  
Yes The S.D spoke with the lead auditor and noted the review information was in 
the referenced documents.  
(Clinical review and Action plan were provided to the lead auditor -this Action is 
COMPLETED)  
Service Development: Implementations of recommendations planned and 
monitored continue as further Service development. 

An investment in developing 
and activating leaders across 
all parts of the service  

Complex case conferences are  
calendarised completed and ongoing 
 

 Quarterly 
monitor 
of forums 
to end 
2015 

Monitoring of meeting notes confirm meetings held for complex clients on a 
weekly basis.  
Clinical audit of notes are scheduled as required. 
This action has been completed.    

Driving the culture and 
process changes 

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 

 30 May 
2015 
 
 
 
  

Update: November 2015 
Appointments have been completed for all the new clinical managers.  
 
Re-establishing the operations meeting, has allowed for a shared forum to 
represent each area and coordinate the service, this meeting occurs fortnightly 
for All clinical managers, and includes input from  Quality representatives, 
Human Resource along with the Service, Nurse  and Clinical Directors. Quarterly 
half day service planning workshops have commenced and are scheduled in the 
2016 year; the next workshop is booked in April 2016. Workshop was held in 
May 2016, the focus was Service Planning goals.  
This action has been completed.   

 Workforce development and educational 
forums completed  Let’s get real – Te 
Pou workshops x 2 by end of 2015 
 

• Central TAS workforce plan 
including a family focus 
developed by end of 2015 

 

 June 
2015 
 
 
 

August 2016: Stocktake of MHAS not attended has been completed and 
managers informed. Two more workshops are booked for this year. 
Update: January 2016 
Three Te Pou workshops were completed in November and December with 
completion of further follow up workshops for the rest of MHAS being scheduled 
for 2016.  
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• Supporting Families 
presentation and staff 
education sessions x 2 by end of 
2015 

 

 

 

 

 

 

• 2016 – three workshops to date 
• Staff satisfaction survey 

underway 

July/Aug
2015 
 
 
 
 
 
 
 

August 2016 -Staff survey is currently being designed with a combination of 
questions and facial expression designs. The survey is based on staff experience 
of the service.  
Key questions will be on: what is working well, what needs development, 
support from manager, education support, team work, client interface, case load 
pressure, patient care, communication, feeling valued etc. 
Staff survey due out September 2016 
Update: April 2016 
Horowhenua team, CAFs and Ward 21 are scheduled for 9th June 2016. Included 
are clinical and administration staff from MHAS.  
Draft workforce plan is completed with Central TAS input.  
Currently going through all MH&A staff to ensure Values training has been 
completed.  Once stock take is completed managers will be contacted and mop-
up training workshops will be given completed by Dec 2016 
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Ongoing Processes: 
Mental Health & Addiction Family & 
Whanau Focus 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? 

Consumer / peer engagement was 
sorted by our consumer advisers and will 
be presented at the Hui on the 28 
 
 

 Dec 
 2015 

August 2016 – Second series Family Whānau focus groups proposed November 
2016.Feedback has gone to internal services and NGOs have put feedback in 
newsletters & online. 
MDHB is currently updating its webpage and information gathered will be placed 
on the Mental Health & Addiction Service page. 
April 2016-Power-point  was presented 
Date: December 2015 Supporting family’s presentation is not organised yet, this 
will be delayed and re scheduled in 2016. 
Date: February2016. MHAS family and Whanau focus groups to occur in April 
Further Service Developments: 
Family Whānau focus groups were held on 5-7 April 2016. Feedback from the 
focus groups, were themed at a larger stakeholders gathering on 28th April 2016.  
Feedback received: 
- 43 people participated across the 3 focus groups held.  
- Themes confirmed and are taken up through project improvement plans  

Plans are to be  included in the workforce plan 
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4&5  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  Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

 Review and update of 
specialist programmes 
including updated service 
description 

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 
 

Mental 
Health 
Service 
Project 
Team 

 (WP) 
completed 
by 30 
October 
2015 

Update: January  2016 
Draft workforce plan (wp) 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 commenced on 28th February 2016.   Plan for the basic DBT 
training program continues for 2016 and has been updated in January 2016. 
(Annual Workforce plan includes DBT training). 
This action has been completed.   

Service Developments: 
Final annual workforce plan has been completed and circulated to the teams. 
 

 Professional Development 
MHWF Plan core 
competencies. 
Update MHWF Training Plan 
and monitor over a 12 month 
per 

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)  
 
 
 

 WP 
commence 
implement
ation  
30 Dec 
2015 

Update: 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.  
Workforce Plan has been completed 
This Action is completed  
Service Developments: 
April 2016 – workforce training plan for 2016 has been completed and circulated 
to the teams  
Workforce Coordinator is a member of both the Quality forum and the MHOLG; 
this ensures that workforce development is included in service and quality 
planning .processes for MHAS.  
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 Description Recommendation and agreed action  Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

 Dialectic Behaviour Therapy 
(DBT) set up a report for 
quarterly reports demand, 
wait list (if any) available 
resource 

Monitor the implementation of the 
workforce training and education plan 
with quarterly reports on achievement 
by staff to the Service Director and 
Clinical Director 

 Quarterly 
monitoring 
to July 
2016 

Update: November 2015 
This is role of the Workforce development coordinator once commenced on 28th 
April 2016 Work force planner includes DBT.  
 
Update: April 2016 
Quarterly reports have been sent to MHELT and also updated to HAC for April 
report. 

 Ensure MDT case reviews for 
clients receiving DBT , CBT 
and pharmacy input 

DBT database and quarterly reports on 
staffing and waiting list 

 Monitor as 
per WP 
from May 
2015 

Update: 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. 
This is now business as usual reporting.  

Service Developments:  
Quarterly reports will be provided for HAC. An updated report is included in the 
April 2016 HAC minutes. 

  Set targets for training access to DBT in 
the MH workforce training and 
education plan for the following 12 
months. 

 30 
September 
2105 

Update: 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.  
DBT workshops : The three  that are scheduled on the  organisational electronic 
 training calendar  are to be held on: 
23rd March ,7th June and 14th September 2016 ( Introduction to DBT)  
Further training: 
Provider: Regional Personality Disorder Service which is  3 sessions –(must 
attend all 3) to complete this module: 5th March, 17th May, 19th May  ( more 
advanced course) 
NEW skills based Course: Provided by the Regional Personality Disorder Service: 
Skills based interventions for Borderline Personality Disorder/Emotional dis- 
regulation:  Scheduled dates are 20th September, 18th October.  
 
This action has been completed  

     Service Developments: 
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 February 
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2016. 
 
The Palmerston North team have a scheduled education slot in their 
Consultation Group, which they have been dedicating to Practice Ground.  
 
A world-renowned DBT trainer visited New Zealand on 12-13 November 2015 to 
provide a workshop focussed on enhancing DBT individual therapy practice, 
attended by 8 staff. 

 Description Recommendation and agreed action  Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

     Internal Training 
The DBT team provided internal four-hour ‘Introduction to DBT’ workshops on 
DBT this year. Dates were 22/04/15 and the second was held on 10/06/15. One is 
scheduled for 4 November 2015. 
 
The Palmerston North DBT Programme is currently providing the ‘Distress 
Tolerance’ module of their DBT Skills Group.  21 clinicians In total attended the 
training last year.  

August 2016: Work continues with progress on a more sustainable model. 
Update April 2016: 
Workforce planner includes DBT training, planner which was finalised in April 
2016.  
Meeting with Regional PD service 19.04.16 recommended a more efficient and 
sustainable model of delivery. 

  Implement active MDT case review for 
all clients, and audit for review of 
clients receiving DBT, CBT and 
psychological therapies. E.g. for clients 
with Eating Disorders. 
 
 

 30 
September 
2015 

Update: November 2015. 
Regional Personality Disorder Service  
The Regional Personality Disorder Service (RPDS) continue to visit MCH on the 
third Tuesday of every month to provide consultation for clinicians working with 
clients diagnosed with personality disorders.  
 
Active MDT case reviews for each Mental Health Service occur for all clients as 
standard practice. 
 
The action has been completed. 

Service Developments: 
The Revised file audit check includes ensuring MDT case reviews include multiple 
discipline input.  
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Ensure pharmacy input to MDT 
processes, over sighting prescribing 
regimes, and polypharmacy 

 30 
September 
2015 

Update: November 2015 
Pharmacy input into MDT processes occurs. . 

Ward 21 has an allocated Pharmacist to monitor and over sight prescribing 
regimes and medication reconciliation, this is part of the normal processes in the 
ward. 

This action has been completed. 
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6. Student focus  
Recommendation 
Actively support students in a way that minimises transitions of care and handovers to other services and that deliberately factors in their requirements as a student into care plans. 

 Key points: 
• Build relationships with student health and develop joint care planning 
• Use a joint approach to ensure seamless transition from holidays into services 
• Include contact with families from out of area as part of joint care planning  

MDHB should work with University Counselling 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  

Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

 Build relationships with student 
health and develop joint care 
planning 

 

 
 
 

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.  

Service 
Director 
Clinical 
Director 
 

End of July 
2015 
 
 
 

Update: 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.  
MOU has been signed 
This Action is completed 

30 
September 
2015 

A further MOU is to be completed in consultation with UCOL 
Update: April 2016 
Draft MOU has been sent to UCOL for consideration, delay in sending due to 
further edits required with Massey. Sent April 2016.   
 

April 2016 

Service Developments:  
Work is currently underway to include the International Pacific University (IPU) 
also – This will commence in May 2016.  
August 2016 – MOU is currently with the CEO of UCOL, MHAS is awaiting sign off 
from them; however Massey University, UCOL & IPU representatives meet 
regularly as a group, all are aware of and the MOU with MHAS. 
MEMO updating and reminding all MHAS staff of the current MOU with Massey 
has been sent out by the clinical director. 

 Use a joint approach to ensure 
seamless transition from holidays 
into services 
 

Stock take all current clients with 
shared care arrangements with 
Massey University as well as all 
other Palmerston North Tertiary 
Institutes and Organisations 
  

 
 
 
 
 
 
 
 

30 
September 
2015 

Update: 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. A copy of the MOU is available 
through the Service Director MHAS.  Service Developments: 
Initial assessment form for MHAS includes a section which identifies other 
current health care providers for the service user. 
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 Description Recommendation and agreed 
action  

Responsible 
Role 

By When Progress on Action/Update  
Service Developments  

 Include contact with families from 
out of area as part of joint care 
planning  

Develop shared care individual 
plans which incorporate 
presentation arrangements and 
care which covers absences due 
to holidays in other areas 
 

 October 
2015 

August 2016: Initial assessment includes family in the planning process.  
Update:   
February 2016 
Current review and update and further development of initial assessment 
documentation and care planning for entire the MHAS has commenced with a 
completion date of first draft, set for 1st April 2016.  
 
 

  Key worker handover to be 
incorporated into both MDT and 
individual care plan processes. 
The plan to note positive 
confirmation of contact by 
agreement that the individual can 
re contact the service of origin if 
other service contact is not made 

  August 2016: The clinical manager group are working with the consumer and 
family advisors to ensure the service user is aware of the processes. The 
directory which is to be rolled out during Mental Health Awareness week, is 
extremely informative. 
Pilot of new initial assessment form began on 1st April for two weeks, review of 
pilot and feedback is due 15th April.  Finalisation of The form is scheduled for May 
and will roll out service wide from June 2016.   
Further Service Developments: 
 

  Develop shared care individual 
plans for students receiving joint 
care which incorporate contact 
by the lead carer with families 
during holiday periods.  

 30 
November 
2015 
 
 
 

Update: 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.  
 
This action has been completed. 

Audit a sample of shared care 
plans and report by end of 
October 2015. 
 
 

 October 
2015 
 
 
 

Service Developments: 
August 2016: This is included in the file audit.  
Update: April 2016.Please see above comments re: Development of generic 
initial assessment document for MHAS (includes documenting and other services 
involved).  
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Ensure patient has telephone 
access to their family & support 
network whilst admitted to 
Ward.  

 December 
2015 
 

Update:  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) 
All patients from out of town have access to a phone and are provided with a pin 
number to enable toll calls to their family and Whānau. 
August 2016: The access to the telephone for out of town is now on the agenda 
at the 21 up meetings. The consumer and family advisor have also confirmed 
that the next survey planned to go out to service users, also includes a question 
regarding access to telephone for out of town calls.  
Action regarding telephone access is: COMPLETED  

  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.  
Contact to include ‘out of the 
box’ thinking, using modern 
technology, such as Skype / video 
conferencing / text and 
Facebook. 

 30 October 
2015 
Explore 
use of 
Skype for 
relevant 
services 
e.g. CAFs 
and EIS as 
well as 
CMHT  

Update: November 2015 
Maternal mental health has implemented SKYPE access to desktop computers. A 
request to expand access has been sent to the MCDHB IT department. 
 Service Developments: August 2016 
Referral to specialist services (other regions), standard procedure document 
currently being drafted. 
Tararua community mental health clinical manager is working with the service to 
purchase video link access, this allows for the ability to have involvement in the 
MDT meetings on other sites. The ability to use this technology will lead to future 
opportunities to link with other DHBs for MDT/family meetings.  
Text messaging is certainly on the plan, through an organisational process. A 
representative from the MHAS is on the organisational working group. Currently 
there is no confirmed date for this roll out, as the organisation was required to 
upgrade the phone exchange to digital system first.  
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7. Service Configuration  
Recommendation 
Design and implement models of service delivery that support consumers in a variety of settings and that have the flexibility to adapt intensity of support when and where it is 
needed. 

 Key points- 
to develop 

• An enhanced crisis response service  
• A more home focused /  home based treatment focus  
• Improve community respite service access / capacity 

To develop peer support service options 
 Description Recommendation and agreed 

action  
Responsibl
e Role 

By When Progress on Action/Update  
Service Developments  

 Review acute responses including 
proposed model of care 

Progress the establishment of a 24 
hour acute care team.  

 

SD/CD 
 

By end of 
August 
2015- 
 

Update:  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. 

Update: May 2016 
Progression of model of care for Acute Care Team, Working with staff and unions 
to progress the Implementation plan. 
Service Development:  
Progress and imbed the model of care, communicate the role of the ACT service 
to all stakeholders.  
August 2016: The 24 hour model is established with full integration of staff in all 
roles SPOE/Duty and crisis support roster is to commence from 1st September 
2016.  
This Action is completed 

 Improve community respite 
service access / capacity 
 

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 

SD/CD/ 
Funding 
manager 
 

30 June 
2015 
 

Update: November 2015 
Established and confirmation that they will continue to April 2016 achieved in 
October 2015  ( 4 Additional beds confirmed in October)  
 
This action has been completed. 
 

Service Developments:  
Dalcam offers a residential facility set amongst 20 acres of bush & land.  Modern 
facility equal to a 1 bedroom motel unit.  Peer support and activities on site. 
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  Workforce development plan with 
work stream on cultural change, 
and engagement with consumers  
 
 

DHB P+F 
role 

Monitor  
Te Pou 
workshops 
 Dec 2015 

November 2015 
Workforce Development plan with regards 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 processes: 
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  
Further Service Developments: 
Ongoing evaluations of workshops  for values & attitudes to drive further 
improvements  
MidCentral DHB fund peer support and advocacy through 2 agencies This is a 
free service to MDHB patients.  Peer Support can either be on or off site.  Peer 
support offers patients a beacon of hope recovery are possible.  Both agencies 
visit the ward offering to support clients who wish to engage.  The Family Advisor 
visits each Friday afternoon.  Staffs are becoming more aware of peer 
relationships.  Upon discharge community connections are being made to help 
with social isolation.  MDHB also offer a number of healthy Living activities free 
of charge.  Additional 1FTE funding.  Transport to and from is provided if needed. 

  Support the Palmerston North 
consumer advisory group to 
develop a peer support service.  

• Engage with Planning and 
funding portfolio role  

 
• Map existing services 

 
 
 

• Develop a service level 
agreement with the 
consumer representative 
group  

 
 
 
 
 
DHB P+F 
role 

 
 
 
 
 
30 
September 
2015 
 
 
 
30 
November 
2015 
 
 
 
February 
2016 

  Audit report on completed 
workshops-completed within two 
months of the workshop 
completions. Audit report on 
utilisation of additional capacity 
completed end 2015. 

DHB P+F 
role 

December 
2015 

August 2016: Feedback from the groups, has been largely positive, A staff 
experience survey is scheduled for September 2016.  
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) 
Further Service Developments: 
Teams who have completed the Values & Attitude workshops are currently going 
through goals identified for service improvement. Report expected June. 
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8 & 9  Documentation 
Recommendation 
Introduce and support collaborative note writing or similar tools, in order to keep the Documented records accurate and meaningful to both consumers (and family) and to staff.  
Provide clear guidance to staff about how to share information with families  

 Key points: 
Training in collaborative note writing 

• Improving the quality of clinical file documentation 
• Work towards an electronic clinical record 

The focus on patients (and family) must remain clearly at the centre (of the service delivery and documentation) 
 Description Recommendation and agreed 

action 
(Includes ongoing processes_ 

Responsible 
Role 

By When Progress on action Update 
Defined as Completed/Ongoing 

 Training in Collaborative note writing 
 

Workforce training to be 
completed in collaborative 
note writing 
Training to use the principles 
of ‘co design’ and include a 
focus on patient rights as 
outlined in the sector 
standards. (The Code of 
Health and Disability Services 
Consumers' Rights, and 
‘Health and Disability Core 
Standards, NZS 
91344.1:2008).  
 
Rights include patient rights to 
edit and update notes.  
 
The training to highlight 
individual right to request a 
change of responsible clinician 
or key worker.  

Service 
Director 
Clinical 
Director 

30 
November 
2015 
 

August 2016. 
Procedure Document MDHB-2792 Request for Change of Key Worker – 
Responsible Clinician is available for staff to follow when a service user requests 
change of key worker. This document has been discussed with the consumer and 
family advisors. This document is to be provided as a reference in the MHAS 
orientation manual, which is currently being updated.  
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 
April 2016: Clients do have a right to read their file & make file notes; the file 
notes are not deleted, an attachment is made to the file with client’s comments 
only. 
 
Date: November 2015 
The Te Pou workshops contained 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 
 
 
 
 
 
  

 Implement a clinical file audit 
programme 
 

Update of the policy on 
collaborative care plan 
development, and review of 
file documentation and notes 
by consumers to be 

(as above) 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.  
January 2016 
Clinical file audits are scheduled for 2016; Scheduled audits are tabled at the 
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completed.  
 
 
-Plan a clinical file audit 
programme as part of the 
quality assurance activity for 
the MHS 
 
 

 
 
Audit plan to 
be 
completed 
by 30 June 
2015 
Audits 
commenced 
30 July 15-
July 2016 
1/4 report  

service quality meetings. 
 
Further Service Developments: clinical file audit - there is a current clinical audit 
and schedule. Audits are completed Monthly, The current audit activity and 
reports have gaps, and are inconsistent  
More work is required to improve the audit cycle and reporting. An improvement 
date for compliance to 80% is set for the end of June 2016 
August 2016: Ward 21 and STAR 1 have completed audit schedules which include 
clinical file audits. The audits are reported at the team level and managed 
through the Charge Nurse. Next steps are through the further development of 
the Quality & Risk Dashboard at each team level.  

 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)  
Dec 
2015 
 
 
 
WebPAS to 
have 1/4ly 
report. 
Phase One 
completed 
end Jan 
2015. 

August 2016: MHAS representation continues and now includes a clinical 
manager on the working group.   
April 2016: Consumer representative has been appointed and attends the 
organisational steering group meetings (commenced from March 2016)  
An end date for WebPAS implementation has yet to be set by the Organisation. 
November 2015 
Internal reports on progress through attendance at the project meetings, has 
commenced.  
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. 
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TO Healthy Communities Advisory Committee 

Quality & Excellence Advisory Committee 
  

FROM Craig Johnston, General Manager Strategy 
Planning and Performance  

  
DATE 24 August 2016  

  
SUBJECT 2016/17 Annual Plan:  Priorities,  

Accountabilities and the Production Plan 
 
 
1. PURPOSE 
 
The purpose of this paper is to update the Committees on the 2016/17 Annual Plan.  It is for 
information only.   
 
2. SUMMARY 
 
MidCentral DHB’s 2016/17 Annual Plan is with the Ministry of Health prior to its presentation 
to the Minister for his endorsement.  The latest update from the Ministry is that there are no 
outstanding issues.   
 
The Annual Plan contains 130 objectives which line up with national, regional and local 
priorities.  This is shown in a mapping table which is attached (Appendix A). It also identifies 
alignment with external accountabilities.  
 
The objectives have each been assigned to responsible departments and officers and the 
reporting accountabilities defined, as determined through the annual planning process.  This is 
documented in a table, which is attached (Appendix B). 
 
The MidCentral Health Price Volume Schedule and Washup Rules have been finalised and are 
attached.  The funding level for MidCentral Health for 2016/17 is $280.2 million, a 2.85 per 
cent increase on the previous year. 
 
  
3. RECOMMENDATION  
 

that this report be received. 
 
 
 
 
 
Craig Johnston 
General Manager, Strategy, Planning and Performance  

 
 

MEMORANDUM 
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4. BACKGROUND 
 
The 2016/17 Annual Plan is with the Ministry of Health awaiting presentation to the Minister 
for formal approval.  Over recent weeks there have been a small number of minor technical 
details that have been adjusted in response to Ministry requests, but this process is understood 
to be completed.  Latest advice from the Ministry is that MidCentral’s plan is ready to go to the 
Minister.  
 
 
5. ANNUAL PLAN PRIORITIES 
 
The 2016/17 Plan contains approximately 130 objectives developed in conjunction with Service 
Managers, Operations Directors and Portfolio Managers.  Some of the objectives were 
extensions of existing work programmes, and in some cases carried forward from previous 
years.  Most of the objectives are linked to government priorities, with a small number being 
uniquely local initiatives.  Many of the objectives link to external accountabilities. 
 
The Annual Plan was developed before the Strategic Framework was adopted; the Plan 
contains linkages to the Framework, but is not organised according to it. The central themes 
within the plan include the following: 

• Achieving health gain in priority areas and through priority programmes, including 
improving equity in the health of Māori   

• Improving linkages, coordination and transfer of care between services 
• Strengthening capacity and capability across the sector, including Integrated Family 

Health Centres (IFHCs) 
• Managing demand growth including acute and ED attendances 
• Achieving improvements in Mental Health and Women’s Health 
• Reducing Ambulatory Sensitive Hospitalisations, with a focus on long term conditions 
• Improving waiting times for elective and diagnostic services 
• Using collaboration and partnerships for priority populations, including intersectoral 

partners 
• Improving quality and safety of services and promoting clinical excellence 
• Sound stewardship of resources, including improved efficiency 

 
Attached as Appendix 1 is a table mapping objectives to either government priorities or to 
MidCentral’s priorities.  It also identifies objectives that are carried forward from 2015/16. 
 
 
6. ACCOUNTABILITY FOR OBJECTIVES 
 
The objectives contained in the Annual Plan have each been mapped to the relevant service 
(e.g. Strategy, Planning & Performance, MidCentral Health, Public Health Unit) and to the 
person(s) who is principally responsible for reporting progress against the milestones and 
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performance measures for the objective.  The full table can be found in Appendix 2.   The table 
includes any external reporting obligations and the timeframe for the deliverable.  It is 
noticeable that many of the deliverables relate to external accountabilities, again reflecting the 
high degree of alignment between objectives and government priorities. 
 
The accountabilities table has been prepared in conjunction with the relevant officers, all of 
whom were involved in developing the Annual Plan.  The responsible officers have all received 
copies of the mapping table and are aware of the timeframes. 
 
 
7. THE PRODUCTION PLAN AND THE MIDCENTRAL HEALTH PRICE VOLUME SCHEDULE 
 
An important step in the completion of the Annual Plan is finalisation of the DHB’s Production 
Plan. The Production Plan details how the Population Based Funding (the Funding Envelope) is 
used to purchase Health and Disability Services for the population. It details the planned 
revenue, expenditure and volume of planned outputs across the Health Service Groups, 
including Inter District Flows, by purchase unit.  
 
Finalisation of the Production Plan always occurs at the end of the planning process because it 
is dependent on late arriving advice from the Ministry of Health, for example, items announced 
in the Budget.   
 
An important part of the Production Plan is MidCentral Health’s Price Volume Schedule. The 
start point for the 2016/17 year was the allocation of $280.2 million of funding to MidCentral 
Health. This was an increase of 2.85 percent over the previous year.  From this start point, 
managers and clinicians supported by the Corporate Services team adjust volumes between 
purchase units (largely based on recent trend of actual activity) to arrive at a mix of services 
that meets local needs within the funding allocated.  The Price Volume Schedule must also 
meet key external outputs and accountabilities (eg Elective and Ambulatory Initiatives, Health 
Targets, Health Indicators, Inter District Flows etc). Developing the Price Volume Schedule is 
integrally connected to the operational budgeting process for MidCentral Health.   
 
The approach taken to the MidCentral Health Price Volume Schedule enables services to 
respond to demand and service capacity pressures at a purchase unit level as much as is 
possible within the overall funding available.   
 
MidCentral Health’s summary level Price Volume Schedule for 2016/17 is attached as Appendix 
3. 
 
8. WASHUP RULES 
 
The washup provisions are the rules by which the Funder adjusts funding to MidCentral Health 
to reflect unders and overs in purchased levels of activity (as identified in the Price Volume 
Schedule) through the course of the year.  Historically, the Funder provided additional revenue 
to reflect higher levels of activity in certain service areas, and reduced funding for under-
delivery in others.   
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Over the last two years there have essentially been no wash-ups.  This reflects the tighter 
financial environment and a commitment on the part of the Funder to provide MidCentral 
Health with all the available funding up front, rather than withholding a portion to cover risk 
associated with wash-ups.   

The exceptions to the no washup rule are as follows: 

• Where the funding source is external to the DHB and where non-delivery results in a 
reduction in funding to the DHB – eg, Elective Initiatives, which are essentially fee for 
service. 

• Financial penalties for non-performance, such as those that apply around Elective 
Services Performance Indicators (ESPIs). 

• Inter District Flows associated with the Regional Cancer Treatment Service.  Historically 
volumes in this area have gone up and consequently the DHB receives additional 
funding which is passed through to the provider to recognise the increased activity. 

 
The Washup Rules are attached as Appendix 4. 
 
 
9. CONCLUSION 
 
The Annual Plan is a key accountability document between the Board and the Minister of 
Health (and Parliament).  It has many components that interlink to form the whole, including 
the Statement of Intent and Statement of Performance Expectations, delivering on government 
priorities and health targets and accounting for the funds appropriated in terms of outputs, 
revenue and expenditure on publicly funded services to be purchased and provided for our 
population.  Many components of the Annual Plan are subsequently used as the basis for 
performance monitoring and reporting – including the Annual Report – both in terms of 
improvements against performance measures and milestones, and, accountability for financial 
performance and ‘value for money’,  
 
Preparation and finalisation of the Production Plan, including the MidCentral Health Price 
Volume Schedule, is an important part of the planning process.  Preparation of the Production 
Plan (including the Price Volume Schedule) impacts on both service planning and budgets.  As 
the year progresses, the Production Plan underpins both internal operational management and 
external reporting of financial and non financial performance. 
 
The accountability arrangements and the subsequent reporting obligations between the 
District Health Board and the Ministry of Health are identified in three key accountability 
documents – the Service Coverage Schedule, the Operational Policy Framework for DHBs and 
the Non Financial Performance Monitoring and Performance Measures Framework.  These are 
supplemented by the Annual Planning guidelines, financial reporting templates, the Electives 
Schedule, the Production Plan and Mental Health reporting template, and, the Letter of 
Expectations from the Minister of Health. 
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Key requirements derived from these accountability arrangements are then translated into 
operational management tools, the likes of which have been included in this report for the 
Committees’ information. 
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Appendix 1  
 
2016/17 ANNUAL PLAN EXTRACT - SERVICE PLANS 

  

MATERNAL AND NEONATAL  
OBJECTIVES  

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Focus area:  Pregnancy and Parenting    
Reduce rates of smoking by women who are pregnant through provision of 
timely advice to quit and referrals to smoking cessation services  

Y Y Y 

Promote and improve the coverage of influenza and Pertussis vaccination 
for pregnant women (28 – 40 weeks)  

N N Y 

Increase early registration of pregnant women with a LMC and reduce the 
proportion of women presenting to the Birthing Suite without a LMC  

Y Y Y 

Improve coordination of Pregnancy and Parenting Information and 
Education Services to achieve greater access for priority pregnant women 
and their families/whānau 

N Y Y 

Increase access to options for early trimester termination services N Y Y 

Focus Area:   Quality Maternity Services    

Improve the safety and quality of secondary (hospital-based) maternity 
services 

Y Y Y 

Reduce perineal  trauma and improve follow up for women with 3rd or 4th 
degree tears and increase the number of primiparous women experiencing 
spontaneous vaginal/normal births 

N Y Y 

Reduce the number of neonatal admissions for full  term babies without 
abnormality, by 31 March 2018 

N N Y 

Focus area:   Neonatal and Infant Health    

Increase the proportion of newborns enrolled with a PHO within 3 months of 
birth  

Y Y Y 

Improve breast feeding rates  Y Y Y 

Improve coordinated care planning for vulnerable women and their infants  Y Y Y 

Reduce the number of sudden unexpected deaths in infancy, with a focus 
on Māori infants 

Y Y Y 

Focus Area:   Well Child Services    

Increase the number of core contacts (0-4 year olds) delivered for each well 
child check  

N Y Y 

Increase the proportion of caregivers who are provided with Sudden 
Unexpected Death in Infancy (SUDI) prevention information at Well Child 
Tamariki Ora core contact 1 check 

Y Y Y 
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CHILD HEALTH 
OBJECTIVES  Rolled over 

from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority Focus area:  Raising Healthy Kids & B4SCs 

Increase the number of referrals  for children identified as obese (BMI >98th 
percentile) through the B4SC programme and requiring appropriate 
intervention 

N Y  

Improve timeliness of the B4SC assessments being undertaken by the time 
children are aged 4 ½ years 

Y Y Y 

Focus Area:   Rheumatic Fever 

Y Y N Maintain a low crude rate of first hospitalisations for acute rheumatic fever 
through implementation of the Rheumatic Fever Prevention Plan and 
introduction of the “Sore Throat Management” pathway 
Identify modifiable system failures and risk factors contributing to initial and 
recurrent hospitalisations for acute rheumatic fever 

Y Y N 

Focus area:   Vulnerable Children and Families 
Support the collective action to reduce the incidence of assaults on children 
and protect children from harm through better supported access to 
specialist health services when needed by vulnerable children and their 
families/whānau 

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

   
Y Y Y 

Support the transition of the Social Sector Trial (SST) programme from a 
community-influenced model to a community-led model to improve health 
and social outcomes for the 5 – 18 year old age group living in the 
Horowhenua district 

Y Y Y 

Improve the capacity of child health services to better meet the needs of 
children and their families with learning and behaviour difficulties 

Y N Y 

Improve the health care experience for children with complex care issues 
and their families by providing a better coordinated approach to care 
management 

Y N Y 

Focus Area:  Immunisation    
Sustain high immunisation coverage across the National Immunisation 
Schedule 

Y Y Y 

Increase Human Papillomavirus (HPV) immunisation rates for 12 year old 
girls (2003 birth cohort) 

N Y Y 

Focus Area:  Oral Health 

Y Y Y Maintain or exceed a high proportion of the 0 – 4 year old children enrolled 
with the oral health service and increase the utilisation of dental services by 
adolescents (from School Year 9 up to and including age 17) 
Enhance efficiency in service delivery and improve oral health outcomes for 
children and adolescents (includes titanium) 

Y N Y 

Increase  caries free rate of 5 year old children over the next five years with 
a particular focus on improving oral health equity for Māori and Pacific 
children through targeted oral health promotion, early intervention and 
fluoride programmes 

N Y Y 

Focus Area:  Ambulatory Sensitive Hospitalisations    
Reduce avoidable hospitalisations for childhood asthma (including wheeze), 
gastroenteritis and respiratory infections 

Y Y Y 
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YOUTH HEALTH  
OBJECTIVES  

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Focus area:  Responding to Young People in Primary Care 
Y Y  Support general practice in delivering youth friendly services for young 

people 
Improve transition of care planning between child and adult health services 
alongside management of adolescents with complex health problems N N Y 

Improve the delivery of service options for transgender clients to better 
meet their needs N N Y 

Ensure the delivery of accessible, confidential health care services to young 
people attending all decile 1-3 secondary schools (including composite 
schools, teen parent units and alternative education facilities) 

Y Y Y 

Reduce incidence of unintended teen pregnancies N Y  

Focus area:   Responsive Child, Adolescent and Family Mental Health and Addiction Services 
Increase options for young people with mild to moderate mental health 
and/or addiction issues  to attend early intervention programmes (focused 
on specific age groups within the cohort) 

Y Y Y 

Improve follow up in primary care of youth (aged 12-19 years) discharged 
from secondary mental health and addiction services through better transfer 
of care arrangements from CAMHS and Oranga Hinengaro 

Y Y Y 

Reduce waiting times for young people referred to specialist child and 
adolescent mental health and addiction services Y Y Y 
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GENERAL AND SPECIALIST ASSESSMENT & TREATMENT SERVICES 

OBJECTIVES  
Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Focus area:  Acute and urgent care in primary care    

Increase capacity and capability of General Practice Teams to better assist 
people presenting with acute illnesses requiring urgent care through 
implementation of agreed Collaborative Clinical Pathways for specified 
conditions and community-based options for acute care 

Y Y Y 

Improve effectiveness of urgent and acute care response to patients 
identified as ‘frequent users’ of the Emergency Department, St John 
Ambulance, General Practice and/or After-hours clinics 

N N Y 

Integrate District Nursing teams with interested IFHC/GPTs and iwi/Māori 
partners by December 2017 Y N Y 

Improve system to better respond to seasonal increases in the number of 
patients presenting with acute and urgent care needs N Y Y 

Focus area:   Emergency department and hospital capacity 

Y Y Y Improve the patient flow throughout the hospital by reducing lengths of stay 
and unnecessary delays to assessment, diagnostics, transfer of care and 
discharge arrangements 

Focus area:   Spinal cord injury and Major Trauma ‡ 
Y Y  Reduce preventable mortality, complications and lifelong disability of people 

who have sustained a spinal cord injury or major trauma 

Focus area:   Early Identification and Management of Long Term Conditions and System 
Integration 

System design 
Improve access to specialist medical and surgical services provided 
throughout the district by connecting and transforming primary, community 
and specialist services 

Y Y Y 

Reduce hospital bed day utilisation and acute readmissions to hospital for 
people with a long term condition through well-coordinated transfer of care 
arrangements for the patient and the family/caregiver 

Y N Y 

Increase access to primary and community care services closer to home Y Y Y 

System level measures 
N Y Y Improve overall health system performance through introduction and 

implementation of the national System Level Measures Framework 

Whānau Ora 
Provide an authentic health contribution to Whānau Ora in the district 

Y Y Y 

Smoking cessation and tobacco control  
Increase quit attempts through provision of brief advice, offer of nicotine 
replacement therapy initiation and referrals to smoking cessation services 

Y Y Y 

Increase uptake of smoking cessation services from 13% base rate in 
2015/16 by end of December 2016 Y Y Y 
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GENERAL AND SPECIALIST ASSESSMENT & TREATMENT SERVICES 

OBJECTIVES  
Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Focus area:   Early Identification & Management of Long Term Conditions and System Integration 
(continued) 

Respiratory conditions 
Reduce acute exacerbations resulting in a hospitalisation for people with 
chronic respiratory conditions through primary and secondary interventions 
that are better connected with an agreed model of care 

Y Y Y 

Diabetes 
Improve the delivery of equitable services for people  living with diabetes 
through primary and secondary interventions that are better connected with 
an agreed model of care 

Y Y Y 

Chronic Kidney Disease 
Reduce unwarranted variation in general practice management of chronic 
kidney disease (CKD) to reduce progression to end-stage renal failure 

N Y Y 

Cardiovascular risk and cardiac disease ‡ 
Y Y Y Improve identification and management of cardiovascular risk across all 

eligible population groups enrolled in primary care 
Improve the delivery of equitable and timely services for people with heart 
disease through primary and secondary interventions that are better 
connected with an agreed model of care 

Y Y Y 

Improve the provision of timely interventional cardiology services to address 
equity of access for MidCentral’s population with reduced waiting times for 
referred procedures and improved diagnostic services 

Y Y Y 

Increase cardiac surgery discharges to agreed minimum level for our 
population Y Y Y 

Stroke ‡ 
Increase access to quality assured 24/7 acute stroke and thrombolysis 
services 

Y Y Y 

Ensure people who have experienced a stroke and admitted to hospital 
receive early active rehabilitation services Y Y Y 

Hepatitis C ‡ 
Maximise the wellbeing of all MidCentral people at risk of or living with 
hepatitis C through implementing a single clinical pathway across the 
district aligned to the Central region’s implementation programme (subject 
to funding) 

Y Y  

 

SCREENING SERVICES 
OBJECTIVES  
Focus area:   Cervical screening 

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Y Y Y Increase cervical screening coverage for priority women, including Māori, 
Pacific and Asian ethnic groups 
Increase PHO cervical screening coverage with a particular focus on 
IFHCs/GPTs with total population coverage rates below target Y Y Y 

Increase attendance and improve experiences of Māori women requiring 
colposcopy services Y Y Y 

Focus area:   Breast screening 
Y Y Y Increase breast screening coverage for priority women, including Māori, 

Pacific and unscreened groups 
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PLANNED (ELECTIVE) AND REFERRED SERVICES 
OBJECTIVES  
Focus area:   Diagnostic imaging services ‡ 
Improve equitable and timely access to diagnostic imaging services, through 
the development and installation of a regional radiology services framework 
and a Radiology Information System (RIS) solution 

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Y Y Y 

Focus area:   Colonoscopy services 
Y Y Y 

Sustain timely access to diagnostic and surveillance colonoscopy services 
and facilitate unified approach to meeting Global Rating Scale measures 

Focus area:   Elective surgery services ‡ 
Y Y Y 

Achieve annual target volume of elective surgery discharges by end of June 
2017 
Improve management of referral and treatment pathways for elective 
surgery Y Y Y 

Reduce elective surgery bed day utilisation through planned preparation and 
earlier mobilisation of patients post-surgery Y Y Y 

Provide more comprehensive information on the outcome of referrals from 
primary care to secondary care and the time it takes patients to access care Y Y Y 

 

CANCER SERVICES ‡ Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority OBJECTIVES  

Focus area:   Faster cancer treatment 
All people with cancer can easily access services in a timely way to improve 
overall cancer outcomes 

   

Y Y Y 

Increase number of patients treated within the High Suspicion of Cancer 
(HSC) pathway so that more people are identified earlier in primary care and 
referred to secondary outpatient services 

Y Y Y 

Focus area:   Standards 
Y Y Y 

Improve quality of services against the provisional tumour standards 
Strengthen consistency of assessment, referral and treatment of prostate 
cancer N Y Y 

Focus area:   Equity and social supports 
N Y Y 

Decrease disparities in access or outcomes for priority populations 
Strengthen support for people with cancer and their family / whānau   Y Y Y 

Focus area:   Information and capacity 
Y Y Y 

Improve quality of data and information management   
Increase capacity of service to meet growing volume of patients requiring 
specialist cancer treatment Y Y Y 
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HEALTH OF OLDER PEOPLE 
OBJECTIVES  
Focus area:   Services for People Living with Dementia ‡ 

Increase access for family/whānau carer education programme options 

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

N Y Y 

Improve access for General Practice Teams to a range of dementia 
resources from a known, trusted central source N Y Y 

Improve knowledge and skills of primary care clinicians to better identify, 
manage and support people with dementia N Y Y 

Focus area:   Needs Assessment and Service Coordination 
Services N Y  
Decrease the proportion of referrals waiting greater than 20 days for a first 
assessment by the NASC agency, by 30 June 2017 
Increase use of the interRAI assessment Mental Health functional 
assessment tool for all older adults with mental illness requiring residential 
care 

N N Y 

Increase use of valid interRAI data to inform service development in hospital 
and primary care Y Y Y 

Promote learning from comparative data derived from the regional 
dashboard project ‡ Y Y Y 

Focus area:   Aged Residential Care Services    

Increase proportion of people in aged residential care facilities who have a 
relevant, up-to-date interRAI  assessment completed Y Y Y 

Improve end of life care options for people living in Aged Residential Care 
facilities N N Y 

Focus area:   Specialist Services for Health Of Older People 
and System Integration Y Y Y 
Improve access to specialist community-based services for older people with 
complex health conditions 
Reduce risk of injury resulting from falls through implementation of a district 
wide falls and fracture prevention management programme throughout 
2016/17 # 

Y Y Y 

Minimise risk of secondary/subsequent fractures through provision of a 
well-coordinated Fracture Liaison Service (FLS) throughout 2016/17 Y Y Y 

Improve safe and effective medication management for people living in 
aged residential care facilities Y Y Y 

Focus area:   Palliative Care Services and Advance Care 
Planning   

N y? Y 
Increase the number of people receiving standardised  consistent 
assessments for end of life care (subject to agreement from the national 
interRAI Governance Group) 
Increase access to palliative care bereavement support guidelines and 
toolkit Y N N 

Advance the integrated specialist palliative care model for the district Y N Y 
Improve workforce competency in having advance care planning 
conversations with patients and their family and whānau ‡ Y N Y 
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MENTAL HEALTH AND ADDICTIONS  Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority OBJECTIVES  

Focus area:   Acute Mental Health and Addiction Services 
N N Y 

Reduce unacceptably high occupancy levels and lengths of stay in acute 
inpatient unit 
Improve access to consistent, coordinated services for assessment and 
follow up of clients in crisis and provide a better response to consumers 
presenting with acute need 

N N Y 

Implement district-wide model of care for mental health specialist services 
for older persons N Y Y 

Improve equity of access and timeliness of service response for all 
population groups across the district through increased capacity of 
community based mental health services 

Y Y Y 

Clients receive improved safe delivery of treatment options for opioid 
addiction per standard guidelines N Y Y 

Support staff to better engage with consumers and family as valued 
partners in service delivery and service development opportunities across 
Mental Health services 

N N Y 

Reduce the number of Māori receiving mental health care under a 
Compulsory Treatment Order (CTO) relative to non-Māori population Y Y Y 

Improve quality of care delivery system, reduce risks and enhance the 
consumer’s experience of care N N Y 

Focus area:   Integrated Mental Health and Addiction Service 
Y Y Y 

Improve outcomes for offenders engaged with Alcohol and Other Drug (AOD) 
Services through the Community Probation Service 
Increase support for children of parents with mental illness and/or addiction  
(Supporting parents, healthy children) Y Y Y 

Ensure local and regional capacity to respond to potential requirements 
from the new Substance Addiction (Compulsory Assessment and Treatment) 
Bill ‡ 

N Y Y 

Maintain an accessible and cost effective primary health care service for 
people with a long term mental illness through redesign of the Shared Care 
Programme 

Y Y Y 

Consider requirements to support the shift to an outcomes focused 
approach N Y Y 

 

QUALITY IMPROVEMENT PROGRAMME  
OBJECTIVES  
Focus area:   Improving quality, safety and experience of care 
Falls 
Reduce injury from falls in hospital 

Rolled over 
from related 
2015/16 

 

Govt / MoH 
Priority 
Programme 

 

MDHB 
Related 
Priority 

 

Y Y Y 

Hand hygiene 
Achieve and sustain good hand hygiene practices 

Y Y Y 

Surgical safety 
Improve surgical safety through good team coordination and communication 
practices 

Y Y Y 

Sustain achievement of surgical site infection process measures Y Y Y 

Medication reconciliation 
Reduce medication errors and medication-related harm 

Y Y Y 
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Pressure injury 
Reduce the potential for harm to patients from pressure injuries through  a 
consistent approach to the prevention, assessment and treatment of 
pressure injury and nutritional status 

Y Y Y 

Restraint management ‡ 
Implement a consistently applied approach to clinical services’ restraint 
management in the Central Region 

N N Y 

Consumer engagement and patient experience 
Establish sector-wide Consumer Alliance Council in line with the DHB’s 
revitalised Strategic Framework and subsequent development of strategic 
plan over the 2016/17 year 

N N Y 

Transform the model of spiritual care to improve the patient/family 
experience N N Y 

Develop an enduring Partners in Care Programme N N Y 
Continue implementation of the national quarterly inpatient experience 
survey tool Y Y Y 

Quality improvement capability and leadership 
N N Y Support clinical staff to complete Improvement Advisor training in 2016/17 

and 2017/18 
Develop and implement a Quality Improvement Collaborative across settings Y N Y 
Lead development and compilation of the 2015/16 Quality Account for 
publishing within five months of fiscal year end Y Y Y 

 

HEALTH WORKFORCE PROGRAMME  
OBJECTIVES  
Focus area:   Organisational Culture and Change 

Implement transformational organisational change within MidCentral DHB to 
achieve a high performing health system in line with the DHB’s strategic 
framework and feedback received from staff 

Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority 

Y N Y 

Build change leadership capability ‡ Y Y Y 

Focus area:   Workforce Capacity and Capability    
Improve workforce planning, sourcing and training opportunities through 
work with the Central Region’s Regional Training Hub (Regional Director of 
Workforce) to extend workforce capacity and capability ‡ 

Y Y Y 

Reduce number of staff with accumulated excess annual leave balances N N Y 

Expand workforce capability through improved training, education, learning 
and career development ‡ 

N Y Y 

Implement requirements of the Vulnerable Children Act including alignment 
of the DHB’s child protection policy with relevant sections of the Act 

Y Y Y 

 

LIVING WITHIN OUR MEANS  Rolled over 
from related 
2015/16 

Govt / MoH 
Priority 
Programme 

MDHB 
Related 
Priority OBJECTIVES  

Focus area:   Financial Management Programme Y Y Y 
Improve and stabilise financial performance 
Manage the impact of demand and cost growth on operations Y Y Y 

Increase the benefits of collaboration Y Y Y 

Optimise financial capacity for strategic investment Y Y Y 
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Appendix 2 
 

2016/17 ANNUAL PLAN EXTRACT - SERVICE PLANS 
Responsibilities against the actions, measures and milestones identified in the Annual Plan under the 
objectives for each Focus Area 

(NB: refer to Annual Plan and Māori Health Plan for required details of actions, performance 
expectations / measures and milestone dates under each of the objectives) 

2.3.1 MATERNAL AND NEONATAL HEALTH 

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability  

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Focus area:  Pregnancy and Parenting 
Reduce rates of smoking by women who are pregnant through 
provision of timely advice to quit and referrals to smoking 
cessation services  

HT 
WCTO 
MHP 

SPP Barb B 
Cheryl B     

Promote and improve the coverage of influenza and Pertussis 
vaccination for pregnant women (28 – 40 weeks)  

 SPP 
PHU 

Barb B 
Rob W     

Increase early registration of pregnant women with a LMC and 
reduce the proportion of women presenting to the Birthing Suite 
without a LMC  

MHP 
MQSP SPP Barb B 

Cheryl B     

Improve coordination of Pregnancy and Parenting Information 
and Education Services to achieve greater access for priority 
pregnant women and their families/whānau 

MHP SPP Barb B     

Increase access to options for early trimester termination 
services 

 SPP Barb B     

Focus Area:   Quality Maternity Services 
Improve the safety and quality of secondary (hospital-based) 
maternity services 

MQSP MCH  Amanda R     

Reduce perineal  trauma and improve follow up for women with 
3rd or 4th degree tears and increase the number of primiparous 
women experiencing spontaneous vaginal/normal births 

MQSP MCH  Amanda R     

Reduce the number of neonatal admissions for full  term babies 
without abnormality, by 31 March 2018 

 MCH  Barb B     

Focus area:   Neonatal and Infant Health 
Increase the proportion of newborns enrolled with a PHO within 
3 months of birth  

WCTO SPP Michelle D     

Improve breast feeding rates  WCTO 
MHP SPP Cheryl B 

Barb B     
Improve coordinated care planning for vulnerable women and 
their infants  

PP27 
MHP SPP Cheryl B     

Reduce the number of sudden unexpected deaths in infancy, 
with a focus on Māori infants 

MHP 
WCTO KBSC Barb B     

Focus Area:   Well Child Services 
Increase the number of core contacts (0-4 year olds) delivered 
for each well child check  

WCTO 
CFA SPP Barb B 

Craig M     

Increase the proportion of caregivers who are provided with 
Sudden Unexpected Death in Infancy (SUDI) prevention 
information at Well Child Tamariki Ora core contact 1 check 

WCTO 
MHP SPP Barb B 

Craig M     

 
#  Includes reporting requirements of expected deliverables/performance measures identified in the Non Financial 
Monitoring Framework and Performance Measures for DHBs or CFA reporting requirements (quarterly, six 
monthly or annual reporting), where applicable 
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2.3.2 CHILD HEALTH 

OBJECTIVES  

Focus area:  Raising Healthy Kids & B4SCs 

Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Increase the number of referrals  for children identified as 
obese (BMI >98th percentile) through the B4SC programme and 
requiring appropriate intervention 

HT 
MHP SPP Barb B 

Maha P     

Improve timeliness of the B4SC assessments being undertaken 
by the time children are aged 4 ½ years 

B4SC 
CFA SPP Barb B 

Theresa     

Focus Area:   Rheumatic Fever 
Maintain a low crude rate of first hospitalisations for acute 
rheumatic fever through implementation of the Rheumatic Fever 
Prevention Plan and introduction of the “Sore Throat 
Management” pathway 

PP28 
MHP PHU Rob W 

Barb B     

Identify modifiable system failures and risk factors contributing 
to initial and recurrent hospitalisations for acute rheumatic fever 

PP28 PHU Rob W 
Barb B     

Focus area:   Vulnerable Children and Families 
Support the collective action to reduce the incidence of assaults 
on children and protect children from harm through better 
supported access to specialist health services when needed by 
vulnerable children and their families/whānau 

PP27 
MHP  
FVP 

SPP Barb B 
Janine H     

Support the transition of the Social Sector Trial (SST) 
programme from a community-influenced model to a 
community-led model to improve health and social outcomes for 
the 5 – 18 year old age group living in the Horowhenua district 

 SPP Barb B     

Improve the capacity of child health services to better meet the 
needs of children and their families with learning and behaviour 
difficulties 

 SPP Barb B     

Improve the health care experience for children with complex 
care issues and their families by providing a better coordinated 
approach to care management 

 SPP  
MCH  Barb B 

 
   

Focus Area:  Immunisation 
Sustain high immunisation coverage across the National 
Immunisation Schedule 

HT 
PP21 
MHP 

SPP 
PHO 

Barb B 
Dave H     

Increase Human Papillomavirus (HPV) immunisation rates for 12 
year old girls (2003 birth cohort) 

PP21 PHU Barb B  
Jan G 

    

Focus Area:  Oral Health 
Maintain a high proportion of the 0 – 4 year old children 
enrolled with the oral health service and increase the utilisation 
of dental services by adolescents (from School Year 9 up to and 
including age 17) 

PP13 
PP12 
MHP 

CAOHS Judy B     

Enhance efficiency in service delivery and improve oral health 
outcomes for children and adolescents 

 CAOHS  
Judy B     

Increase  caries free rate of 5 year old children over the next five 
years with a particular focus on improving oral health equity for 
Māori and Pacific children through targeted oral health 
promotion, early intervention and fluoride programmes 

PP11 
MHP 
SI5 

CAOHS Judy B     

Focus Area:  Ambulatory Sensitive Hospitalisations 
Reduce avoidable hospitalisations for childhood asthma 
(including wheeze), gastroenteritis and respiratory infections 

MHP 
SI1 

MCH 
PHO Barb B     
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2.3.3 YOUTH HEALTH 

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 

Focus area:  Responding to Young People in Primary Care 
Support general practice in delivering youth friendly services for 
young people 

PP25 PHO 
SPP 

Barb B 
Debbie D     

Improve transition of care planning between child and adult 
health services alongside management of adolescents with 
complex health problems 

 MCH 
SPP 

Barb B 
Maha P     

Improve the delivery of service options for transgender clients to 
better meet their needs 

 SPP Barb B 
Maha P     

Ensure the delivery of accessible, confidential health care 
services to young people attending all decile 1-3 secondary 
schools (including composite schools, teen parent units and 
alternative education facilities) 

PP25 PHU Barb B 
Jan G     

Reduce incidence of unintended teen pregnancies  SPP  
PHU 

Barb B 
Jan G     

Focus area:   Responsive Child, Adolescent and Family Mental Health and Addiction Services 
Increase options for young people with mild to moderate mental 
health and/or addiction issues  to attend early intervention 
programmes (focused on specific age groups within the cohort) 

PP25 PHO 
SPP 

Linda D 
Claudine T     

Improve follow up in primary care of youth (aged 12-19 years) 
discharged from secondary mental health and addiction 
services through better transfer of care arrangements from 
CAMHS and Oranga Hinengaro 

PP7 MCH 
PHO 

Janine I 
Robyn G-B     

Reduce waiting times for young people referred to specialist 
child and adolescent mental health and addiction services 

PP8 MCH Janine I 
Robyn G-B     
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2.3.4 GENERAL AND SPECIALIST ASSESSMENT & TREATMENT SERVICES 

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Focus area:  Acute and urgent care in primary care 
Increase capacity and capability of General Practice Teams to 
better assist people presenting with acute illnesses requiring 
urgent care through implementation of agreed Collaborative 
Clinical Pathways for specified conditions and community-based 
options for acute care 

SI1 
OS8 
SI7 

HCD 
PHO 

Debbie D 
Paul C     

Improve effectiveness of urgent and acute care response to 
patients identified as ‘frequent users’ of the Emergency 
Department, St John Ambulance, General Practice and/or After-
hours clinics 

OS8 
SI7 

MCH 
PHO Carrie NW     

Integrate District Nursing teams with interested IFHC/GPTs and 
iwi/Māori partners by December 2017 

PP22 PHO 
MCH Debbie D     

Improve system to better respond to seasonal increases in the 
number of patients presenting with acute and urgent care needs 

SI1 
OS8 
PP22 

MCH 
PHO 

Carrie NW 
Debbie D     

Focus area:   Emergency department and hospital capacity 
Improve the patient flow throughout the hospital by reducing 
lengths of stay and unnecessary delays to assessment, 
diagnostics, transfer of care and discharge arrangements 

HT 
OS3 
EDQI 

MCH Carrie NW     

Focus area:   Spinal cord injury and Major Trauma ‡ 
Reduce preventable mortality, complications and lifelong 
disability of people who have sustained a spinal cord injury or 
major trauma 

CFA 
RSP MCH Carrie NW     

Focus area:   Early Identification and Management of Long Term Conditions and System 
Integration 

System design 
PP22 MCH 

PHO 
Lyn H 
Chiq H     Improve access to specialist medical and surgical services 

provided throughout the district by connecting and transforming 
primary, community and specialist services 
Reduce hospital bed day utilisation and acute readmissions to 
hospital for people with a long term condition through well-
coordinated transfer of care arrangements for the patient and 
the family/caregiver 

SI7 
OS3 
OS8 

MCH Sarah D     

Increase access to primary and community care services closer 
to home 

PP22 PHO 
SPP 

Chiq H 
Craig J     

System level measures       

Improve overall health system performance through introduction 
and implementation of the national System Level Measures 
Framework 

SLMs 
PP22 

PHO 
MCH 
SPP 

Linda D 
Vivienne A     

Whānau Ora  
Provide an authentic health contribution to Whānau Ora in 
the district 

SI5 
MHP 

MHD 
SPP 

Steph T 
Wayne B     
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Focus area:   Early Identification and Management 
of Long Term Conditions and System Integration 
(continued) 

Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 

Smoking cessation and tobacco control  
Increase quit attempts through provision of brief advice, offer 
of nicotine replacement therapy initiation and referrals to 
smoking cessation services 

HT 
PP31 
MHP 

PHO 
SPP 

Linda D 
Andrew O     

Increase uptake of smoking cessation services from 13% 
base rate in 2015/16 by end of December 2016 

MHP SPP 
PHO 

Andrew O 
Fay SL     

Respiratory conditions 
Reduce acute exacerbations resulting in a hospitalisation for 
people with chronic respiratory conditions through primary 
and secondary interventions that are better connected with 
an agreed model of care 

PP22 MCH 
PHO Amanda D     

Diabetes 
Improve the delivery of equitable services for people  living 
with diabetes through primary and secondary interventions 
that are better connected with an agreed model of care 

PP20 MCH 
PHO 

Michele C 
Linda D     

Chronic Kidney Disease  
Reduce unwarranted variation in general practice 
management of chronic kidney disease (CKD) to reduce 
progression to end-stage renal failure  

 PHO 
MCH 

Linda D 
Amanda D     

Cardiovascular risk and cardiac disease ‡ 
PP20 
MHP PHO Linda D     Improve identification and management of cardiovascular 

risk across all eligible population groups enrolled in primary 
care 
Improve the delivery of equitable and timely services for 
people with heart disease through primary and secondary 
interventions that are better connected with an agreed 
model of care 

PP20 
PP22 

PHO 
MCH 

Linda D 
Amanda D     

Improve the provision of timely interventional cardiology 
services to address equity of access for MidCentral’s 
population with reduced waiting times for referred 
procedures and improved diagnostic services 

PP20 
SI4 MCH Amanda D     

Increase cardiac surgery discharges to agreed minimum level 
for our population 

SI4 MCH Amanda D     

Stroke ‡  
Increase access to quality assured 24/7 acute stroke and 
thrombolysis services 

PP20 
RSP MCH Amanda D     

Ensure people who have experienced a stroke and admitted 
to hospital receive early active rehabilitation services 

PP20 
RSP MCH Amanda D 

Judy B     

Hepatitis C ‡  
Maximise the wellbeing of all MidCentral people at risk of or 
living with hepatitis C through implementing a single clinical 
pathway across the district aligned to the Central region’s 
implementation programme (subject to funding) 

RSP MCH Chris S     

‡  Also refer to Central Region’s Regional Service Plan 
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2.3.4.3 SCREENING SERVICES 

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Focus area:   Cervical screening 
Increase cervical screening coverage for priority women, 
including Māori, Pacific and Asian ethnic groups 

MHP MCH 
PHO 

Robert H 
Linda D     

Increase PHO cervical screening coverage with a particular 
focus on IFHCs/GPTs with total population coverage rates 
below target 

MHP PHO Linda D     

Increase attendance and improve experiences of Māori 
women requiring colposcopy services 

MHP MCH Robyn W     

Focus area:   Breast screening 
Increase breast screening coverage for priority women, 
including Māori, Pacific and unscreened groups 

MHP BSCC Cushla L     
 

2.3.4.5 CANCER SERVICES ‡ 

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 

Focus area:   Faster cancer treatment 

All people with cancer can easily access services in a timely 
way to improve overall cancer outcomes 

PP30 MCH Cushla L     

Increase number of patients treated within the High 
Suspicion of Cancer (HSC) pathway so that more people are 
identified earlier in primary care and referred to secondary 
outpatient services 

HT MCH Cushla L     

Focus area:   Standards 
Improve quality of services against the provisional tumour 
standards 

RSP MCH Cushla L     

Strengthen consistency of assessment, referral and 
treatment of prostate cancer 

 MCH Cushla L     

Focus area:   Equity and social supports 
Decrease disparities in access or outcomes for priority 
populations 

CFA MCH Cushla L     

Strengthen support for people with cancer and their family / 
whānau   

CFA MCH Cushla L     

Focus area:   Information and capacity 
Improve quality of data and information management   CCN MCH Cushla L     

Increase capacity of service to meet growing volume of 
patients requiring specialist cancer treatment 

 MCH Cushla L     

‡  Also refer to Central Region’s Regional Service Plan 
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2.3.4.4 PLANNED (ELECTIVE) AND REFERRED SERVICES 

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Focus area:   Diagnostic imaging services ‡ 

Improve equitable and timely access to diagnostic imaging 
services, through the development and installation of a 
regional radiology services framework and a Radiology 
Information System (RIS) solution 

PP29 
RSP 

MCH 
SPP Di O     

Focus area:   Colonoscopy services 

Sustain timely access to diagnostic and surveillance 
colonoscopy services and facilitate unified approach to 
meeting Global Rating Scale measures 

PP29 MCH Chris S     

Focus area:   Elective surgery services ‡ 

Achieve annual target volume of elective surgery discharges 
by end of June 2017 

HT MCH Robyn S 
Chris S     

Improve management of referral and treatment pathways for 
elective surgery 

ESPIs 
 MCH Robyn S 

Chris S     

Reduce elective surgery bed day utilisation through planned 
preparation and earlier mobilisation of patients post-surgery 

OS3 MCH Chris S 
Sarah D     

Provide more comprehensive information on the outcome of 
referrals from primary care to secondary care and the time it 
takes patients to access care 

NPF 
CFA MCH Hannes vV     

‡  Also refer to Central Region’s Regional Service Plan 
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2.3.5 HEALTH OF OLDER PEOPLE ‡ 

OBJECTIVES  

Focus area:   Services for People Living with 
Dementia  
Increase access for family/whānau carer education 
programme options 

Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 

PP23 SPP 
PHO Jo S     

Improve access for General Practice Teams to a range of 
dementia resources from a known, trusted central source 

 SPP 
PHO Jo S     

Improve knowledge and skills of primary care clinicians to 
better identify, manage and support people with dementia 

 SPP 
PHO Jo S     

Focus area:   Needs Assessment and Service Coordination Services 
Decrease the proportion of referrals waiting greater than 20 
days for a first assessment by the NASC agency PP23 NASC Jo S     

Increase use of the interRAI assessment Mental Health 
functional assessment tool for all older adults with mental 
illness requiring residential care 

 NASC Jo S     

Increase use of valid interRAI data to inform service 
development in hospital and primary care 

 MCH 
(MedAdmin) Jo S     

Promote learning from comparative data derived from the 
regional dashboard project ‡ 

RSP MCH Michele K     

Focus area:   Aged Residential Care Services 
Increase proportion of people in aged residential care 
facilities who have a relevant, up-to-date interRAI  
assessment completed 

PP23 SPP Jo S     

Improve end of life care options for people living in Aged 
Residential Care facilities 

 SPP 
Hospice Jo S     

Focus area:   Specialist Services for Health Of Older People and System Integration 
Improve access to specialist community-based services for 
older people with complex health conditions PP23 MCH Lyn H     

Reduce risk of injury resulting from falls through 
implementation of a district wide falls and fracture 
prevention management programme throughout 2016/17 # 

PP23 
HQSC MCH Jan D     

Minimise risk of secondary/subsequent fractures through 
provision of a well-coordinated Fracture Liaison Service (FLS) 
throughout 2016/17 

PP23 MCH 
PHO Amanda D     

Improve safe and effective medication management for 
people living in aged residential care facilities 

 SPP Andrew O     

Focus area:   Palliative Care Services and Advance Care Planning   
Increase the number of people receiving standardised  
consistent assessments for end of life care (subject to 
agreement from the national interRAI Governance Group) 

 SPP Jo S     

Increase access to palliative care bereavement support 
guidelines and toolkit 

 SPP 
Hospice Jo S     

Advance the integrated specialist palliative care model for 
the district 

 SPP Jo S     

Improve workforce competency in having advance care 
planning conversations with patients and their family and 
whānau ‡ 

RSP HCD Jo S     

‡  Also refer to Central Region’s Regional Service Plan 
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2.3.6 MENTAL HEALTH AND ADDICTIONS  

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 

Focus area:   Acute Mental Health and Addiction Services 

Reduce unacceptably high occupancy levels and lengths of 
stay in acute inpatient unit OP1 MCH Chris N     

Improve access to consistent, coordinated services for 
assessment and follow up of clients in crisis and provide a 
better response to consumers presenting with acute need 

 MCH Chris N     

Implement district-wide model of care for mental health 
specialist services for older persons 

 MCH Chris N 
Jo S     

Improve equity of access and timeliness of service response 
for all population groups across the district through 
increased capacity of community based mental health 
services 

PP6 
PP8 

MCH 
SPP 

Chris N 
Claudine T     

Clients receive improved safe delivery of treatment options 
for opioid addiction per standard guidelines 

 MCH Chris N     

Support staff to better engage with consumers and family as 
valued partners in service delivery and service development 
opportunities across Mental Health services 

 MCH Chris N     

Reduce the number of Māori receiving mental health care 
under a Compulsory Treatment Order (CTO) relative to non-
Māori population 

MHP MCH Chris N 
Richard B     

Improve quality of care delivery system, reduce risks and 
enhance the consumer’s experience of care 

 MCH Chris N     

Focus area:   Integrated Mental Health and Addiction Service 

Improve outcomes for offenders engaged with Alcohol and 
Other Drug (AOD) Services through the Community Probation 
Service 

PP26  Claudine T     

Increase support for children of parents with mental illness 
and/or addiction  (Supporting parents, healthy children) 

PP26 MCH 
SPP Claudine T     

Ensure local and regional capacity to respond to potential 
requirements from the new Substance Addiction (Compulsory 
Assessment and Treatment) Bill ‡ 

RSP SPP 
MCH 

Claudine T 
Chris N     

Maintain an accessible and cost effective primary health 
care service for people with a long term mental illness 
through redesign of the Shared Care Programme 

PP26 PHO 
MCH 

Linda D 
Claudine T     

Consider requirements to support the shift to an outcomes 
focused approach 

 SPP Claudine T     

‡  Also refer to Central Region’s Regional Service Plan 
Also refer to Youth Health service plan 
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2.3.7 QUALITY IMPROVEMENT PROGRAMME  

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 

Focus area:   Improving quality, safety and experience of care 

Falls  
Reduce injury from falls in hospital 

HQSC MCH Jan D     

Hand hygiene  
Achieve and sustain good hand hygiene practices 

HQSC MCH Muriel H     

Surgical safety  
Improve surgical safety through good team coordination and 
communication practices 

HQSC MCH Chris S     

Sustain achievement of surgical site infection process 
measures 

HQSC MCH Chris S     

Medication reconciliation  
Reduce medication errors and medication-related harm 

HQSC MCH Lorraine W     

Pressure injury  
Reduce the potential for harm to patients from pressure 
injuries through  a consistent approach to the prevention, 
assessment and treatment of pressure injury and nutritional 
status 

 MCH Jan D     

Restraint management ‡  
Implement a consistently applied approach to clinical 
services’ restraint management in the Central Region 

RSP MCH Michele C     

Consumer engagement and patient experience  
Establish sector-wide Consumer Alliance Council in line with 
the DHB’s revitalised Strategic Framework and subsequent 
development of strategic plan over the 2016/17 year 

 SPP Craig J     

Transform the model of spiritual care to improve the 
patient/family experience 

 MCH Muriel H     

Develop an enduring Partners in Care Programme HQSC MCH Muriel H     
Continue implementation of the national quarterly inpatient 
experience survey tool 

HQSC 
SI8 MCH Muriel H     

Quality improvement capability and leadership        

Support clinical staff to complete Improvement Advisor 
training in 2016/17 and 2017/18 

 MCH Muriel H 
  

 
 

Develop and implement a Quality Improvement Collaborative 
across settings 

 MCH 
PHO Muriel H     

Lead development and compilation of the 2015/16 Quality 
Account for publishing within five months of fiscal year end 

 MCH 
PHO Muriel H     

‡  Also refer to Central Region’s Regional Service Plan 
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2.3.8 HEALTH WORKFORCE PROGRAMME  

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Focus area:   Organisational Culture and Change 

Implement transformational organisational change within 
MidCentral DHB to achieve a high performing health system 
in line with the DHB’s strategic framework and feedback 
received from staff 

 P&C Janine H     

Build change leadership capability ‡ RSP P&C Janine H     

Focus area:   Workforce Capacity and Capability 
Improve workforce planning, sourcing and training 
opportunities through work with the Central Region’s 
Regional Training Hub (Regional Director of Workforce) to 
extend workforce capacity and capability ‡ 

RSP 
HWNZ P&C Janine H     

Reduce number of staff with accumulated excess annual 
leave balances 

 MCH Janine H     

Expand workforce capability through improved training, 
education, learning and career development ‡ 

RSP P&C 
MAU Janine H     

Implement requirements of the Vulnerable Children Act 
including alignment of the DHB’s child protection policy with 
relevant sections of the Act 

PP27 P&C Janine H 
Barb B     

‡  Also refer to Central Region’s Regional Service Plan 
 

2.3.9 LIVING WITHIN OUR MEANS  

OBJECTIVES  Other 
references 
(reporting) 

Principal 
service 
accountability 

Principal 
reporting 
responsibility 

2016/17 Annual Plan 
deliverables due by 
Quarter: # 

1 2 3 4 
Focus area:   Financial Management Programme 

Improve and stabilise financial performance MoH MCH 
CPF 

Mike G 
Neil W     

Manage the impact of demand and cost growth on 
operations 

MoH SPP 
MCH 

Craig J 
Mike G     

Increase the benefits of collaboration cA 
AoG 
NZHP 

SPP 
CPF 

Craig J 
Neil W     

Optimise financial capacity for strategic investment  CPF Neil W     
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Reference tables 
AoG All of Government contracts (led by Ministry of Business, Innovation and Employment) 
B4SC Before School Check programme 
cA centralAlliance 
CAOHS Child and Adolescent Oral Health Service 
CCN Central Cancer Network 
CFA Crown Funding Agreement variation reporting requirements 
CPF Corporate and Finance team 
DV[x] Developmental measure - Non Financial Monitoring Framework & Performance Measures for DHBs 
EDQI Quality Framework and Suite of Quality Measures for the Emergency Department  
ESPI Elective Services Performance Indicators 
HCD Health Care Development team 
HQSC Health Quality and Safety Commission 
HT Health target 
HWNZ Health Workforce New Zealand 
KBSP Keeping Baby Safe Programme coordinator 
LMCs Lead Maternity Carer(s) 
MAU Medical Administration Unit 
MCH MidCentral Health (hospital and health services) 
MH&A Mental Health and Addictions service 
MHD Māori Health Directorate 
MHP Māori Health Plan 
MoH Ministry of Health 
MQSP Maternity Quality and Safety Programme 
NPF National Patient Flow 
NZHP New Zealand Health Partnerships Ltd 
OP[x] Output dimension - Non Financial Monitoring Framework & Performance Measures for DHBs 
OS[x] Ownership dimension - Non Financial Monitoring Framework & Performance Measures for DHBs 
PHO Central Primary Health Organisation 
PHU Public Health Unit 
PP[x] Policy Priority dimension - Non Financial Monitoring Framework & Performance Measures for DHBs 
RSP Regional Service Plan for Central Region 
SI[x] System Integration dimension - Non Financial Monitoring Framework & Performance Measures for DHBs 
SLM System Level Measure 
SPP Strategy, Planning and Performance (portfolio) 
WCTO Well Child Tamariki Ora Quality Improvement Framework indicators 
 
Māori Health National, Whanau Ora and Local Priorities and Indicators (refer Māori Health 
Plan): 
PHO enrolments Breast feeding at 6 weeks, 3 months and 6 months 
Ethnicity data collection Smoking cessation for post natal women 
Ambulatory sensitive hospitalisations – 0 – 4 and 45 – 
64 years of age 

Pre-school children enrolled in community oral health 
service 

Immunisation coverage – 8 month old  Caries free 5 year olds 
Sudden unexpected death in infancy (SUDI) Rheumatic fever 
Cervical screening Mental Health Compulsory Treatment Orders 
Breast screening Physical health of tangata whaiora in MH&A services 
Pregnancy and parenting Cardiovascular risk – 35-44 year old male 
Childhood obesity – raising healthy kids Seasonal influenza immunisation – 65+ years of age 
Family violence and vulnerable families Cultural competence and responsiveness 
Whānau ora  
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APPENDIX 3 
 
Price and Volume Schedule 2016/17 
 
 

 
 
 
 
 
 

Total Total
puMOHPUC puMOHDescription Sum of Value Sum of cdVolume

AH01001 Dietetics $685,096 4,528                
AH01003 Occupational Therapy $408,262 2,516                
AH01004 Orthoptist $259,816 2,064                
AH01005 Physiotherapy $1,286,754 12,500              
AH01006 Podiatry $338,603 1,764                
AH01007 Social Work $484,003 2,752                
AH01008 Speech Therapy $56,244 342                   
AH01010 Psychologist Services - Non Mental Health $68,483 241                   
C01016 New Child Well Framework $64,539 1                      
COCH0018 Hospital at Home - Cystic Fibrosis Drugs $33,187 6                      
CS01001 Community Radiology $2,885,572 42,000              
CS03001 Hospital Dispensing of Pharmaceuticals $20,298 2,490                
CS04001 Community referred tests - cardiology $564,764 2,372                
CS04002 Community referred tests - neurology $204,442 518                   
CS04003 Community referred tests - audiology $105,643 608                   
CS04005 Community referred tests - endocrinology $13,394 92                     
CS04008 Community referred tests - respiratory $194,613 1,000                
D01001 Inpatient Dental treatment (CWD) $1,952,412 405                   
D01002 Outpatient Dental treatment $654,272 2,702                
D01016 Oral Health Services for Adolescents $1,659,874 26,100              
D01020 Administration of Adolescent Dental Services $26,092 9,785                
DOM101 Community Services - professional services $5,709,754 56,000              
DOM102 Community Services - home oxygen $78,850 135                   
DOM103 Community Services - stomal services $1,152,317 514                   
DOM104 Community Services - continence services $284,511 660                   
DOM105 Community Services - home help $538,728 16,184              
DOM106 Community Services - meals on wheels $248,116 48,970              
DOM107 Community Services - personal services $4,691 135                   
DOM110 Community Services - orthotics $336,449 1                      
DSSR260 Accredited equipment assessment - Hearing $646,141 3,528                
ED05001 Emergency Dept - Level 5 $8,472,309 27,300              
ED05001A Emergency Dept - Level 5 Admitted $0 16,750              
ED09001 Major incident health co-ordinating responsibilities $149,605 2                      
HOP1001 Transitional care: Facility Based Level 1 $231,477 1,278                
HOP2004 Needs Assessment $19,994 110                   
HOP214 ATR Inpatient $4,758,941 6,000                
HOP215 ATR Outpatient - Clinics $760,037 3,750                
HOP217 ATR Outpatient - domicilliary assessments & education sessions $590,060 3,303                
HOP235 ATR Inpatient - Mental Health Services for Elderly $3,112,622 4,062                
HOPR260 Accredited equipment assessment $65,933 360                   
M00001 General Internal Medical Inpatient Services (CWD) $28,487,707 5,905                
M00002 General Medicine - 1st attendance $153,079 324                   
M00003 General Medicine - Subsequent attendance $169,109 654                   
M05001 Emergency Medicine Inpatient Services (CWD) $10,747,497 2,228                
M10001 Cardiology - Inpatient Services (CWD) $5,365,175 1,112                
M10002 Cardiology - 1st attendance $381,070 812                   
M10003 Cardiology - Subsequent attendance $221,024 826                   
M10004 Cardiac Education and Management $354,705 1,346                
M10012 Pacemaker Checks $259,878 1,190                
M15002 Dermatology - 1st attendance $152,484 562                   
M15003 Dermatology - Subsequent attendance $113,174 530                   
M15004 Dermatology - UV Treatment $198,901 1,344                
M20002 Endocrinology - 1st attendance $93,578 192                   
M20003 Endocrinology - Subsequent attendance $127,515 444                   
M20004 Diabetes - 1st attendance $61,120 140                   
M20005 Diabetes - Subsequent attendance $96,481 333                   
M20006 Diabetes Education and Management $105,002 410                   
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M25001 Gastroenterology  - Inpatient Services (CWD) $577,662 120                   
M25002 Gastroenterology - 1st attendance $427,211 920                   
M25003 Gastroenterology - Subsequent attendance $395,434 1,353                
M30001 Haematology - Inpatient Services (CWD) $3,086,234 640                   
M30002 Haematology - 1st attendance $362,613 654                   
M30003 Haematology - Subsequent attendance $836,858 2,983                
M30005 Haematology - Pheresis $126,808 178                   
M30007 Haemophilia - Clinics $5,109 26                     
M30014 Haematology - Blood transfusions $320,405 300                   
M30020 IV Chemotherapy - cancer - haematology (non paediatric) $1,053,786 1,550                
M40002 Infectious Diseases (incl HIV/Aids) - 1st attendance $41,130 54                     
M40003 Infectious Diseases (incl HIV/Aids) - Subsequent attendance $9,238 18                     
M40005 HIV/AIDS Viral Load Testing $51,941 110                   
M45001 Neurlogy Inpatient Services (CWD) $242,826 50                     
M45002 Neurology - 1st attendance $348,682 634                   
M45003 Neurology - Subsequent attendance $209,365 613                   
M50001 Oncology  - Inpatient Services (CWD) $4,967,281 1,030                
M50009 Oncology - Blood transfusions $117,482 110                   
M50020 Medical Oncology 1st attendance $572,626 925                   
M50021 Medical Oncology Subsequent Attendance $1,993,556 5,782                
M50022 Radiation Oncology 1st Attendance $889,470 1,800                
M50023 Radiation Oncology Subsequent Attendance $2,353,467 7,984                
M50024 Oncology-Radiotherapy, External Beam Orthovoltage $1,031,243 2,500                
M50025 Oncology-Radiotherapy, External Beam Megavoltage (linac) $11,903,786 30,250              
M55001 Paediatric Medical - Inpatient Services (CWD) $4,949,648 1,026                
M55002 Paediatric Medical  Outpatient  - 1st attendance $608,292 1,060                
M55003 Paediatric Medical  Outpatient - Subsequent attendance $1,149,263 3,417                
M60001 Renal Medicine - Inpatient Services (CWD) $1,064,523 221                   
M60002 Renal Medicine - 1st attendance $61,975 118                   
M60003 Renal Medicine - Subsequent attendance $278,646 897                   
M60004 Renal Medicine - Recurrent home based CAPD $863,194 402                   
M60005 Renal Medicine - CAPD Training $11,576 4                      
M60006 Renal Medicine - Recurrent home based Haemodialysis $744,064 282                   
M60007 Renal Medicine - Haemodialysis Training $159,186 10                     
M60008 Renal Medicine - Incentre Haemodialysis $4,381,059 10,900              
M60009 Renal Medicine - Incentre self managed dialysis $547,888 2,200                
M60015 Automated Peritoneal Dialysis (APD) $275,117 128                   
M65001 Respiratory - Inpatient Services (CWD) $2,255,138 467                   
M65002 Respiratory - 1st attendance $297,756 708                   
M65003 Respiratory - Subsequent attendance $416,476 1,300                
M65004 Respiratory Education and Management $155,389 660                   
M70002 Rheumatology (incl immunology) - 1st attendance $225,211 366                   
M70003 Rheumatology (incl immunology) - Subsequent attendance $464,802 1,410                
M80009 Specialist Palliative care education & liaison service $529,586 533                   
M87003 Clinical Genetic testing $130,961 208                   
MEOU0071 Redesign- GP Liaison $93,594 1                      
MEOU0073 Elective Services Co-Ordinator $90,995 1                      
MHA01 Acute 24 Hour Clinical Intervention (inpatient) $5,341,383 6,570                
MHA02 Intensive Care $1,983,140 2,109                
MHA03 Adult Crisis Respite $240,311 739                   
MHA06C Acute Package of Care - Nursing and/or allied health staff $1,127,302 127                   
MHA07 Subacute Extended Care - Inpatient beds $357,104 730                   
MHA09A Community Clinical Mental Health Service - Senior medical staff $2,864,791 114                   
MHA09C Community Clinical Mental Health Service - Nursing and/or allied health staff $6,094,592 684                   
MHA10A Early Intervention for people with first time psychosis - Senior medical staff $150,778 6                      
MHA10C Early Intervention for people with first time psychosis - Nursing and/or allied health staff $374,229 42                     
MHA16C Community Day Programme - Nursing and/or allied health staff $320,768 36                     
MHA17 Planned Adult Respite $191,247 810                   
MHA17C Planned Adult Respite - Nursing and/or allied health staff $53,461 6                      
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MHA18C Needs Assessment and Service Coordination - Nursing and/or allied health staff $213,845 24                     
MHA20C Adult Community Support Services - Nursing & allied health staff $654,115 78                     
MHC36F Peer support service-Adults $88,054 12                     
MHD69 Alcohol & Other Drugs Service - Opioid Substitution Treatment – Primary Care Support Places $126,891 604                   
MHD70 Alcohol & Other Drugs Service – Opioid Substitution Treatment – Specialist Service $977,853 3,756                
MHD74A Community A&D Snr Med $603,114 24                     
MHD74C Community A&D Nursing/Allied $1,327,623 149                   
MHDI48C Child, adolescent and youth alcohol and drug community services - Nursing and/or allied health staff $213,845 24                     
MHE29C Clinical outpatient services for eating disorders - Nursing and/or allied health staff $106,923 12                     
MHI44A Infant, child, adolescent & youth community mental health services  - Senior medical staff $753,892 30                     
MHI44C Infant, child, adolescent & youth community mental health services - Nursing/allied health staff $2,465,013 277                   
MHI44E Infant, child, adolescent & youth community mental health services - Cultural staff $20,325 4                      
MHI52C Infant, child, adolescent & youth planned respite - Nursing/allied health staff $213,845 24                     
MHK59A Kaupapa Maori community clinical support service - Senior medical $148,229 6                      
MHK59C Kaupapa Maori community clinical support service - Nurses & allied health $1,176,149 132                   
MHK59D Kaupapa Maori community clinical support service - Non-clinical $100,633 12                     
MHM90C Specialist Community Team - Perinatal Mental Health $127,917 12                     
MHW67D Family and whanau advisory services $84,777 12                     
MHWF Workforce Development $40,904 1                      
MS01001 Nurse Led Outpatient Clinics $1,578,043 8,000                
MS02001 Blood transfusions - Any health specialty $49,129 46                     
MS02002 Botulinum toxin therapy - Any health specialty $329,083 552                   
MS02003 Bronchoscopy - Any health speciality $48,282 36                     
MS02004 Cystoscopy - Any health speciality $480,377 960                   
MS02005 Gastroscopy - Any health speciality $784,212 774                   
MS02006 ERCP - Any health speciality $43,213 16                     
MS02007 Colonoscopy - Any health speciality $1,352,191 1,111                
MS02009 IV Chemotherapy - cancer - Any health speciality $2,819,445 5,774                
MS02013 Non contact First Specialist Assessment - Any health specialty $471,356 2,750                
MS02014 Colonoscopy/Gastroscopy - Any health specialty $304,350 182                   
MS02016 Skin Lesions $465,109 400                   
MS02019 Acute Accessments $237,712 630                   
MS02020 Sleep apnoea assessment $63,886 240                   
MS02021 Obstructive sleep apnoea long term treatment $306,560 500                   
MS02022 Sleep breathing disorder long term treatment $0 -                   
PC0001 Pain Clinic - 1st attendance $47,187 68                     
PC0003 Pain Clinic - Subsequent attendance $62,996 167                   
RU104 Rural Inpatients $844,350 4,836                
S00001 General Surgery - Inpatient Services (CWD) $25,019,463 5,186                
S00002 General Surgery - 1st attendance $1,364,097 4,175                
S00003 General Surgery - Subsequent attendance $1,376,510 5,472                
S00008 Minor Operations - General Surgery $538,836 1,406                
S00012 Surgical non contact Follow Up - Any health specialty $0 -                   
S25001 Ear, Nose and Throat  - Inpatient Services (CWD) $3,722,501 772                   
S25002 Ear Nose and Throat - 1st attendance $648,997 2,100                
S25003 Ear Nose and Throat - Subsequent attendance $620,345 2,733                
S25006 ENT Minor operations $266,678 944                   
S30001 Gynaecology - Inpatient Services (CWD) $4,507,602 934                   
S30002 Gynaecology - 1st attendance $711,609 1,790                
S30003 Gynaecology - Subsequent attendance $759,779 2,820                
S30007 Tertiary Infertility Services $83,579 148                   
S30008 Gynaecology - High cost Minor Procedures $49,126 80                     
S30012 Hysteroscopy $532,176 200                   
S40001 Ophthalmology - Inpatient Services (CWD) $2,708,733 561                   
S40002 Ophthalmology - 1st attendance $405,680 1,862                
S40003 Ophthalmology - Subsequent attendance $950,087 5,742                
S40005 Eye - laser treatments $65,970 284                   
S40007 Intraocular injections $153,599 538                   
S40008 Eye Procedures $256,949 900                   
S45001 Orthopaedics  - Inpatient Services (CWD) $21,873,783 4,534                
S45002 Orthopaedics - 1st attendance $1,140,948 3,702                
S45003 Orthopaedics - Subsequent attendance $1,180,914 5,202                
S45004 Fracture Clinic - 1st attendance $3,422 16                     
S45005 Fracture Clinic - Subsequent attendance $273,574 1,295                
S60001 Plastic & Burns - Inpatient Services (CWD) $177,483 37                     
S60002 Plastics (incl Burns and Maxillofacial) - 1st attendance $72,304 280                   
S60003 Plastics (incl Burns and Maxillofacial) - Subsequent attendance $170,763 927                   
S70001 Urology  - Inpatient Services (CWD) $6,127,513 1,270                
S70002 Urology - 1st attendance $200,325 646                   
S70003 Urology - Subsequent attendance $399,517 1,791                
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S70006 Urology - Lithotripsy $86,515 20                     
S70007 Urodynamics $120,603 228                   
SH01001 Sexual Health - First Contact $403,895 1,977                
SH01002 Sexual Health - Follow Up $197,515 1,281                
SH01003 Family Planning Services $7,099 96                     
SH01006 Free Contraception Services $109,571 1                      
TR0201 Patient transport - non emergency and inpatient transfers $543,503 3                      
W01007 DHB non-specialist antenatal consults $39,879 248                   
W01008 DHB non-specialist postnatal consults $259,354 1,700                
W02020 Inpatient maternity care primary maternity facility $545,778 467                   
W03002 First obstetric consults $317,197 952                   
W03003 Obstetric Follow Up $795,563 2,910                
W03005 Amniocentesis $11,207 8                      
W03010 BreastFeeding/Lactation Clinic $0 -                   
W06002 Neonatal home care $25,095 300                   
W06003 Neonatal Inpatient Services (CWD) $4,336,812 899                   
W10001 Maternity Inpatient (DRGs) $9,817,696 2,035                
AdjHRP Haemophilia Risk pool $1,201,176 1,201,176          
COCH0027 School and preschool health based service $932,882 1                      
COOC00892 HPV Immunisation Programme $209,020 1                      
SLADiaP Diabetes pump therapy $64,400 1                      
SLAHSGPR House Surgeons GP Rotations $300,000 12                     
SLALO Lymphoedema Orthotics $20,000 1                      
SLAMB Mobile Bus $20,000 1                      
SLATransA Transport administration $109,819 1                      
M50018 Oncology Coordination of Adolescent Young Adult (AYA) $61,000 1                      
M30006 Haemophilia - Case Management $41,435 64                     

Total PUC's non SLA based services $273,663,362 1,726,018        

MHP65E Pacific cultural navigator service $50,908 0                      
AdjED One line Adjustment 06/07 GP After hours $56,460 100                   
DSS221 ASD Development Coordination $71,170 1                      
COCH0025 Health assessment for children entering state care $176,716 192                   
COOC0070 Family Violence Project Coordination $120,000 1                      
COCH0027b School Based Health Services Decile $356,570 1                      
SLAADC Adolescent Dental Coordinator $74,373 1                      
SLABCG BCG Services $30,000 1                      
SLACCR Capital Charge Revaluation $2,584,879 1                      
SLACDS Child Development Service $253,809 1                      
SLACom Community Paediatric Framework $250,000 1                      
SLACRTA SLA - Community referred tests - audiology $112,219 608                   
SLACSA Continence Service Adolescents $216,540 1                      
SLADiaE Diabetes education and management service $24,000 1                      
SLADiaY Diabetes youth nurse clinicain $100,000 1                      
SLAFLS Fracture Liason Service $100,000 1                      
SLAIRPR Integrated resp & Pulmonary Rehab Services $295,500 1                      
SLAISA Integrated Sleep Apnoea $107,550 1                      
SLALOR Library Outreach inc Medicines Complete $20,000 2                      
SLAMHCHCN Community High Care Needs $550,000 1                      
SLANEP Newborn Enrolment Programme $54,000 1                      
SLANEPM Newborn Enrolment Programme - Maternity $10,000 1                      
SLANIRA NIR OIS Administrator $57,871 1                      
SLANIROS NIR Ongoing Services $127,904 1                      
SLAPR Paediatric Registrar $79,754 0                      
SLARSI Reducing Skin Infections $154,764 1                      
SLAStro Stroke Service $280,500 1                      
SLATBMC TB monitoring and Compliance $52,292 1                      
UNHS-40 Delivery Funding $187,117 1                      

Total SLA based services $6,554,895 926                  

Total Price and Volume Schedule 2016/17 $280,218,257 1,726,944             
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Appendix 4 
 
Funding Arrangements 2016/17  
 
This Service Level Agreement sets out the base funding arrangement between Funder and MCH 
Provider for the 2016/17 financial year. 
 
Funding for the 2016/17 financial year will be $280,218,164. This is an increase of $7,779,667 
(2.85%) on 2015/16.  
 
This funding level includes base-line funding from MidCentral DHB’s Population Based Funding 
share, Crown Funding Agreement Variations, the Elective Initiative Programmes (including the 
Elective and Ambulatory Initiatives and the Orthopaedic Elective Initiatives) and Inter District 
Flows inflows.  
 
The funding level provides for both adjustment to volume arising from demographic change and 
adjustment to prices to reflect cost growth for the 2016/17 year.  
 
Expected service activities are defined in the Price Volume Schedule and Service Level 
Agreements. 
 
As a general principle, the funding level is fixed funding.   There are some exceptions to this listed 
below. 
 
1. Price Volume Schedule 
 
The attached Price Volume Schedule is based on the National Service Framework (including 
prices).  The schedule is as provided to the Ministry of Health and underpins the 2016/17 budget.    
 
Except in the specific areas detailed below, MidCentral Health has the flexibility to move activities 
between purchase units within the Price Volume Schedule.   
 
Where the Schedule includes activities funded from non-devolved funding sources (ie additional 
revenue outside the Population Based Funding) and non-delivery of services results in adjustment 
to DHB funding streams, including financial penalties, any reduction in funding will be passed on to 
MidCentral Health. 
 
2. Service Level Agreements (SLAs) 
 
SLAs have their own funding terms, and will be paid accordingly.   
 
A number of SLAs derive from Crown Funding Agreement Variations with the Ministry of Health.  
Non-delivery of services can result in adjustment to DHB funding streams, including financial 
penalties. Where this occurs, any reduction in funding will be passed on to MidCentral Health. 
 
3. RCTS Inter District Flows (IDF).  
 
Changes in Regional Cancer Treatment Service activity for the MidCentral DHB population will be 
accommodated within the Price Volume Schedule.  Changes in activity relating to Inter District 
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Flows will be washed up based on the national IDF rules, subject to any side-arrangements 
MidCentral DHB has with other DHBs.  
 
MidCentral Health, the Corporate team and SPP will establish an improved system for tracking 
activity and estimating funding adjustments, which will be made on a monthly basis.  This will be 
subject to further and final adjustments as an outcome of the national IDF washup process. 
 
 
4. Elective and Ambulatory initiatives and Orthopaedic Elective Initiatives 
 
Funding for the 2016/17 Elective and Ambulatory Initiatives and Orthopaedic Elective Initiatives 
have been included in the Price Volume Schedule. 
 
There are a number of areas of potential adjustment to DHB funding streams from the Ministry 
(including financial penalties) arising from non-delivery in the elective services area. This includes 
both under-delivery of specified contract targets and non-performance against waiting times 
targets (eg, ESPIs). 
 
Where such adjustments occur, these will be passed on to MidCentral Health. 
MidCentral Health and SPP will establish an improved system for tracking activity and forecasting 
the end of year outcome to ensure the DHB gets the maximum financial contribution from the 
Elective Initiatives programme.  
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TO Healthy Communities Advisory 
Committee & Quality & Excellence 
Advisory Committee 

 

    
FROM General Manager 

Strategy, Planning and Performance 
 

   
DATE 14 August 2016  Memorandum    

SUBJECT PROPOSED ANNUAL PLANNING 
APPROACH – 2017/18 

  

 
 
1 PURPOSE 
 
To provide the Healthy Communities Advisory Committee and Quality & Excellence 
Advisory Committee with an outline approach to planning for the 2017/18 year, for 
discussion and decision. 
 
 
2 SUMMARY 

 
While the 2016/17 Annual Plan has still to be endorsed by the Minister, there has been 
some thought given to the 2017/18 annual planning round, in particular pertaining to a 
stronger alignment between planning intentions and budgeting.  It has been suggested 
that commencing the planning process earlier may produce a more robust budgeting 
and financial plans, support an improved process with more reasonable timelines, and 
an Annual Plan that gives effect to the Strategic Plan. 
 
Key differences from the 2016/17 planning round include: 
• the DHB’s executive leadership team positions being in place (for some, less than 

one year) 
• the DHB will have a Strategic Plan and a Long Term Investment Plan in place 
• development of an Organisational Development Plan is underway 
• work to deliver on a business improvement/financial savings plan is underway 
• there may be a “locality plan” for the Horowhenua district in the third quarter of 

2016/17 
• there may be a DHB Māori health strategy in place to inform the 2017/18 planning 

cycle 
• the imminent DHB elections may herald changes to Board governance 

arrangements, notwithstanding changes to the Committee structure already made.  
 
External influences include the changes to the Ministry of Health structure and 
leadership arrangements together with the launch of the NZ Health Strategy.  The 
general election coming up some time in the second quarter of 2017/18 is also likely to 
influence the planning advice, priorities and timeframes. 
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Attached for consideration is an outline of the planning timeline and key milestone 
dates, key inputs, process and outputs proposed for the 2017/18 year. 
 
Some key decisions are required from the Executive Leadership Team. 
 
 
3 RECOMMENDATION 
 
It is recommended: 
 
  that this report be received 
 
 
 
 
Craig Johnston 
General Manager 
Strategy, Planning and Performance 
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4 INTRODUCTION 
 

There have been a number of operational changes throughout the organisation over this 
last year and more are being introduced over this year, including governance 
arrangements, which will influence the development and production of the Annual Plan 
for 2017/18.  Additionally, some longer term planning exercises are due to be completed 
in the next couple of months (the DHB’s Strategic Plan, Māori health strategy and Long 
Term Investment Plan in particular). 
 
Some changes to the planning process for the 2017/18 year are being proposed to: 
• strengthen alignment between the financial and non-financial planning intentions 

and activities 
• strengthen the accountabilities and responsibilities for the Annual Plan 
• introduce more focus of service planning (potentially with a three year outlook) 
• ensure robust financial planning 
 

 
5 BACKGROUND 

 
5.1 National Annual Planning Process 
 
National planning expectations and priorities are usually indicated around the end of 
November each year, preceded by the consultation drafts on any proposed changes or 
updates to the accountability documents (Service Coverage Schedule, Operational Policy 
Framework, and the Non Financial Performance Monitoring Framework and 
Performance Measures).  The Planning Package material, including guidance on 
Government planning priorities and the Minister’s Letter of Expectations, is usually 
made available to DHBs early December, followed by the Funding Envelope just before 
Christmas. 
 
The Planning package material may be amended and or updated by the Ministry of 
Health in February and March. 
 
Draft financial planning templates and production plan for the planning year (and out 
years), including the specific Mental Health template, are expected to be delivered by 
the first Friday of March.  This is then followed by the first draft Annual Plan (including 
the Statement of Intent and Statement of Performance Expectations), the draft Māori 
Health Plan and the draft Regional Services Plan at the end of the March. 
 
While the Ministry reviews the draft plans over the months of April and May, there may 
be additional planning advice received related to Cabinet decisions or Government 
priorities that need to be incorporated into the following draft (and financial planning 
templates).  
 
The final draft Annual Plan and Māori Health Plan are then submitted toward the end of 
May and subject to approval by and recommendations of the Ministry of Health, the 
Annual Plan is subsequently endorsed by the Minister in July. 
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6 PROPOSAL 
 
6.1 The role and Functions of Plans 
 
The role and function of the key planning documents and the key principles 
underpinning the annual planning round for 2017/18 are outlined below. 
 

• The Annual Plan (including the Statement of Intent and Statement of 
Performance Expectations) will remain the key accountability document between 
the DHB and the Minister of Health 
 

• There will be a clear “line of sight” between the Statement of Intent (current 
planning period plus three year outlook) and the Annual Plan (the one year 
planning period) 

 
• The Annual Plan and Service Plans will describe the DHB’s intentions to improve  

value for money, quality and excellence, and equity in population health 
outcomes 

 
• The Annual Plan will indicate the DHB’s approved financial and non financial 

commitments for the year 
 

• The Statement of Intent will reflect the goals of the DHB’s new Strategic Plan.  
The objectives and strategic imperatives will underpin the approach to planned 
activities in Service Plans 

 
• A separate Māori Health Plan will be expected to be prepared in accordance with 

the Operational Policy Framework, generally based on national indicators for 
Māori health.  However, the DHB’s intent and content of the Māori health plan 
will be largely derived from the DHB’s Māori health strategy and Service plans 

 
• Central TAS will continue to coordinate the development of central region’s 

Regional Service Plan.  Planning signals for the RSP will be driven by the 
Combined Boards and the Regional Executives Group and informed by the 
national planning guidelines and priorities for regional plans; priority 
programmes will be worked up via the regional clinical networks and 
infrastructure/enabler regional groups in conjunction with DHB portfolio 
managers and planners 

 
• The Public Health Unit will be expected to deliver a stand-alone population 

health annual plan as usual, based on Ministry requirements, but will have key 
inputs to components of Service plans (personal health, mental health and Māori 
health) 

 
• The Executive Leadership Team (ELT) will provide early notice of the agreed 

overall direction, DHB priorities, expectations and proposed service changes 
underpinned by strategic plan intentions 

 
• Clear, consistent income and expenditure budgeting expectations for the year will 

be determined at the outset of the annual planning round. Based on explicit 
planning assumptions 
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• The Board will be involved in setting the overall planning parameters and 
direction as early as practicable in the annual planning round 

 
• Any new service development, service change or variation from 

contract/commissioned service, new initiative, new service opportunity, new or 
replacement capital expenditure intentions will have an approved brief business 
case before being included in the Annual Plan, but may be indicated in the 
Service Plan for out years 

 
• Strategic intentions are explicit in the SOI and SPE sections of the Annual Plan  

 
• Extracts from the Service plans for the one year will be included in the Annual 

Plan, dependent on ELT priorities and decisions and the fit with planning 
guidance material, priorities and expectations of Government/Ministry, which 
take precedence in the Annual Plan for that year 

 
• Assessments of current and forecast year end performance (financial and non 

financial) against current goals and the gap analysis will inform financial and 
non-financial planning and performance goals and targets for the forthcoming 
year to drive service improvements  

 
• The DHB’s Strategic Plan, annual planning assumptions and performance 

expectations (including those of Government) will drive the Service plans 
 

• Service plans will be based on current population portfolios (maternal and 
neonatal, child and youth, adult [general and specialist health], mental health 
and addictions, and, health of older people   

 
• Service planning will be led by the Portfolio manager with the relevant 

Operations director, PHO lead, Service manager(s) and Clinical director (or 
equivalents) with input from the district network group (where they exist) and 
advice from the Māori health directorate, unless superseded by the yet to be 
determined “integrated service model” arrangements   

 
• Portfolio managers, Service managers and Clinical leads are expected to lead the 

engagement process with relevant staff (including business advisory services) 
regarding service developments and planning in their respective areas 

 
• Service plans will have a three year outlook with a more detailed one year plan 

that drives budgeting, within financial planning parameters and prioritisation 
framework for that one year 

 
• Service plans will encompass primary, community, secondary (and tertiary) 

intervention levels  across the district (and regional/inter-district where relevant) 
and will consider the DHB’s strategic imperatives to be applied to Government’s 
priorities and targets 

 
6.2 Process and timeframe 
 
There is a desire to start the annual planning process earlier for the 2017/18 planning 
period.  While this may have some benefits resulting from early engagement and 
priority setting, there are risks associated with an “early start”.  As an accountability 
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document, the Annual Plan will always be directed by Government and Ministry annual 
planning priorities and expectations.  As such, it is subject to an externally driven 
timeframe to meet key milestone dates of the Ministry of Health and Treasury.  
 
The DHB is not yet sufficiently agile in its infrastructure or resourced to support a 
continuous planning cycle that can readily respond to internal and external change 
scenarios in a short period of time while also completing its current programmes of 
work.  Key risks of an extended timeframe include for example planning fatigue, loss of 
focus and momentum, repeat work, poor change controls and short-term or no 
decisions being made pending outcomes of other internal or external dependencies that 
are outside of the organisation’s control or not consistent with the intended timeframes.  
Pitching and balancing the planning activities at the right levels may go some way 
toward mitigating some of these risks, dependent on the knowledge and skills of 
individuals and the rigour of the planning process applied. 
 
However, it is proposed that the DHB’s high level planning process for the 2017/18 year 
commence at the end of September 2016.  This will be initiated by the Executive 
Leadership Team with agreed strategic (tactical) priorities, service performance 
expectations and planning (including budget) assumptions.  An initiation meeting with 
key staff DHB and PHO staff should then follow to herald the beginning of the 
“strawman” service planning process that will then inform the budgeting process. 
Key decisions arising from the strawman service plans and budget will need to be made 
before overlaying the annual planning guidance, priorities and expectations of 
Government and the Ministry of Health that are signalled in December. 
 
Cognisant that a number of key staff take leave over the Christmas/New Year period, it 
is suggested that the planning process resume mid-January that then accommodates the 
Ministry’s requirements.  The requisite iterative planning process usually occurs 
throughout February to land a draft budget, which feeds the financial planning 
templates that must be delivered at the beginning of March, followed by the draft 
planning documents at the end of March.  The last phase is again iterative, the extent of 
which is dependent on the Ministry’s review and response to the draft plans (including 
financial).  Usually this is more technical rather than substantive, if we have got it right 
to start with.  
 
Attached is an outline of the planning timeline and key milestone dates, key inputs, 
process and outputs proposed for the 2017/18 year. 
  
Timing may need to be modified depending on how it is managed with the (new) Board 
and its Committees and their respective meetings schedule.  It is important that their 
respective roles and function be quite clear so as to avoid repeat work and duplicate 
reporting of planning progress, and not impede the production of documents with the 
appropriate time to do so at the right time. 
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Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17

Inputs:
DHB Strategic plan

DHB/Manawhenua Hauora
Māori health strategy

Current and forecast performance
($ and non-$)

Risk assessment
Capex/investment/divestment 

intentions (LTIP)
16/17 AP and MHP progress /

forecast / issues
Service change proposals

MOH REVIEW 
OF PLANS

Inputs:
Production/capacity planning 

(PVS)
Performance measures
FTEs / personnel costs
Non personnel costs
Capex (incl IT) plan

Workforce / capability plan
Financial savings plan

Risk management plan

AP / Service Plan “template”

Inputs:

MoH Planning Guidelines
Government priorities
Performance measures

National entities
Regional Service Plan

Funding envelope
Electives funding advice

ADDITIONAL MOH 

ADVICE AND 

CABINET / GOVT 

DECISIONS – 

BUDGET 2017

*  May be delayed 
by one month – 
Budget / MoH 

dependent 

Outputs

Final draft AP (including 
SOI/SPE), MHP and RSP

Financial templates
Production schedule

Electives schedule

Operational budget
Service plans

MOH APPROVAL 
PROCESS

2017/18 ANNUAL PLANNING PROCESS – DRAFT DHB TIMELINE

20/10 - 23/11
PHASE 1

WORKING
BUDGETS

20/09/2016
BOARD MEETING – WORKSHOP??

16/05/2017
?? BOARD MEETING (Approve final draft plans and financials)

24/4 - 12/5
PHASE 4

29/3 - 21/4
PHASE 3

BUDGET REVISIONS
PVS REVISIONS

ELECTIVES SCHEDULE *

Jul-17
AP ENDORSEMENT BY MINISTER

11/1 - 10/2
PHASE 2
BUDGET

REVISIONS

21/02/2017
?? BOARD MEETING (Approve draft financials)

3/03/2017
DRAFT FINANCIALS & PRODUCTION PLAN AND INDICATIVE SERVICE CHANGE PROPOSALS  TO MOH 19/05/2017

SUBMIT FINAL PLANS AND TEMPLATES TO MOH

23/11 - 23/12
PHASE 1B

SERVICE PLAN
REVISIONS

5/12/2016
DRAFT PLANNING GUIDELINES/PRIORITIES FROM MOH

16/12/2016
FUNDING ENVELOPE

31/10/2016
DRAFT CONSULTATION ACCOUNTABILITY DOCUMENTS

31/03/2017
DRAFT 1 AP (& SOI), MHP & RSP TO MOH

12/2 - 7/3
PHASE 2

SERVICE PLAN
UPDATES

Apr-17 - May-17

FINALISING AP, 
MHP, SOI/SPE

5/9 - 16/9
ELT – INITIATION STAGE

OUTPUT
STRATEGIC PRIORITIES

DHB EXPECTATIONS
RISKS TO BE MANAGED

PERFORMANCE ASSESSMENTS
PLANNING ASSUMPTIONS

FINANCIAL (BUDGETING) ASSUMPTIONS

17/11/2016
NATIONAL PLANNING WORKSHOP

Jan-17 - Mar-17
DRAFTING AP, MHP, SOI/SPE

26/9 - 25/10
PHASE 1

STRAWMAN
SERVICE PLANS

21/03/2017
?? BOARD MEETING (Approve draft plans)

ANNUAL PLAN 
UPDATES

 
 
 

91



TO Healthy Communities Advisory 
Committee 
Quality and Excellence Advisory 
Committee  

  
FROM Vivienne Ayres 

Manager 
DHB Planning and Accountability 

  
DATE 22 August 2016 

  
SUBJECT REGIONAL SERVICES PLAN IMPLEMENTATION – REPORT FOR 

QUARTER 4, 2015/16 
 
 
 
1 Purpose 
 
To provide the Committees with a copy of the report for the fourth quarter on 
progress in delivering the programme activities and measures identified in the 
Regional Services Plan (RSP) for 2015/16.   
 
This report is for members’ information – no decision is required. 
 
 
2 Summary  
 
The attached quarterly report was submitted to the Ministry of Health by Central 
TAS on behalf of the six District Health Boards in the central region.  The report 
requirement is one of the deliverables identified in the Non Financial Monitoring 
Framework and Performance Measures (reference SI2) and areas relating to 
government priorities and targets are subject to assessment by the Ministry of 
Health.  The initial assessment for the fourth quarter is also attached for the 
Committees’ information (the final assessment has not been received at the time of 
writing). 
 
For the thirteen programmes within the RSP, the region’s self-assessment of 
progress to date had 57 percent (n.76) of the 134 planned projects/activities 
completed by year end and 29 percent (n.39) achieving deliverables as planned.  
Eight programmes, as outlined in the following table, were assessed as partially 
achieved, predominantly related to targets for performance measures not being 
achieved as a region.  Notable progress has been made in the regional health 
informatics programme as at end of June. 
 
 
 
 
 
 

 

MEMORANDUM 
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Self-Assessment Ratings 
Quarter 4, 2015/16 

Programmes Projects  / Activities 

Achieved 5 38.5% 39 29% 
Partially Achieved 8 61.5% 19 14% 
Not Achieved 0 0% 0 0% 
Completed at Year End  76 57% 

Total 13  134  
  
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 

 
The Ministry of Health’s initial assessment of performance and ratings against 
progress in implementing the ten government’s priorities for the RSP provided an 
overall rating of ‘partially achieved’.  Five of the ten programmes were rated as 
achieved.  Of the remaining five programmes, the partially achieved rating 
predominantly related to targets for some of the performance measures not being 
achieved on a regional basis or further clarification of information was being sought. 
 
The following table summarises the ratings given by the region and by the Ministry 
for each programme. 

Programme: Self 
rating 

MoH 
rating 

 Programme: Self 
rating 

MoH 
rating 

Health of older people A A  Hepatitis C PA A 
Elective services PA PA  Regional health informatics PA A 
Cancer services PA PA  Workforce development A PA 
Cardiac services PA PA  Diagnostic imaging A n/a 
Stroke services A PA  Maori health PA n/a 
Mental health and addictions PA A  Quality and safety A n/a 
Major trauma PA 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 
 
2.1 Highlights and Key Results 
 
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). 

• At year end, all central region DHBs had exceeded their annual increase in the 
volume of elective surgical discharges, with 38,819 discharges delivered (105.5% 
of target).  Of the total volume of discharges for the region, 48 percent (18,820) 
were for residents of Capital & Coast and MidCentral districts, 35 percent 
(13,570) were residents of Hawke’s Bay and Hutt Valley and the remaining 6,429 
people (17 percent) were from Whanganui or Wairarapa districts. 

• At the end of June (as reported on 1st August 2016), there were 90 people across 
the region waiting greater than 4 months for their First Specialist Assessment 
(ESPI2) – an increase of 9 over the quarter.   
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Most (81 percent) of these patients were residents of Hawke’s Bay or Wairarapa 
districts.  All DHBs were however within the compliance thresholds. 

• At the end of June (as reported on 1st August 2016), there were 50 patients across 
the region waiting greater than four months for their surgical treatment (ESPI5) 
– a decrease of 14 over the quarter.  Of the patients whose treatment was outside 
of the timeframe, 54 percent (n.27) were residents from MidCentral or Capital & 
Coast DHBs. 

• For the 12 months ending March 2016 (three months lag in data), the region’s 
standardised intervention rates for cardiac surgery and angiography remained 
significantly below the national target rates while angioplasty rate was not 
significantly different.  All regional rates have shown an improvement over the 12 
months, although there is variability between individual DHBs.  

• There has been a significant improvement in the number of patients waiting for 
cardiac services and the region is now below the maximum number expected to 
be waiting. 

• The two indicators for acute coronary syndrome – high risk patients receiving 
their angiogram within 3 days of admission and ANZACS-QI data completion 
within 31 days - were achieved across the region. 

• All DHBs with the exception of Hutt Valley and Wairarapa struggled to achieved 
the target for 80 percent of patients with a stroke admitted to an acute stroke 
unit/service in quarter 3 (lagged results by one quarter).   

• The target rate for ischaemic stroke patients being thrombolysed was achieved 
across the region (MidCentral below target, but the tele-stroke pilot project that 
commenced in June is already showing an increase in thrombolysis rates).     

• As at the end June 2016, the three DHBs delivering elective diagnostic coronary 
angiographies had 97.5 percent (n.198) of 203 patients waiting 90 days or less – 
achieving target, although MidCentral’s individual result for the month of June 
was below target. 

• At the end of March 2016, more than 75 percent of patients with accepted 
referrals for an urgent colonoscopy across the region had their procedure within 
two weeks – all DHBs doing better than target.  All but Hutt Valley, Hawke’s Bay 
and Wairarapa DHBs were achieving the target of 65 percent or more people with 
a wait time of 42 days or less for their non-urgent colonoscopy.  Surveillance 
colonoscopy waiting times target were achieved by all DHBs with the exception of 
Hutt Valley and Whanganui DHBs. 

• Only Wairarapa and Whanganui DHBs achieved (exceeded) the 95 percent target 
for people receiving a CT scan within 42 days.  The other central region DHBs had 
results ranging from 85.9 percent to 94.6 percent in June.  MidCentral continues 
to be the only DHB to consistently achieve the target waiting time for MRI scans. 

• Results for the Faster Cancer Treatment health target for the six-month period 
ending June reduced for three of the six DHBs (Hutt, MidCentral and Wairarapa) 
and small improvements for the others.  No DHB has yet achieved the FCT target 
of 85 percent, with results ranging from 63 percent to 83 percent. 
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• For the twelve months ending June 2016, 340 people were accessing the maternal 
mental health service in the central region – consistent with the volumes over the 
previous three quarters.  There was a slight increase in the number of young 
people accessing youth forensic mental health services from 127 last quarter to 
140 this quarter.  The average waiting time for people in prison requiring a 
forensic mental health assessment has been steadily increasing; this is being 
addressed by the forensic services team. 

• The Clinical Portal has gone live in Whanganui DHB as expected in June with 
work proceeding toward MidCentral’s implementation at the end of the calendar 
year.  The functional build of the webPAS is on track to be completed by end of 
September.  The Radiology Information Systems (RIS) project has encountered a 
number of unforeseen delays which are being actively worked through, 
anticipating a “go live” date at Whanganui in October. 

 
3 Recommendation 
 
It is recommended 
 
  that this report be received 
 
 
 
 
 
Vivienne Ayres 
Manager  
DHB Planning and Accountability 
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Central Region Quarter 4 Dashboard  
RSP 2015/16 
Reporting  
Quarter 4 

1. Sponsor  
2. Lead  
3. Project 

Manager 

Q
1 

Q
2 

Q
3 

Q
4 

Brief status and any specific change from last quarter 

Elective 
Services 

1. Kevin Snee 
2. Chris Lowry 
3. Stephanie 

Calder 

P
A A A P

A 

The programme is Partly Achieved due to some DHBs not 
meeting ESPI2 and 5 targets as of April 2016 reporting. 

Stroke 
Services 

1. Ashley 
Bloomfield 

2. Jeremy 
Lanford 

3. Bridget 
Smith 

P
A 

P
A A A 

Key targets are on track. Three DHBs fell below 80% of all stroke 
patients that were to be in stroke services by between 2% and 
10%. Plans for strategies to improve will be discussed. 
The Telestroke pilot is about to commence across the Central 
Region, including N&MDHB, and is expected to see an increase 
in patients receiving Thrombolysis. 
MoH teleconference with the Central Region network took place 
14th April and feedback was positive and no red lights were 
identified. 

Cardiac 
Services 

1. Debbie 
Chin 

2. Andrew 
Aitken 

3. Jeanine 
Corke 

P
A 

P
A 

N
A 

P
A 

Changes  in the last quarter include: 
• The Expected Clinical Standards have been signed off by the 

National Cardiac Network. 
• A quarterly KPI report was presented to the Cardiac 

Network at the May 2016 meeting. 
• The Cardiac System of Care project is underway with two 

out of three Cardiac Network workshops completed. The 
third workshop will take place in Q1 2016/17. This project 
will identify the appropriate model of care for the region 
including enhancing equity of access to services. 

Health of 
Older People 
(HOP)  
 

1. Julie 
Patterson 

2. Julie 
Patterson 

3. Kendra 
Sanders 

A A A A 

The Health of Older People Network and its respective project 
teams have completed or met its obligations in respect to the 
RSP for 2015/16. Work programmes such as Dementia and 
Regional Benchmarking will be carried through and reported as 
part of the RSP for 2016/17.  
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RSP 2015/16 
Reporting  
Quarter 4 

1. Sponsor  
2. Lead  
3. Project 

Manager 

Q
1 

Q
2 

Q
3 

Q
4 

Brief status and any specific change from last quarter 

Mental 
Health and 
Addiction 

1. Julie 
Patterson 

2. Alison 
Masters 

3. Josh 
Palmer and                     
Peter 
Barnett  

A A A P
A 

All items that have been partially achieved have mitigation plans 
in place and are key actions in the Regional Service Plan 
2016/17.  
Adult Forensics – Adult Forensic Report 2014 completed, 
collaboration measurement tool implemented and network 
involvement documented, trend data analysis complete for wait 
times. 
Residential Addiction Services – Model of Care approved, 
business case in final stages - further consideration around 
Substance Addiction Compulsory Assessment and Treatment 
(SACAT) identified. 
Youth Forensics – Youth Forensic Plan 2014 completed, trend 
data analysis completed for access rates. 
Youth AoD – 3DHB model developed with stakeholder input 
with potential for regional application to be considered.   
Youth Acute Inpatient – Working group established, Model of 
Care developed and endorsed by Regional Network. 
Eating Disorders – Access measurements in place, region 
addressed and actioned recommendations from Central Region 
Eating Disorder Services (CREDS) review 2014, six monthly 
clinical meeting in place. 
Maternal and Perinatal – Care pathways complete, data analysis 
complete for access rates, after hours response data reported 
via individual CFAs to be collated for information purposes. 
Workforce – Central Region Nursing Workforce Plan complete, 
regional communication newsletter continues to be delivered to 
the sector, HWNZ workforce plan request communicated with 
MHAN. 

Hepatitis C 1. Debbie 
Chin 

2. Alison 
Hannah 

3. Sarah 
Duncan  A A A P

A 

The PHARMAC changes have resulted in the whole focus of the 
service changing, from being identification and surveillance to 
identification and treatment for up to 60% of the Hepatitis C 
population. This has resulted in many changes, with some major 
decisions that will impact on the regional service being under 
discussion at the present time. All actions that were possible to 
complete have been completed by this point with some 
implementation items still to finish as a result of the delay in the 
RFP process. These are potentially exciting and life changing 
times for people with Hepatitis C. 

Major 
Trauma 

1. Debbie 
Chin 

2. Chris Lowry 

P
A A P

A 
P
A 

The project is on track however there are some regarding 
staffing to complete registry tasks. some of DHBs. 

Diagnostics 
Imaging  

1. Ashley 
Bloomfield 

2. James 
Entwisle 

3. Jeanine 
Corke 

A P
A A A 

• Domicile scanning project is complete.  
• An options paper for PET/CT has been developed for COOs 

& GMs P & F consideration. 
• The region is making good progress in terms of 

implementing the National Radiology Access Criteria (NRAC) 
and Central Region Radiology Access Criteria (CRRAC). 
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RSP 2015/16 
Reporting  
Quarter 4 

1. Sponsor  
2. Lead  
3. Project 

Manager 

Q
1 

Q
2 

Q
3 

Q
4 

Brief status and any specific change from last quarter 

Workforce 
Development  
 

1. Julie 
Patterson 

2. Roy Pryer 
3. Bridget 

Smith 

A A A A 

The Regional Workforce Hub is been reviewed to examine 
membership still appropriate/ gaps to be filled,  TOR fit with 
other Workforce groups , priorities’ for the next 2 year’s and 
connection to other groups Inc. process for raising agenda items 
from stakeholders. 

ICT 1. Kathryn 
Cook 

2. Gina 
McEwen 

P
A 

P
A 

P
A 

 

P
A 

Refer to ICT details on page 50. 

Māori Health  1. Kathryn 
Cook 

2. Stephanie 
Turner A A A P

A 

Good progress has been made for Māori Health this quarter, 
however meeting timelines with the implementation of Whānau 
Ora in all DHBs has been challenging.  A mitigation plan to 
overcome issues (i.e. resources and incentivising ways) is being 
planned by addressing it with the Regional Governance Group 
(RGG). 

Cancer 
Services 

1. Debbie 
Chin 

2. Nicholas 
Glubb 

3. Jo Anson 

A A 

 
P
A 

 
P
A 

Progress against identified actions continues to track well 
except for achieving the health target. 

Quality and 
Safety 

1. Julie 
Patterson 

2. Sandy 
Blake 

3. Bridget 
Smith   P

A 
P
A A A 

At the June CRQSA meeting the purpose of the CRQSA was 
discussed. It was agreed that the CRQSA provides a voice for 
clinical leaders across the region to positively influence 
planning, reduce health disparities and improve health 
outcomes for communities. Feedback on the RSP in early May 
suggested looking at a developmental leadership plan and 
improving the connection between senior clinicians and 
management. It was agreed having reviewed the existing key 
actions, milestones and measures that there is an opportunity 
to identify more focussed and measurable aims and outcome 
measures that influence health planning, reduction of health 
disparities and to improve the health outcomes of the 
communities within our central region.  

 

KEY 

All health targets/deliverables/milestones have been tracking to plan. Achieved (A) 
Health targets have been achieved; some indicators/deliverables/milestones are not tracking to 
plan but an adequate resolution plan is in place more clarification required. 

Partially Achieved 
(PA) 

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

Not Achieved  (NA) 

All health targets/deliverables/milestones have been completed Completed (C) 
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Elective Services 
Electives 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Project 1.0: Electives Reporting  

1. Monthly reporting of 
Health Targets to COOs. 

 

Reporting on elective case-weights and discharges 
against targets is provided by CCDHB and is ongoing. 

Overall, the Central Region is 2.4% above the health 
target discharges.  Five of the six CR DHBs are above 
their Health Target discharges.  Capital and Coast 
DHB did not meet its discharge targets as of May 
2016. 

Continued monitoring  

A 

2. Final ESPWP report 
delivered to MoH 
December 2015. 

The ESPWP Final Report is now completed and has 
been accepted by the Ministry of Health.   

 Completed 
C 

3. Opportunities identified 
and endorsed for 
development of 
pathways.  

Opportunities were identified and pathways 
developed 

 Completed 

C 

4. Additional pathways by 
June 2016. 

Pathways for Avastin and First Specialist Assessment 
for Ophthalmology developed. 

 Completed C 

Project 2.0: Elective Services Patient Flow Indicators (ESPI) Reporting 

1. ESPI 2 & 5 month wait-
times Target Reporting 

The ESPIs are reported on monthly by DHBs. As of 30 April 2016, there were a total of 64 patients 
waiting outside guidelines for a first specialist 
assessment (ESPI2) and 80 waiting outside guidelines 
from the time of commitment to treat (ESPI5). 
While the volumes are spread across the surgical 
specialties, ENT and Orthopaedics are the main 
contributors to the waiting times under ESPI2, and 
ENT and General Surgery under ESPI5. 
 
 

ESPIs remain a standard item on 
the COOs agenda. 

PA 

101



Electives 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Project 3.0: Regionalised orthopaedic/ENT/Ophthalmology Pathways  

1. Development and 
implementation of 
regionalised orthopaedic 
and two other specialty 
pathways (ENT & 
Ophthalmology. 

Pathway development is on schedule.  Pathway 
implementation has been behind schedule. 
Ophthalmology 

• Avastin entry and exit criteria and model of care 
developed 

• Criteria for prioritisation access for first specialist 
assessment for ophthalmology developed 

• Otorhinolaryngology 
• Otitis media pathway was drafted  
• A tonsillectomy pathway under discussion 

Additional pathways for the Otorhinolaryngology 
Regional Network were not completed due to delays 
with establishing the network 

 

 

 

Completed 

C 

Project 2.0: Elective Services Patient Flow Indicators (ESPI) Reporting 

2. ESPI 2 & 5 month 
wait-times Target 
Reporting 

The ESPIs are reported on monthly by DHBs. As of 30 April 2016, there were a total of 64 
patients waiting outside guidelines for a first 
specialist assessment (ESPI2) and 80 waiting 
outside guidelines from the time of commitment 
to treat (ESPI5). 
While the volumes are spread across the surgical 
specialties, ENT and Orthopaedics are the main 
contributors to the waiting times under ESPI2, and 
ENT and General Surgery under ESPI5. 

ESPIs remain a standard 
item on the COOs agenda 

PA 

Project 3.0: Regionalised orthopaedic/ENT/Ophthalmology Pathways  

2. Development and 
implementation of 
regionalised 
orthopaedic and two 
other specialty 
pathways (ENT & 

Pathway development is on schedule.  Pathway 
implementation has been behind schedule. 
Ophthalmology 
• Pathway development for cataract patients is 

on track.  

Implementing clinical pathways is dependent 
on individual DHB pathway prioritisation. 
 
While Regional Networks are identifying 
additional clinical and patient pathways that 

Ongoing discussions with 
DHBs/PHOs regarding 
prioritisation and alternative 
mechanisms for utilising the 
learnings from the 
development of individual 

A 
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Electives 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Ophthalmology. • Avastin entry and exit criteria is undergoing 
consultation with clinical teams 

• Criteria for prioritisation access for first 
specialist assessment for ophthalmology 
(adult) is undergoing consultation with clinical 
teams 

Otorhinolaryngology 

• Otitis media pathway is in draft and is being 
reviewed by the CR ORL Network  

• A tonsillectomy pathway is under discussion 

could contribute to improved patient access 
and reduced costs, it is unclear whether 
funding for electives will continue into 2016/17 
so progress is delayed. 
 

pathways 

Other -The Ophthalmology Regional Network has identified Whanganui DHB as an area that is difficult to recruit to, with an ophthalmologist position having been vacant 
for 8 months, and the sole ophthalmologist at the DHB due to leave in October this year.  TAS has requested that ophthalmology be added to Health Workforce New 
Zealand’s Voluntary Bonding Scheme in relation to Whanganui DHB. 

Electives Patient Flow indicator

ESPI2. Patients waiting longer than the required timeframes for their first specialist assessment (FSA) 
  Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 
  Level Status% Level Status% Level Status% Level Status % Level Status% 
Capital & Coast  2 0.0% 2 0.0% 3 0.1% 4 0.1% 8 0.1% 
Hawke’s Bay 8 3.0% 97 3.3% 64 2.4% 5 0.2% 23 0.5% 
Hutt Valley 0 0.0% 122 3.9% 68 2.2% 5 0.2% 5 0.2% 
MidCentral 38 0.8% 221 4.5% 6 0.1% 60 1.4% 17 0.4% 
Wairarapa 8 0.7% 6 0.5% 8 0.7% 2 0.2% 11 9.0% 
Whanganui 3 0.4% 0 0.0% 0 0.0% 5 0.7% 0 0.0% 

 
                    

Regional Total  59   448   149   81   64   
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  ESPI5. Patients given a commitment to treatment but not treated within the required timeframe. 

  Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 
  Level Status% Level Status% Level Status% Level Status % Level Status% 
Capital & Coast  2 0.1% 4 0.2% 6 0.3% 8 0.4% 12 0.6% 
Hawke’s Bay 53 4.3% 80 6.2% 64 5.9% 3 0.3% 22 1.8% 
Hutt Valley 7 0.6% 56 4.6% 19 1.6% 10 0.7% 6 0.4% 
MidCentral 65 3.8% 154 9.3% 14 0.9% 28 1.6% 35 2.2% 
Wairarapa 22 7.9% 16 6.1% 8 2.9% 6 2.1% 0 0.0% 
Whanganui 11 1.3% 5 0.6% 5 0.6% 4 0.5% 5 0.7% 
                      
Regional Total  160   315   116   59   80   

 

Stroke Services 
Stroke1 Services 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Work progress against the action plan, milestones and measurements as in the RSP 2015/16 for  Q4 and where we are with working towards national consistency as 
against the targets set: 

• 6% of potentially eligible stroke patients thrombolysed.  
• Progress towards 80% of stroke patients admitted to stroke units and pathways for smaller DHBs. 
• Proportion of patients with acute stroke who are transferred to inpatient rehabilitation service. 
• Proportion of patients with acute stroke who transferred to inpatient rehabilitation services within 10 days of acute stroke admission, target 60%.  

Project 1.0: Organised Acute Service  - People experiencing acute stroke are cared for in the setting of an organised acute stroke service in all Central Region DHBs. 

1. Stroke data is collected DHBs have made improvements on target After hours management of stroke • The region will continue to collect data and A 

1 Stroke report is based on Q3 data report as agreed with MoH 
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Stroke1 Services 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

and reported. achievement after some focused management 
(C&CDHB, HVDHB). One DHB has slipped back from 
98% to 68% (WhaDHB). (See graph on page 14). 
 

patients is an issue in some DHBs, 
as access to beds are influenced by 
organisational wide factors such as 
demand, seasonal influences and 
discharge processes.  

work towards meeting the national targets.  
• WhaDHB will provide a notation and plan 

to outline strategies to improve 
performance. 

• DHB stroke teams to continue to raise 
concerns with Service Managers as 
appropriate. 

• Central region stroke data has been 
approved now to be collected by Central 
TAS to aid reporting, accuracy and provide 
more in-depth analysis into trends which 
can support service development and 
needs being met. 

2. Data collected from 
2014/15 analysed to 
inform planning for 
2016/17 (Q2) 

Achieved: Comparative data analysis has been 
completed for 2013/14 and 2014/15 years.  This 
data depicts overall favourable trends against the 
indicators measured, in particular rehabilitation 
data.  This information has been used to support the 
2016/17 RSP planning. 

DHBs are able to review the 
comparative data and identify 
areas for ongoing service 
improvement. 

• Clinical lead to share information with 
clinical team and relevant managers as 
appropriate. 

• Central TAS will be taking on the reporting 
of all Stroke data on behalf of the central 
region going forward. 

Project 2.0: Thrombolysis  - People experiencing acute ischaemic stroke have consistent access to quality assured and regularly audited, stroke thrombolysis services 24/7 
at the Central Region DHBs (either directly or via support from a larger DHB) 

1. A regional Thrombolysis 
Network established. 

On track: The central region continues to exceed the 
thrombolysis national target of 6% for eligible 
patients, with exception of MDHB at 4% for Q3. 
 
The Telestroke pilot funded by the MoH for 6 
months is ready to commence in May/June 2016. 
This is anticipated to improve performance at 

All DHBs involved have a variation 
in clinical guidelines. Agreement 
that for the pilot specialist advice 
by C&CDHB clinicians will be based 
in C&CDHB guidelines. 
 
At such time service should 

The network has agreed that this target should 
be 8% and will aim to achieve this going 
forward. 

The tele stroke pilot is now active in 3 DHBs 
(Capital and Coast DHB, MidCentral DHB, 
Nelson Marlborough DHB) with the roll out to 

A 
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Stroke1 Services 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
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smaller DHBs by enabling a 24/7 access to specialist 
clinicians via teleconferencing equipment. N&MDHB 
from the SR  is participating in this pilot with the lead 
site C&CDHB. 
Full evaluation will be done to demonstrate 
effectiveness in December and application made 
thereafter for a continued and sustained service if 
proved to be beneficial and cost effective both for 
patients and DHBs. 
 
A Project Manager to pilot the project at C&CDHB 
has been engaged with some of the MoH funding. 

become national, a consistent 
guideline will need to be 
formulated. 

 
 
 
 
 

 
 

Hawke’s Bay DHB and Wairarapa DHB over the 
coming weeks. These DHBs were selected to 
participate in the pilot. 

 
 

 

2. Integrated thrombolysis 
update required by 
June 2016. 

On track. 

 

Potentially this will be achieved as an outcome 
from the MoH Pilot. 
The report from the National team on progress 
is presently awaited for Q4. 

Project 03: Māori & Pacific  - Māori and Pacific people experiencing stroke have culturally appropriate access to organised service 

1. Percentage of Māori 
and Pacific data broken 
down and reported. 

On track:  Quarterly data continues to be collected 
and reported for Māori and Pacific.  
The percentage of Māori and Pacific people 
experiencing stroke for Q3 is less than previous 
quarters. 
 
The Telestroke pilot may have some influence on this 
data by the capture of more patients at weekends 
and Out of Hours with access to specialist advice. 

Further analysis of data is required 
to determine where linkages can 
be made with Māori and Pacific 
health providers to improve health 
outcomes for Māori and Pacific 
people who experience stroke.   

Data will continue to be collected along with 
additional ethnicity data on the number of 
Māori and Pacific people being admitted to the 
ASU, Rehabilitation and the number of Māori 
patients who are thrombolysed. This data is to 
be analysed nationally as numbers are too low 
locally/regionally to evaluate.  

A 

Project 4.0: Transient Ischaemic Attack (TIA) - People experiencing a transient ischaemic attack (TIA) have access to rapid and effective management that reduces their risk 
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Stroke1 Services 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
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of subsequent stroke. 

1. TIA regional strategy 
implementation by June 
2016 including tools. 

On track.  All central region DHBs have a TIA 
pathway in place.  Best Practice Advocacy (BPAC) TIA 
electronic decision is a support tool for use by GPs 
has been implemented throughout the region, (this 
work is being led by the National Stroke Network) 
and was rolled out in July 2015.  

Feedback following the 
implementation of the BPAC TIA 
tool is that it requires socialisation. 
A communication plan will be 
developed to support this. 

The Central Region Stroke Steering Group is to 
develop a communication plan that supports 
socialisation of the BPAC TIA tool. 
 
 

A 

Project 5.0: Rehabilitation -  People experiencing stroke that would benefit from stroke rehabilitation are cared for in the setting of an organised stroke rehabilitation 
service in all Central Regional DHBs. 

1. Definitions aligned with 
national stroke data. 
Finalised August 2015 
and implementation 
December  2015 

Achieved: As of Q3 - 100% of stroke patients were 
transferred to an inpatient rehabilitation service 
within 10 days of acute admission at 3 DHBs. 2 
DHBs, however, dropped performance (C&CDHB 
83%, WaiDHB 67%) from 100% in Q2). The data is 
been re-considered to see if there are any coding 
issues.  

 • New data collection. 
• All eligible patients suffering from stroke 

will have equitable access to community 
stroke services. Monitor the % of all stroke 
admissions that are referred to community 
rehabilitation and the proportion of these 
who receive face to face community 
rehabilitation sessions within 7 days of in 
patient discharge. 

• No date has been set for formal collection 
as yet but all DHBs will be expected to be 
making progress. 

•  NZ is looking to develop a rehabilitation 
strategy and the Stroke networks will need 
to be a key partner in this work. 

A 

Project 6.0: Stroke Workforce 

• Identify opportunities to strengthen workforce capacity and capability for stroke services  
• Investigate regional stroke workforce issues, resourcing and training needs and develop a regional workforce strategy 
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Stroke1 Services 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  
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• Implement regional stroke workforce strategy to maximise health outcomes for stroke patients in the region and optimise health resource utilisation 
• Minimum standards are set and complied with for clinicians involved in specialist stroke services throughout the region. 

1. Develop a stroke 
workforce and 
education plan strategy 
by March 2016.  

Achieved: Biannual stroke education days are held. 
A Thrombolysis study day is held once a year and a 
rehabilitation study day is planned for early 2016. 
An audit of the central region stroke services has 
been undertaken. This audit looked at how the 
central region was providing stroke services in line 
with the National Stroke Foundation Guidelines 
2010; and Acute Stroke Service, service 
specifications and the rehabilitation service 
specifications for inpatient and community.    

As a result of the audit, the 
National Clinical Co-ordinator of 
the Stroke Foundation is reviewing 
the indicator definitions with the 
National Rehabilitation Group.   
Access to a clinical psychologist is 
only available on a limited basis at 
some DHBs. Analysis of the audit 
indicates that the role of Clinical 
Psychologist is emerging as a deficit 
in service provision.   

Provision of education days is now business as 
usual. 
The audit tool will be updated to reflect any 
amendments in definitions. 
 
A focus for the next year will be around the 
feasibility of a central regional unit for 
rehabilitation for patients having had stroke. 

A  

Others 

Hawke’s Bay stroke data collection has been an issue, with timeliness and quality of the data. This is being explored at local level and support will be given as required.  This 
is also improving with newly appointed staff and a lead analyst. A much better process for collection and reporting is anticipated. 

 

108



Stroke data 
Whilst some coding issues persist at some DHBs, data collection and submissions are now being 
received in a more timely manner and with improved accuracy. 
 
Performance against key targets demonstrates: 
80% of patients with strokes are in Acute Stroke Units. C&CDHB, HBDHB and WhaDHB are below 
target presently. Plans for improvement will be discussed to identify improvement strategies. 
6% of Ischaemic stroke patients are given TPA. Whist only one DHB is below target, the introduction 
of the Telestroke Pilot is anticipated to improve this. 
 

% of strokes in Acute Stroke Unit by DHB of service , by Qtr. 

 
 
% mortality during hospitalisation (acute and rehab stroke) by DHB of service 
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Average Length of stay by DHB -Acute 
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Discharge information 

 
 
 
Number % of acute Ischaemic (plus unspecified) stroke patients given tPA by DHB of service 
2015/2016 

 
 
Quarter 3 Data used for reporting  
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Cardiac Services 
Central Regional DHBs performance to April 16 for the elective angiography national waiting time target of 
95 percent (refer to table below) 
All central regional DHBs achieved above the national target of 95 percent for elective angiography. Central 
regional DHBs’ performance to April 2016 was C&CDHB 99%, HBDHB 100%, MDHB 100% and NMDHB 98.3%. 
  
Secondary Care Standard Intervention Rates to Dec 15 (refer to table below) 
 

For the Angiography SIR national target of 34.7, individual DHBs’ performance was: C&CDHB 24.30, HBDHB 
38.58, HVDHB 27.85, MDHB 37.06, NMDHB 42.19, WaiDHB 26.14 and WhaDHB 26.35.  Overall central region 
performance for the Angiography SIR was 32.57. 
 

DHB performance against the Angioplasty SIR national target of 12.5 was: C&CDHB 10.9, HBDHB 12.7, HVDHB 
12.3, MDHB 10.8, NMDHB 13.2, WaiDHB 9.8 and WhaDHB 10.0.  As a central region, performance was rated at 
11.6. 
 

Central region DHB performance against the national cardiac surgery interventional rate of 6.5 per 10,000 was 
NMDHB 7.12, HBDHB 6.84, HVDHB 5.20, MDHB 6.24, WDHB 5.52, WaiDHB 4.99 and C&CDHB 4.69.  As a 
central region, the performance was 5.86. 
 

• The numbers of patients waiting for cardiac surgery in the central region has exceeded the maximum 
allowed over the last few months. These numbers have now reduced through a significant number of 
strategies undertaken by C&CDHB. These strategies include increased outsourcing to the local private 
provider and assistance from Canterbury DHB. In order to sustain the reduction in numbers on the 
waitlist, C&CDHB has reviewed the production plan for 2016/2017 and confirmed the outsourcing 
numbers to ensure the outflows meet the inflows.  Internal processes continue to be reviewed and 
refined so that day of surgery cancellations are minimised. The current focus is on ensuring all 
patients receive treatment within the clinical treat by times frames. Clinical review of patients on the 
waitlist and clinician planned operating lists continue to ensure we are operating on the right patients 
each day. 

 

The Network is currently undertaking a project, commissioned by regional Chief Executives, that aims to 
identify the appropriate cardiac service model for the region that will enhance equity of access to services.  It 
is envisaged that the outcome of this project will work towards improving the overall performance and 
achievement of the standard intervention rates for the region.  

 

The Acute Services and Secondary Care Standard Intervention Rates (SIR) for Cardiac (refer to the table 
in the next page) 

 

Heart Failure 
Progress on Heart Failure initiatives across the central region includes: 
 

• MDHB continues to engage with primary care to manage (mild-moderate) acute heart failure in the 
community via an acute heart failure map of medicine pathway that has recently been 
developed.  This will be in conjunction with the MDHB Cardiology team with telephone advice etc. 
MDHB has also sent letters to patients admitted with heart failure during the past year to remind 
them of vaccinations, heart failure action plans and early recognition of symptoms. 

• WDHB has arranged a meeting with Dr Dave Mundell and a GP representative to discuss if they can 
adopt the MDHB pathway, with some modifications. 

• C&CDHB‘s initiative for heart failure is within a sub regional framework.  
3-D group including primary care representatives are developing local pathways with the initial focus on heart 
failure and atrial fibrillation, through the Canterbury pathway mechanism. The first meeting of the group is 
next week. The plan is to develop a sub regional pathway that details the initial management and referral 
strategy for heart failure in the sub region. Representatives include primary care, community heart failure 
nurses, physicians and cardiologists.
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(SIR) for Cardiac 

DHBS 

Acute Coronary Syndrome (ACS) 
Indicators  

Standard Intervention Rates (SIR) – end of Dec 16  quarter 
 

Elective Angiography Wait Times – 
end of April  2016 

The ANZACS-QI target, door to cath 
data to the end of May 2016 showed 
that all central region DHBs achieved 
the national target of 70% 

DHB performance within the 
central region for the Cardiac 
Surgery SIR includes:  

For the Angiography SIR 
national target of 34.7, 
individual DHB 
performance was:  

DHB performance against 
the Angioplasty SIR 
national target of 12.5 
was:  

For the elective angiography national 
waiting time target of 95 percent, 
DHBs performance within the central 
region to January 2016 was:  

C&CDHB  97.3% 4.69 24.30 10.9 99% 

HBDHB  76.7% 6.84 38.58 12.7 100% 

HVDHB  71.4% 5.20 27.85 12.3  

MDHB  92.9% 6.24 37.06 10.8 100% 

NMDHB  94.7% 7.12 42.19 13.2 98.3% 

WaiDHB  100.0% 4.99 26.14 9.8  

 
WhaDHB  

81.8% 5.52 26.35 10.0  

 The central regional DHBs have 
achieved above the 70 percent 
target for the last three months. 

The central region’s overall 
performance was 5.86 compared 
to the national target for Cardiac 
Surgery SIR which is 6.5 

As a region the 
performance for the 
Angiography SIR was 32.57 

As a central region 
performance was 11.6. 
 

As a central region the percentage 
achieved was 99.2 percent.  
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Cardiac  Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
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Work progress against the action plan, milestones and measurements as in the RSP 2015/16 for Q4: please refer to RSP 2015/16 pages 82 and 83 for milestones and 
measures for Cardiac. 

Project 1.0: National Expected Standards (formerly Minimum Standards) 

1. Objective: To review existing 
pathways, develop and agree 
minimum standards that 
increase access to diagnostics 
for primary care by end of Q2. 

The National Expected Standards 
have been recently signed off by the 
National Cardiac Network; all four 
cardiac networks have endorsed the 
Standards.  Dr Nick Fisher has liaised 
with the Northern Network to hear 
their concerns and make the 
necessary changes to the standards 
to get them signed off. 

No regional issues to report at 
this stage. 
 
 
 
 
 

The National Expected Standards will be presented at 
the national COOs, GM – Funding and Planning and 
CEs meetings mid July 2016. 

A 

Project 2.0: Cardiac key performance indicators reporting 

By end of Q1 review current data 
collection integrity and improve 
the quality of data collection 
across DHBs. 

Milestone achieved in terms of 
cardiac KPI report, reported to COOs 
and GMs P & F on a quarterly basis. 
Quarterly cardiac KPI report 
completed.  

The Network discusses the KPI 
report at each quarterly 
meeting including targets that 
are not being met to 
determine resolution 
strategies.  An example of this 
is the improvement needed 
for ACS transfers whereby the 
Network are discussing 
putting in place a contingency 
plan.   

To complete a KPI quarterly report for August 16. 

A  

Project 3.0: ACS Quality improvement programme 

To champion and support DHBs to ANZACS-QI 6-monthly hospital to Achieving timely ACS transfers The Network has established a Working Group to A 
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Cardiac  Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  
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capture and meet ACS data 
reporting requirements (ongoing). 

admission report  
 

for the outer region DHBs will 
be an ongoing priority for the 
Network to resolve.  

agree an ACS Contingency Plan.  The Working Group 
has scheduled an initial meeting for late June.  The 
potential options to be looked at by the Group are: 

• To agree that PCI centres should act as a network 
for STEMI and ACS patients.  Patients should flow 
to the centre that can offer the timeliest care. 

• That the online waiting list that C&CDHB already 
has in place is reviewed and upgraded to serve as 
both an active list of pending referrals in the 
region (with appropriate prioritisation) but also 
potentially as a means of referral. 

• To develop a regional acute waiting list online that 
incorporates the activities of Nelson, as well as 
potentially other PCI sites in the region, to 
promote regional delivery of this service. 

• Actions to optimise availability of beds at C&CDHB 
for patients from other DHBs, to minimise 
transfer delay.  These include the measures 
mentioned above, as well as the opening of a new 
medical ward in August 2016 that will increase 
bed capacity overall and the timely transfer of 
patients back to their DHB of domicile. 

• In the event of the numbers of patients awaiting 
transfer reaching an agreed level (? > 10 patients) 
a contingency plan is to be activated: 

• Transferring ACS patients to another provider of 
the service, for example Nelson/ Private hospital. 

• Hawke’s Bay/MidCentral obtaining additional 
access to their shared angiography suites to do 
more of their own patients. 
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Cardiac  Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

• To develop a region-wide ACS guideline that 
standardises a care pathway across the region.  To 
have as part of the pathway an emphasis on the 
promptness of referral for angiography and the 
mechanism of referral.   

Project 4.0: Building a sustainable workforce  

1. To improve access to 
investigations and build a 
sustainable workforce (initial 
focus on electrocardiographs) 
by end of Q4. 

C&CDHB is currently experiencing 
echo sonographer vacancies with a 
recent resignation.  This limited 
supervision capacity has put the 
regional training hub option at risk.  
However, NMDHB has offered their 
senior echo sonographer who is able 
to provide training and supervision 
for the region.   

Financial constraints and 
limited supervision capacity 
prevent DHBs from moving 
forward on implementing a 
regional echocardiography 
training programme.   

The Network will keep monitoring  this matter and 
work with sub regional DHBs to see if joint training 
appointments or support can be made such as 
arrangements between HVDHB and C&CDHB, and 
MDHB and WDHB. 
The echocardiography workforce proposal that 
includes the workforce and echo projections that were 
completed by the Network will feed into the ‘regional 
cardiac service model’ project to ensure that there 
continues to be a focus on enhancing equity of access 
to cardiac services. 

A 

Project 5.0: Regional Cardiac Service model 

1.  To deliver a regional cardiac 
service model that delivers 
sustainable access and 
addresses unmet needs by Q2. 

Regional CEs have commissioned a 
piece of work to use cardiac as a part 
of the Health System Planning 
process.  This work has been scoped 
by TAS. External consultants, Rachel 
Haggerty and Dr Mike Corkill have 
been contracted to facilitate the 
engagement workshops with the 
Cardiac Network to make 
recommendations and obtain 

No issues at this stage. 
 

Three workshops are scheduled for the 27th of June, 
8th of July and 26th of August with the Cardiac 
Network.  The objective of these workshops are to: 

 
• Identify  the future cardiac system of care 

options 
• Obtain commitment from the Network on the 

recommended model of care, and  
• Endorse final recommendations to Regional 

Chief Executives (CEs). 

A 
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Cardiac  Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  
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commitment on the appropriate 
cardiac system of care for the central 
region. 

 

Work done outside the current RSP 
The additional work includes: 
• The final sign-off of the NMDHB cardiothoracic report by the Cardiac Network has now been forwarded to the South Island Cardiac Network. 

• Dr Nick Fisher, who is leading the National Expected Standards, will be presenting the Standards to National COOs, GMs P & F and CEs in mid July. 
 
 

ANGIOGRAPHY - 95% of people accepted for elective angiography receive their procedure in 90 days (3 months) or less. 

Measure Result 

Date of latest data May 2016 

Target 95% 

Central Region DHBs at or above target Capital & Coast, Hawke’s Bay, MidCentral, Nelson Marlborough 

Central Region DHBs below target None 

Overall regional position compared to target Region above target by 3.5% 

Overall regional position compared to national Region above national by 3.0% 

Major changes in trend Increased performance by Hawke’s Bay over the past two months has seen that DHB and the region exceeding the 
target. 
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Health of Older People (HOP) 
HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

Project 1.0: Advance Care Planning  

1.1. RACPRG support regional ACP implementation in line with the Central Region ACP framework by 6/2016: 

• Engage with National ACP 
Cooperative on 
implementation of advance 
care planning in the Central 
Region 12/2015. 

Two members of the RACPRG [1] are on a national project group tasked 
with reviewing all of the ACP printed resources.  
Two members of the RACPRG contribute to the National Communication 
Strategy Group. 
The National ACP Training Lead joined the Central Region in February 
2016 to discuss ACP implementation nationally and regionally. 
Strong linkages between Workforce Hub, RACPRG and National 
Cooperative. 

  Completed. C 

• Central Region representative 
on the National ACP Round 
Table – 12/ 2015 

The Chair of the RACPRG is on the National ACP[2] Roundtable and acts as 
a conduit for representing the views of the Central Region.  Completed. C 

• ACP Information for regional 
dashboard identified 3/2016 

The region has decided to report on the number of advance care plans 
‘completed’ in InterRAI. Due to the Momentum upgrade in November 
2015 (v9.3) this dataset is limited, however it will provide a reliable 
dataset and will grow over time.  
A member from the RACPRG and the project manager will continue to act 
as linkages between ACP and regional benchmarking. 

 

Completed. 
This will be taken forward 
through the regional 
benchmarking project. 

C 

• Integration of ACP into clinical 
pathways - 6/2016. 

ACP is referenced within at least 15 pathways at present such as 
Dementia, Falls, Palliative Care and Long term conditions. There are 
dedicated ACP pathways in place in four DHBs to date. 
There are strong linkages locally and sub-regionally between the ACP 
subject matter experts and the developers/editors of the regions clinical 

 Completed. C 

[2] Advance Care Plan 
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HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

pathways ensuring ACP is evidenced in pathways in the future. 

• Report to HOP Network and 
REC on ACP implementation 
against Central Region ACP 
Framework  6/2016 

The RACPRG reviewed the region’s progress on implementing the ACP 
Framework (2014) for the central region. The framework identified 16 
recommendations: 

• 50% of the recommendations have been achieved, 
• 38% are partially achieved 
• 6% are not started  
• 6% are no longer applicable. 

This has been reported to the HOP Network and priority areas to progress 
will be identified for 2016/2017. The work programme for the RACPRG 
and the region will also be informed by the national funding solution for 
the National ACP Cooperative which is before DHB Chief Executives.   

 

Completed. 

The work of the RACPRG will 
continue in 2016/2017 
however is not a deliverable 
for the Central Region’s 
regional service plan in that 
year. 

C 

1.1. Level 1 ACP training prioritised in DHBs    

• 60 new registrations on the 
ACP  Level 1 e-learning 
modules  6/2016  

Over 90 health professionals have registered and undertaken Level 1 ACP 
e-learning modules from across the region. 

A targeted approach to training is being led by the Clinical Leads (CMOs, 
DAHs and DONs) as outlined in the Workforce section for the RSP. 

The RACPRG will continue to work with the Regional Training Hub and 
Clinical leads to promote level 1 training. 

 Completed. 

 

C 

Project 2.0: Dementia Pathways 
2.1. Identify and develop regional components of the dementia care pathways that are best achieved at a regional level and share learning and resources 
across the region 

• Three components of 
dementia care pathways that 
are best achieved at a regional 

A stocktake and a gap analysis against the New Zealand Dementia 
Framework is complete. The stocktake identified three elements where 
there was the most opportunity to collaborate regionally: ‘Living Well’, 

 Completed. C 
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HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

level are identified 9/ 2015 ‘Maximise Wellbeing’ and ‘End of Life’.  

From this 16 ‘good practice points’ have been prioritised and lead 
organisations/groups proposed to respond.  

• Two components of dementia 
care pathways are developed 
at a regional level  3/2016 

Regional access to Alzheimer’s NZ booklets 

The Central Region remains committed to providing access to the 
booklets developed by Alzheimer’s NZ for consumers. However, due to 
funding challenges these booklets by Alzheimer’s NZ are still unavailable. 
Alzheimer’s NZ have indicated that they will make printed copies of the 
first three booklets available to PHOs and Alzheimer’s branches. The 
central region is working with Alzheimer’s NZ to identify a funding stream 
to enable a regional print run of booklets for DHB inpatient and 
community services & providers.  

Sharing innovations for dementia care  

Whanganui DHB shared their local approach and learnings from their 
partnership approach with Scotland on Dementia and Delirium in April 
2016. 

PHARMAC presented to the RDPRG on their recent study on the use of 
antipsychotics in age residential care in April.  

The Intellectual disability (ID) nurse at MidCentral DHB presented on the 
project that is developing pathways for people with learning disabilities. 
The RDPRG will maintain formal linkages with the ID nurse over 
2016/2017. 

Improving access to information 

The RDPRG joined the Central Region Communication Managers forum in 
June to discuss the process involved for reviewing its DHB landing pages 
for older people to ensure information is accessible to those with 

 

This project continues into 
2016/2017 and will progress 
be reported in Q1 of 
2016/17. 

 

A 
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HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

dementia and their family/whānau. It has been agreed that regional 
minimum standards will be identified and these will be audited against. 
This work will continue into 2016/2017. 

2.2. Dementia awareness and responsive education for primary health care clinicians. 
• A regional consistent survey 

measuring primary care 
understanding dementia 
diagnosis and management by 
10/2015. 

Hawke’s Bay DHB has developed a regionally consistent survey for 
primary care. 
The results of this survey have been analysed at a regional and local level 
and are informing a training response for 2016. 
HBDHB will report to the Ministry as outlined in its CFA agreement. 
 

 Completed. C 

• Report on survey results – 
6/2016. 

In response to previous survey findings from primary care, five additional 
workshops occurring regionally targeted to capacity assessment. These 
were delivered by HBDHB. 
 
The capacity assessment video which was used as part of these 
workshops has also been widely distributed across HOP as it will be of 
value to older person teams within DHBs.  
The video can be viewed 
here: https://vimeo.com/uow/capacityassessment 
 
The Central Region continues to participate in the National Dementia 
Education Collaborative which is progressing the national education 
material for general practice. 

 

HBDHB will report to the 
Ministry as outlined in its 
CFA agreement. 
 

C 

2.3 Implement a regional response to new “one off’ ‘Walking in Another’s shoes’.  

• Develop regional response to 
new funding 12/2015 

The milestones/measures associated with collaborating with Canterbury 
DHB (as lead) to implement a regional response to new ‘one-off’ funding 
for Walking in Another’s Shoes’ has been closed. This is in response to 
this funding not being made available by the NHB. 

 Completed. C 
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HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

• Provide reporting data (as 
requested) to Canterbury DHB 
(June 2016) 

As above.  Completed. C 

Project 3.0: Regional Benchmarking  

3.1. Establish regional dashboard for HOP utilising InterRAI data to support the development of clinical pathways and cross-sector engagement 

• Define population of interest 
to inform a regional 
dashboard by 9/2016 

Broadly using the HOP strategy themes, the regional benchmarking 
quality indicators have been identified. The data for these quality 
indicators is from InterRAI HomeCare assessments. They are: 

Healthy lifestyles, healthy ageing and independence quality indicators: 
Loneliness and carer stress  

People living well with simple or stable long-term conditions quality 
indicators: Pain 

Rehabilitation and recovery from acute episodes quality indicators: 
Rehabilitation potential 

People with complex health-related needs, including co-morbidities, 
advanced dementia and frailty, are supported to live well quality 
indicators: Diagnosis of dementia and cognitive impairment (moderate to 
severe) 

Respectful end of life care that meets personal and cultural needs quality 
indicators: Advance Care Plans, including a view of Enduring Power of 
Attorney 

An infographic is in development and will be submitted to a designer 
once the HOP Network and HOP Portfolio Managers sign off the data.  

  

This project continues into 
2016/2017 and will progress 
be reported in Q1 of 
2016/17. 

A 

• Confirm acceptability to 
collect information on 
cognitive performance scores, 

This deliverable is closed. The benchmarking dashboard will be aligned to 
the themes of the NZ HOP Strategy and the quality indicators are were 
developed through a decision making matrix. 

 Completed. 
C 

123



HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

social isolation, falls and 
nutrition  

• Identify regional resource to 
support regional dashboard 
development and reporting 

The regional benchmarking project team has been recruited to. The 
Central Region Māori Managers group have been engaged with and a 
designer identified to support creating an infographic from the quality 
indicators. 

 Completed. 

C 

• Reporting on value of the 
dashboard by 6/2017 

On track.  This project continues into 
2016/17 and will progress 
be reported in Q1 of 
2016/2017. 

A 

3.2. Innovation in HOP for frail elderly and the last 2 years of life  

• Confirm regional definition of 
frailty 9/2015 

 
• Explore strategies to identify 

the last two years of a 
patient’s life 3/2016 

 
• Stocktake of local service 

innovations that have the 
potential for regional 
deployment 8/2016 

 
• Present findings to relevant 

regional stakeholders 12/2016 

A stocktake was initiated in Q1 to understand the definition of ‘frailty’ at 
a regional and national level. 
 
In parallel, the NZ Health Strategy Review and the HOP Strategy Review 
have been occurring.  
 
In its regional planning session on November 25, the Network agreed to 
discontinue this workstream to enable a new approach. This is supported 
by the Portfolio Managers – HOP. 
The Central Region HOP 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” early in 2016. 
 
Its work programme is in development, but is framed against the themes 
of the NZ Health Strategy with a focus on  
System Integration: Establish and maintain national and regional 
relationships to better understand opportunities for integration which 
improve the health outcomes for older people 

 Completed. 

C 

 
 
 
 
 
 
 
 
 

C 
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HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

Care arrangements: Utilise understanding of national policy and cross 
sector work programmes to inform care arrangements for older people 
and support for their carers 
Regional models for older people: Utilise national datasets to inform care 
arrangements and make recommendations to relevant stakeholders on 
alternative models of care 

Project 4.0: Regional Collaboration and Innovation – Cross Sector Engagement 
 
• ACC to join the HOP Network 

quarterly to update on cross-
sector priorities and 
operational opportunities for 
innovation 9/2015 

Cross sector engagement has also been initiated with representatives 
from Treasury (Health Portfolio) and Ministry for Social Development 
(MSD) being invited to be at the November HOP Forum.  
Continue to engage with ACC across their different teams – Cross Sector 
workstream lead in Ministry, Injury Prevention Teams, as well as relevant 
Category Managers at Head Office. ACC are a standing item on the face to 
face agendas for the HOP Network. 

 Completed. C 

• Central Region to provide 
subject matter experts to ACC 
(as requested) to support the 
cross-agency work programme 
6/2016 

The region has actively engaged and contributed to the NZ Health 
Strategy Review, HOP Strategy Review and the Hospital to Home Review 
through various channels. 
 

 Completed. C 

Project 5.0: Polypharmacy Masterclass 

5.1  Evaluate all the benefits of regional delivery of masterclass in polypharmacy. 
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HOP 
Deliverables  
Actions/Milestones  

 
Progress/achievements   

 
Outline 
issues/challenges   

 
Next steps   

Ra
tin

gs
  

1. Evaluate and Identify benefits -
10/2015 

The project deliverables were met in the 2014/2015 year. 
The HOP Network endorsed the Polypharmacy Masterclass programme 
content and its relevance to the workforce and older population.  
Due to unforeseen circumstances, Victoria University Wellington have put 
these courses on hold. 
The HOP Network is maintaining linkages with Victoria University and has 
undertaken to promote future courses through the Workforce 
Development Hub. 

 Completed. C 

2. Report to REC -11/2015 As above  Completed. C 
3. Findings and future 
recommendations 12/2015 As above  Completed.  C 

Work done outside of the current RSP. 

Mental Health and Addiction  
Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Work progress against the action plan, milestones and measurements as in the RSP 2015/16 for Q4: 

• Active engagement and input by tangata whaiora and all other relevant stakeholders is visible in service, planning, delivery and evaluation. 
• Evidence of consideration and incorporation of Māori health equity issues and actions in planning and developing care pathways, services and workforce. 

Project 1.1: Adult Forensic Services - Continue implementation of central region Adult Forensic Services Report, connect and contribute to national networks of forensic 
inpatient services, and improve and report on measurements for waiting list times and MHA prison assessments. 

1. Action Plan approved and 
initiated by September 2015 

Quarterly project updates provided to 
MHAN throughout the year. 
 
Key Achievements: 

 Completed 
Future planning process passed over to 
operations.   

C 
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

• Baseline dataset for access to general 
mental health and addiction services 
identified. 

• Overview of adult forensic mental 
health services in final draft. 

• Women’s Wing facility now built and 
providing service. 

• Utilisation of technology 
improvements discussed and 
implemented.  

• Literature review and paper 
developed for forensic peer advocacy. 

2. Develop and report quarterly 
on inter-agency collaboration 
by September 2015 

Collaboration measurement tool was 
implemented in Q3 and during Q4 
network involvement has been 
documented, including type of 
engagement and frequency.  

 Completed 
Process document for use of tool and 
guide for extended use passed over to 
operations. 

C 

3. Waitlist reduction targets 
established and met by June  
2016 

Data has been collected for the last year.  
Analysis of this is complete.  Contextual 
awareness detailing the trends in this data 
set are included in table below. 

It has been identified that the baseline 
data is a partial picture of service 
activity.  Additional work is required to 
identify whether this baseline data is a 
true picture. 

The Operations Manager is currently 
exploring a more detailed picture to gain 
additional understanding of the cause of 
this. 
Monitoring of this has been passed over 
to operations. 
This action is continued in RSP 2016/17. 

PA 

Project 1.2: Residential Addiction Services – Consultation, approval and implementation of new model of care, which will lead to shifts in service/system location and 
configuration, with improvements in tangata whaiora navigation and outcomes.  Key actions include approval of model, development and acceptance of business case and 
completion of procurement processes.  Full implementation of model (including devolvement of MoH withdrawal management funding) will be realised in 2016/17 
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

1. Model of care approved by 
September 2015. 

Model of Care was approved by MHAN.  Completed 
 

C 

2. Business care approved by 
MHAN by February 2016. 

A business case has been developed and is 
in its final stages.   

Consideration of the implications of 
the SACAT Act requires the 
development of residential service 
specifications that can include or 
exclude these requirements 
accordingly. Progress on the business 
case continues in this regard, with a 
workshop planned in Q1 to develop 
the service specification options. 

Finalise business case. 
This action is continued in RSP 2016/17. 

PA 

3. Procurement completed by 
June 2016. 

Procurement processes has already been 
identified, and final confirmation of this 
plan will need to align with the final 
business case.  

Due to further work required on the 
proposed service change including the 
development of the service 
specification scheduled in Q1, 
procurement will be delayed as a 
result to occur once the specification 
development is complete. 

Procurement outline is in place, for 
when business case is finalised. 
Workshop will be held in Q1 2016/17 
regarding procurement. 
This action is continued in RSP 2016/17. 

PA 

Project 2.1: Youth Forensic Services – Continue the implementation of the Central Region Youth Forensic Services Report and increase access to community youth forensic 
services. 

1. Quarterly implementation 
reports to MHAN show 
actions in progress / 
completed by June 2016. 

Quarterly project updates provided to 
MHAN throughout the year. 
 
Key Achievements: 
• Access rates baseline and reporting 

process developed. 

 Completed 
Future planning process passed over to 
operations.   C 
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

• Leaders in national document review. 
• Neurodevelopmental disorder training 

developed. 
• Overview of service information 

document created and distributed. 
• National Youth Forensic Inpatient 

Service built and delivery complete 
with Model of Care, Service Delivery 
Plan and Workforce Development 
Plan. 

• Service roadshows complete across 
entire region.  

• Utilisation of technology 
improvements discussed and 
implemented.  

• Literature review and paper 
developed for forensic peer advocacy. 

2. Measurements for baseline 
access rates in place by 
December 2015. 

Baseline measurements for access have 
been in place for the year 2015/16. 

 Completed 
Process has been handed over to 
operations. 

C 

3. Demonstration of increase 
access rates by June 2016. 

Data has been collected for the last year.  
Analysis of this is complete.  Details of the 
trends in this data set are included in 
Tables below. 

 Completed 
Continue to monitor access rates; 
process has been handed over to 
operations. 
This action is continued in RSP 2016/17. 

C 
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Project 2.2: Youth AoD2 - Gaps in services for young people experiencing AoD and other co-existing problems (CEP) will be addressed. An expert Working Group will lead on 
seeking participation, advice and other contributions from key national experts and collaboration with agencies from other sectors.  Key actions include establishment of 
regional Youth AoD Network/Working Group, getting advice from experts across NZ (including Youth AoD/CEP Exemplar Projects), developing Model of Care and consulting 
on it, investigating funding options and workforce planning and development needs. 

1. YAoD/CEP working group 
established by September   
2015. 

The Youth AOD/CEP Exemplar Project has 
identified and supported people to meet 
across the year, replacing the need for a 
formal working group.    

 Completed 
Continue to work with regional leads. C 

2. YAoD/CEP Workshop held by 
December 2015. 

The Youth AOD/CEP Exemplar Project has 
supported the meeting of experts, 
regionally and nationally, to discuss this 
model of care.   

 Completed 
 
Continue the discussions with a more 
regional focus. 

C 

3. Draft YAoD/CEP Model of 
Care developed and consulted 
on by September 2016. 

3DHB model developed with stakeholder 
input including awareness within the 
region.  Plans for regional application and 
socialisation are in place.  CEP training 
plan developed and in place. 

3DHB model of care has taken longer 
to develop than initially planned.  This 
has delayed the ability to begin 
regional approaches to see if this 
model would fit the region as a whole. 

Regional application of model of care 
explored and socialisation of model 
Completed. 
CEP training rolled out. 
This action is continued in RSP 2016/17. 

PA 

Project 2.3: Youth Acute Inpatient Model of Care – Establish a designated Youth Acute Working Group, including seeking guidance from other Youth Working Groups to 
develop a new model of care for acute inpatient services.   

1. Youth acute working group 
established September 2015. 

Youth acute working group established, as 
well as a meeting involving wider sector 
(Tangata Whaiora, Young People, Family 
Whānau, Māori, Pacific, School Counsellor, 
Youth One Stop Shop, NGO, Paediatrics)  

 Completed 
Work will be passed over to MHARL and 
its network. C 

2  Alcohol and other Drugs    
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

2. Draft Youth acute inpatient 
model of care presented to 
MHAN by June 2016.  

Draft Model of Care developed, presented 
to, and endorsed by the Mental Health 
and Addiction Network.  Discussions 
around socialisation and future 
implementation beginning.  

Original driver was around access 
rates.  Impact of model of care on 
access not yet analysed, but will be 
important to consider going forward. 

Completed 
Implementation plan passed over to 
operations for future developments 
around socialisation and sector wide 
adoption.   

C 

Project 3.0: Eating Disorders (EDIS) – Continue the regional provision of services, increase access to acute and community services, and support the work of the Regional 
Clinical Network by working with the Regional Co-ordinator. 

1. Quarterly reports 
demonstrate increased access 
to service by June 2016. 

Baseline measurements for access and 
how to source data have been identified.  
Recommendations from 2014 CREDS 
review have been fully addressed.   
Key achievements are: 

• Linking in with REDS to collaborate on 
KPI measurement identification. 

• MOU development to provide 
regional clarity around service use. 

• Process developed around alignment 
of electronic referral pathway 
information (HP and MOM) 

• CREDS Regional Day Programme has 
been enhanced, including mix of 
multidisciplinary perspectives. 

• Service exit survey has been 
developed and implemented in a co-
design process. 

• Potential relocation has been 
summarised and reviewed. 

Measuring access has been a complex 
regional discussion including general 
medicine, paediatric, CREDS and other 
community team clinicians.   
Movement towards more meaningful 
ways of measuring access is occurring.  
This will provide more useful baseline 
measurements of access for the 
service. 

Source data measures to build picture of 
regional access. 
Recommendations have been fully 
addressed and any future developments 
have been passed over to operations. 

PA 
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

2. Regional Clinical Network 
reports demonstrate 
integration, communication 
and collaboration. 

Currently the region provides a six 
monthly meeting where clinicians can 
come together to discuss practice and 
other items.  This meeting is delivered by 
the CREDS Hub.   

 This action has been passed over to 
operations to identify areas where they 
can continue to enhance this 
collaborative function. 
This action is continued in RSP 2016/17. 

PA 

Project 4.0: Maternal and Perinatal – Following additional M&P MH acute services funding, key MoH expectations include: Continue to support/develop regional clinical 
network; Increase regional co-ordination, consistent approaches and access; Evaluation of services; Co-ordinated, safe and timely after-hours response.  Specific RSP 
actions/milestones as below: 

3. Mapping of care pathway 
completed by December   
2015. 

Care Pathway Mapping has been achieved 
through development of a 4 Box Referral 
guide.  

 Completed 
 Any future developments will be 
actioned by operations. 

C 

4. Access for acute inpatients, 
home based perinatal and 
maternal mental health 
services reported quarterly. 

Data has been collected for the last year.  
Analysis of this is complete.  Details of the 
trends in this data set are included in 
tables below. 
Each DHB reports access rates via the CFA 
reporting requirements. 

 Completed 
This action is continued in RSP 2016/17. 

C 

5. After hours data collection in 
place and report for after 
hours response coordination 
service by June 2016. 

Process for obtaining and analysing this 
data is in place. This includes packages of 
care arrangements, and associated 
reporting via CFAs. 
 

Due to the reporting for the region 
being subject to 4 separate Crown 
Funding Agreements in place, further 
work will be done to collate the CFA 
reports for a regional view of the 
service progress to inform the renewal 
phase of the CFAs and acute response 
work completed to date. 

Completed 
This has been passed to operations to 
utilise this data to guide decision making 
in regards to improvements to their 
after hours response. 
This action is continued in RSP 2016/17. 

C 

Project 5.0: Workforce - Continue to build on the partnership formed in 2013 between TAS and Te Pou to complete workforce actions in the central region.  The goal is to 
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

align service planning with workforce planning and development through the promotion of the 2014 Workforce Stocktake findings.  To achieve this, TAS will develop 
communication across the wider spectrum of services from DHB to PHO and NGO services. 

1. Quarterly progress reporting 
to MHAN. 

Quarterly report to MHAN and Te Pou 
completed. All RSP adult services 
workforce plans completed. 

2016 workforce development programme 
with workforce centres underway. 

MHAN discussion on workforce plan 
recommendations commenced. 

Stage one: Central region MH Nursing 
workforce plan completed. 

Monthly newsletter produced by TAS 
on regional workforce development 
opportunities and workforce 
development resources sent to NGO, 
PHO and DHB MH&A services 

HWNZ have requested DHB MH&A 
services workforce plans. Request 
presented to MHAN.  

Completed 
Q4 onwards: Continue to implement 
workforce development needs for 
region aligned with the National 
Workforce Centres for Mental Health. 

 C 

2. Quarterly monitoring and 
required Te Pou and MHAN. 

Quarterly report to MHAN and Te Pou 
completed. All RSP adult services 
workforce plans completed. 

2016 workforce development programme 
with workforce centres underway. 

MHAN discussion on workforce plan 
recommendations commenced. 

Stage one: CR  MH Nursing workforce 
plan completed 

Monthly newsletter produced by TAS 
on regional workforce development 
opportunities and workforce 
development resources sent to NGO, 
PHO and DHB MH&A services 

HWNZ have requested DHB MH&A 
services workforce plans. Request 
presented to MHAN.  

Completed 
Q4 onwards: Continue to implement 
workforce development needs for 
region aligned with the National 
Workforce Centres for Mental Health. 

 
C 

Additional comments: 
Attachment:  
1. M&P Access Data  
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Mental Health and Addiction 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

2. M&P Contact Data 
3. Youth Forensic Access Data 
4. Adult Forensic Waiting Times 
Note  

Related to table 4 Adult Forensic Wait times data in the next page: 
It has been identified that total prison assessments have stayed relatively the same, while average days waiting have increased from 3.2 to 4.8.  SIDU analytical support and 
the forensic service operations manager have discussed the data set and are further investigating these measures.   
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1. M&P Access Data  

 

2.  M&P Contact Data 

 

3. Youth Forensic Access data  

 

4. Adult Forensic Wait Times data  
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Hepatitis C 

Hepatitis C 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
 

1. Project plan developed for 
delivery of integrated 
hepatitis C services across 
the region (Q2) 

Project plan developed (Q2). Changes to PHARMAC funding 
details have caused a change in 
approach.  This has resulted in 
multiple pieces of completed work 
requiring re-doing to incorporate 
the new changes. 

See below. 

A 

Regional Project Advisory/Working Group met regularly 
throughout the year. 

  A 

Business case developed – Signed off, all decisions agreed 
to: C&CDHB to act as lead DHB. 

  A 

Service provision from July 1st 2016 – C&CDHB has initial 
agreement from the Hepatitis Foundation (HF) to 
continue with the existing service for 6 months until 
December 2016. 

 C&CDHB to formalise 
contract with HF. PA 

Service provision from January 1st 2017 - An RFP process 
has been drafted and will begin as soon as C&CDHB 
internal sign off is complete and the MOH finalises the 
service specification (see below). 

 C&CDHB to run RFP process. 

PA 

2. A health pathway developed 
thorough engagement 
across the Central Region 
and Hepatitis Foundation 
(Q3) 

Health Pathways and Map of Medicine - Due to rapidly 
changing treatment opportunities, an updated pathway 
has been drafted and is currently being circulated for 
feedback to reflect the changes. No education around the 
pathway is possible until the proposed PHARMAC / MoH 
decisions are made final. The education component will 

 Continue to link with 
Healthcare pathways editor 
regarding the changes. 

PA 

136



Hepatitis C 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
 

begin ASAP. 

3. Prepare implementation 
(Q4) 

Links with the Hepatitis Foundation - The Foundation have 
a new interim Chief Executive who is keen to work closely 
alongside the project team to enhance the new 
treatments to be used as efficiently as possible. All data is 
now available. 

 Maintain links with the 
Foundation staff. 
 
 

A 

Stakeholder contact - Once the contract for the interim 
service provision is agreed all stakeholders will be 
contacted with the information. Regular contact has been 
maintained with a range of stakeholders. 

 A communication strategy 
has been planned and a 
letter drafted – sent to 
C&CDHB for future use. 

PA 

Needle Exchange Service - Agreement has been reached 
between the central region and national NEST interim 
director for the appropriate Hepatitis Services to be 
provided from NEST premises. 

 NEST to discuss and 
feedback from individual 
sites. PA 

Links with other regions - Central and midland regions 
have developed a close working relationship which has 
allowed a joint approach to contracting with the 
Foundation and aligned timelines for the RFP process. 
Fortnightly regular meetings and phone contact in 
between as needed have allowed information sharing to 
occur and consistency of approach across the pilot DHB 
areas. Monthly phone calls and other input as needed 
continue with the other regions’ project leaders. 

 Continue to link with other 
regions. 

A 
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Hepatitis C 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
 

Service specification - The MOH has put forward service 
specifications for the new service, alterations have been 
jointly fed back with the midlands region and a final spec 
will be circulated when available. 

 Await the final service spec. 

PA 

Funding for the service - MoH has confirmed funding is 
available for the next 2 years, it remains uncertain if there 
is funding for Fibroscan units. 

 This will need reviewing and 
updating following the 
completion of the RFP 
process 

PA 

Transition plan - Assuming the Foundation continue with 
service provision until December 2016, a draft plan for 
transition has been developed and discussed with 
C&CDHB / SIDU. 

  

A 

PHARMAC DAA proposal - Feedback was provided in 
written, verbal and meeting format. 

  
A 

Major Trauma  
Major Trauma 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

Work progress against the action plan, milestones and measurements as in the RSP 2015/16 for Q2 in identifies the actions that the region will undertake to support 
DHB’s engagement with MTNCN. 
Develop a three year regional action plan that will deliver: 

• Collection and reporting of national consistent major trauma dataset 
• Implement of local regional major trauma systems 
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Major Trauma 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

1. The Central Region Major Trauma Working 
Party will be established December 2015. 

The central region trauma network has been 
established and meets quarterly. This consists of 
lead SMO and senior nursing positions within 
each of the DHBs and is led by Dr Peter Hicks, 
clinical lead for trauma at C&CDHB. 

  

A 

2. MTNCN will review a base plan developed 
by C&CDHB and build on this March 2016. 

  Build on the base plan in 2016 A 

3. Present data analysis to regional GMs and 
COOs for support March 2016. 

Progressing and on track.  Two years data will be 
needed to inform any system changes 

  A 

4. Terms of reference for the Central Region 
Major Trauma Working Party will be 
defined September 2015. 

 Completed   
A 

5. An approved major trauma work plan will 
be developed for year one and priorities 
established for years two and three, 
including: March  2016 

•  the collection and reporting of a 
nationally consistent major trauma dataset  

• the implementation of local and regional 
major trauma systems 

• Submit plan to regional GMs and COOs for 
endorsement. September 2015. 

• Participate in national initiatives to ensure 
the accuracy and quality of trauma data, 
and the governance of trauma data. A key 
quality marker we will measure is major 
trauma in-Hospital death. September    

The plan is currently being developed for the 
next two years. 
The focus this quarter has been on the data 
collection. A Central Region Trauma Network 
trauma data collection form has been developed 
that meets the National Minimum Data Set and is 
now in use in central region DHBs. Registry 
training was completed in November 2015 and 
we have successfully started inputting our 
region’s data into the Registry. 
People identified in each DHB but not all are 
adequately job sized for the tasks needed 

Plan deferred because of 
delays in finalising the 
National trauma registry 
and delays in establishing 
staff in all DHBs 

This will be developed over the 
next quarter 

PA 
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Major Trauma 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

2015. 

6. The three-year Regional Major Trauma 
Plan is completed and approved. June 
2015. 

Ongoing. 
The region is linked with national initiatives, in 
particular the data collection forms and the 
privacy impact assessment of the registry. 

 Measurement against the key 
quality marker identified will 
commence in Q3. A 

7. Each Central Region DHB will identify a 
designated clinical lead for major trauma. 
September 2015. 

Complete.   
A 

8. Each Central Region DHB will establish a 
co-ordinator function. This will enable the 
identification of those patients who meet 
the criteria indicating major trauma and 
the capture of relevant data. July 2015. 

Partly completed. 
Resourcing still needs to be addressed in 
Whanganui and Wairarapa DHBs.  
This continues to impact on the ability of the 
region to meet national targets.   

Resourcing remains a 
challenge in two of the 
DHBs within the region.   

Whanganui and Wairarapa to 
review how resourcing can be 
achieved given the small 
number of trauma events 

PA 

9. C&CDHB pilot patient identification and 
data collection system. September 2015. 

Completed   A 

10. Central Region DHBs pilot patient 
identification and data collection system 

This will be progressed over the next quarter.  To progress over the next 
quarter A 

11. Central Region DHBs roll out patient 
identification and data collection system. 
October 2015. 

 This is progressing now that the data collection 
form has been finalised. 

  
A 

12. The Central Region DHBs align local 
trauma definitions with those used in 

    Completed C 
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Major Trauma 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps  

Ra
tin

gs
  

NZMTD. July 2015.  

13. The regional plan for the collection and 
reporting of a nationally consistent dataset 
is implemented. 

Data is now being collected across the region. Data screening, collection 
and entry onto the NZTR 
continues to require focus 

 
A 

14. Datasets received by MTNCN from the 
Central Region’s DHBs support the 
collection and reporting of a nationally 
consistent major trauma dataset. 
December 2015. 

On track to achieve this. Audits from Midland 
Trauma System support capture of clean and 
accurate data for the central region. 

  

A 

 

Diagnostic Services 
Diagnostics 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps 

Ra
tin

gs
  

Substantive milestones and measurements across central region for diagnostic imaging is to create a patient-focused high quality, timely and affordable regional 
radiology service by 2016: 
• Agreed NPF system changes that are implemented. 
• Representation and attendance at, and participation in, national and regional clinical group activities.  
• 95% of acceptance referrals for CT scans will receive their scans within six weeks (42 days). 
• 85% of accepted referrals for MRI scans will receive their scans within six weeks (42 days). 

Project 1.0: Sonography workforce 
Establish regional network for  
radiology registrar training in line  
with the Royal Australian and  
New Zealand Colleges of  

MDHB and C&CDHB are exploring opportunities for 
post graduate training and sharing of experience.  
There is potential for qualified Sonographers to work 
at each of the two DHBs on a regular basis to share 

Ongoing vacancies at both MDHB 
and C&CDHB make implementing 
of a shared learning environment 

The Workforce Working Group, 
based on regional sonography 
vacancies are looking at 

A 
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Diagnostics 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps 

Ra
tin

gs
  

Radiologists. 
 

experiences in the clinical setting.  This should aid 
the ongoing training and retention of Sonographers.  
This is still under discussion with a final approach to 
be confirmed.  Once a format has been worked 
through and established with these DHBs, it is 
thought it could be extended to include the 
remaining central region DHBs in the future.   

difficult and is causing delays 
 
 
 
 
 

targeting another international 
conference, this time in the UK 
at the end of the year to recruit 
sonographers to the region.  
 
MidCentral and Capital & Coast 
DHBs to confirm exchanges of 
experienced Sonographers. 

Project 2. Operations and  Governance Group RIS/PACS 

Operationalise and maintain the 
necessary governance, business-
as-usual and change-control 
systems to deliver the regional RIS 
and PACS work programme, 
including the systems delivered by 
the Regional Health Informatics 
Programme. 

A paper is currently being developed for the 
Operations & Governance RIS/PACS structure. 

No issues at this stage. Regional Radiology Steering 
Group to review the Operations 
& Governance (RIS/PACs) 
Group’s revised structure and 
scope at the August 16 
meeting. 

A 

Project 3.0: CRRAC/NRAC 

Support Planning and Funding to 
implement the National Radiology 
Access Criteria (NRAC) or Central 
Region Radiology Access Criteria 
(CRRAC). 

In 3DHB the CRAC has been localised and embedded 
in an electronic referral form, developed by BPAC 
and the form was installed at all C&CDHB and 
HVDHB practices on 7 March.  The form was 
commissioned by Compass Health and Te 
Awakairangi Health Network, who administer the 
community radiology schemes in the Capital and 
Coast and Hutt Valley DHB regions. 

For 3DHB there were some 
technical developments that 
delayed the installation.  One of 
these was a requirement for Hutt 
referrers to have visibility of the 
criteria and to have to select the 
criteria that applied to a 
referral.  That is not a requirement 

DHBs will continue to progress 
implementation of 
CRRAC/NRAC. 
By mid-year CRRAC will be 
established across the Hutt and 
C&CDHB regions and progress 
will have been made on clinical 
governance in the Wairarapa to 
create a pathway for rollout of 

A 
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Diagnostics 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps 

Ra
tin

gs
  

Lynn McBain, Chair of the Compass Radiology 
Oversight Committee, has advised that the form 
needs a number of changes.  A clinical audit of Hutt 
Valley ultrasound referrals has also found that the 
CRAC needs further work for some procedures.  It 
seems reasonable that the criteria (through the 
BPAC form) will not become mandatory until these 
issues have been resolved.   

A number of 3D Health Pathways involving radiology 
have also been completed in recent months and 
there will be an on-going process of review of the 
CRAC, perhaps 2 or 3 times annually, to ensure 
consistency.   

In the Wairarapa, the CRAC are to be implemented 
as early as possible in 2016.  A necessary first step is 
the establishment of clinical governance of 
community radiology and engaging GPs in a 
discussion about how to ensure referrals to 
Wairarapa Hospital are appropriate.  Discussions are 
currently underway between clinical leaders to set 
up a group.  The introduction of criteria that will lead 
to fewer referrals may be challenging in a more rural 
community where there has been no restriction in 
access to x-ray and ultrasound. 

 

for referrers in C&CDHB, where 
referrers can choose whether or 
not to view the criteria.  It is 
understood that C&CDHB GP 
advisers wanted a more 
streamlined process for completing 
the form.  HVDHB GP advisers felt 
that having to choose the criteria 
would result in greater 
accountability of referrers and 
facilitate audit so there would be 
wise use of the limited funding 
available.  It is important to 
understand the context of these 
two different approaches.  All 
C&CDHB residents have fully or 
partly funded access to community 
referred radiology.  By contrast, 
only Hutt Valley residents who 
have a Community Services Card, 
or High User Health Card or are 
aged under 6 have access to 
funded radiology (Quintile 5 to be 
funded from 1 July). 

 

CRRAC. 
 
 

143



Diagnostics 
Actions/Milestones  

Progress/achievements  Outline issues/challenges  Next steps 

Ra
tin

gs
  

MidCentral DHB advised the PHO that the National 
Criteria would be implemented as of 9th May 16.   

 
Hawke’s Bays Radiology services committee will be 
presenting NRAC at a GP forum in August 16. 

 
 
 
 
 
 
 

Project 4.0: PET/CT Project  

Develop an options paper that 
includes private fixed, public fixed 
or mobile PET service model by 
Quarter 4. 

PET/CT data has been collected from DHBs and is 
being analysed by TAS.   An options paper has been 
completed and was presented to COOs & GMs P & F 
for further consideration. 

No issues at this stage. Awaiting feedback from COOs & 
GMs P & F on options paper. 
 

A 

Project 5.0: Domicile Scanning 

Work with COOs and GMs Planning 
and Funding to support radiology 
diagnostic procedures and 
interventions to occur closer to 
home for some patients where 
practicable/suitable (domicile 
scanning). 

A report was presented to COOs & GMs P & F in 
May.  This report highlighted patients are receiving 
diagnostic procedures closer to home across the 
central region with the exception of patients flowing 
from HVDHB to C&CDHB. C&CDHB and HVDHB have 
already put initiatives in place to address this issue.  

 Completed 

C 
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CT - 95% of people accepted for a CT scan receive their scan in 42 days (six weeks) or less. 

 

Measure Result 

Date of latest data May 2016 

Target 95% 

Central Region DHBs at or above target Whanganui 

Central Region DHBs below target Capital & Coast, Hawke’s Bay, Hutt Valley, 
MidCentral, Wairarapa 

Overall regional position compared to target Region below target by 4.7% 

Overall regional position compared to national Region above national by 3.9% 

Major changes in trend Performance for Capital & Coast and Wairarapa 
peaked in March 2016. Performance for other DHBs 
has been relatively steady over the past three 
months. 
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MRI - 85% of people accepted for an MRI scan receive their scan in 42 days (six weeks) or less. 

Measure Result 

Date of latest data May 2016 

Target 85% 

Central Region DHBs at or above 
target 

MidCentral, Whanganui 

Central Region DHBs below target Capital & Coast, Hawke’s Bay, Hutt Valley, Wairarapa 

Overall regional position 
compared to target 

Region below target by 16.7% 

Overall regional position 
compared to national 

Region above national by 1.0% 

Major changes in trend Capital & Coast – improved performance has been maintained over 
the past four months (although still below target). 

Hawke’s Bay – lowest performance in the region over the past five 
months. 

Hutt Valley – improvement observed in February and March 2016 has 
not been maintained in April and May 2016. 

Wairarapa – consecutive decreases in performance in February, 
March and April 2016. May 2016 result shows some regain. 
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Workforce Development 
Workforce 

Actions/Milestones 

 

Progress/achievements 

 

Outline issues/challenges 

 

Next steps 

Ra
tin

gs
 

Project 01: e-learning shared content is accessible to the health workforce across the central region 

e-learning  
Explore sharing content 
across identified primary 
services within health sector. 

PHO and NGO staff continue to access, and 
engage with, DHB eLearning systems. 

DHBs continue to push access where available 
for the Primary sector 

 Completed 
 C 

Project 02: Actively support and contribute to midwifery workforce 

1. Midwifery 
Develop professional support 
framework. 

Midwifery Professional Support model pilot 
positively evaluated. Recommendation to RWHS 
leadership group: continue to rollout midwifery 
professional support to 30% of the employed 
midwives within the 2015/2016 fiscal year. 
Nominated DHB staff to attend Massey 2 day 
supervision course. 

The midwifery group has had a lull 
in meetings and deliverables due to 
some more prioritising issues 
across 2 DHBs (Mid Central and 
WDHB). The group will be 
reconvening and recommencing 
focus on this important area in the 
next couple of months. 

Q4 onwards: Establish a regional 
professional support framework from 
evaluation.  
 A 

2. Midwifery  
Develop programme focusing 
on career planning, 
leadership and ageing 
workforce. 

Stocktake of DHB midwifery workforce undertaken 
in conjunction with Strategic Workforce Services. 
Modelling widened to included NZ Midwifery 
Council data (updated data due July 2016).  

Plan to be put on HOLD Q4 due to 
updated data to be obtained in July 
2016 from NZ Midwifery Council. 
Key area of need added into 
Voluntary Bonding scheme update 
for CCDHB due to Vacancies. 

To be put on HOLD Q4 – to await 
updated NZ Midwifery Council Data. 
Looking at the attrition rate nationally as 
well as regionally. 
 

A 

Project 03: Actively Support and contribute Allied Health, Technical and Scientific workforce 

Allied Health Technical and 
Scientific  

There are social work and OT staff members in the 
region enrolled on the New Entry to Specialist 

 Completed C 
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Workforce 

Actions/Milestones 

 

Progress/achievements 

 

Outline issues/challenges 

 

Next steps 

Ra
tin

gs
 

Establish AHTS new graduate 
framework. 

Practice (NESP): Allied Mental Health and 
Addiction Te Pou programme for 2016. This 
programme has commenced. 

 

Project 04: Actively support and contribute Medical workforce 

Medicine  
Improve sustainability and 
resiliency of workforce. 

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

 

Q4 onwards: Following the National 
RMO Managers conference in June, the 
20 DHBS are looking at developing a 
database to identify both regionally and 
nationally the hard to staff areas.  It has 
been suggested that a targeted national 
recruitment programme for these hard 
to staff specialties will be an appropriate 
way forward.  The Central Region will be 
participating in this initiative. 

Continue to scope and develop regional 
plan for potential registrar positions in 
hard-to-staff/vulnerable specialties. 

Q4 onwards: Continue to scope and 
develop a regional orientation 
programme for RMOs utilising nationally 
developed online programmes. 

A 

Project 05: Actively support and contribute to increasing participation of Māori and Pacific in workforce 

1. Pacific 
Increase sustainability and 
resilience of Pacific health 

Pacific DHB nursing and midwifery workforce 
identified. 

It has been difficult to show an 
increase in the uptake of PDRP in 
the region as ethnicity data is not 
captured on the PDRP application 

Q4: Continue to work to increase PDRP 
and QLP hospital based nursing and 
midwifery Pacific workforce uptake.  

A 
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Workforce 

Actions/Milestones 

 

Progress/achievements 

 

Outline issues/challenges 

 

Next steps 

Ra
tin

gs
 

workforce. form. CCDHB is currently working 
with payroll to match ethnicity 
data to PDRP.  However, 
confidentiality from Payroll 
prevents the Pacific nurses to be 
specifically identified.   

 

2. Māori and Pacific  
Increase workforce regionally 
in health (supported by GMs 
HR). 

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

 

Q4 onwards: Development of regional 
recruitment plan if appropriate. 
 A 

Project 06: Promote and support culturally responsive workforce 

Pacific  
Develop a culturally aware 
workforce. 

TNA of cultural responsiveness training continues. 
 

 
Q4: Develop a cultural responsiveness 
plan from TNA (with implementation 
2016/17). 

A 

Māori  
Develop a culturally aware 
workforce (supported by 
regional GMs HR). 

Plans established for pilot evaluation for Māori 
capability programme. Initial evaluation of Māori 
Capability Programme completed. CCDHB 2016 
programme planning underway.  
Central Regional approach paper in development.   

 

Q4 onwards: Develop and implement 
strategic rollout plan for one regional 
programme through: 
- Completion of evaluation reports  
- Submission of reports to CRMM 
- Options paper for region rollout.  

A 

Project 07: Regional approaches to actively support vulnerable workforces 

1. Sonography  
Implement regional 

Work continues on implementation of regional 
strategy aligned to national work including 
overseas recruitment, establishment of 

Recent challenge for the region has 
been the ability to recruit 
international Sonographers due to 

Completed 
 

C 
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Workforce 

Actions/Milestones 

 

Progress/achievements 

 

Outline issues/challenges 

 

Next steps 

Ra
tin

gs
 

workforce plan recruitment networks and potential post-graduate 
training and sharing opportunities. 

financial barriers.  A possible 
solution is to ensure that DHBs 
have future Sonographer FTE 
increase accounted for in local 
plans. 

2. Echocardiography  
Develop a sustainable 
workforce. 

Regional plan currently being developed based on 
findings of Q1 which identified recruitment, 
retention, education and practice guidelines 
initiatives. Cardiac teleconference scheduled for 
March 2016 on moving forward with regional 
echocardiography proposal. 

The key issue for the region is that 
other 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, this 
will give greater impetus for DHBs 
to recruit trainees in the future. 

Q4 : The DR DAHs have worked on a plan 
to pool allocated funding for these and 
other positions and then rationalise who 
needs what capacity of what skill level. 
This will mean all money will be used but 
across areas of need focusing on 
individual DHB gaps. This will enhance 
recruitment and make more appropriate 
placements 

A 

3. Nursing  
Specialist nurses are available 
to perform colonoscopies. 

Identification of nursing workforce working 
towards PG nursing qualification that will meet 
nurse endoscopy training programme 
requirement.  

Financial concerns may impact on 
readiness to support this 
workforce.  

Completed 
 C 

4. Nursing 
Support the development of 
the advanced practice nursing 
workforce. 

Benchmarking of roles completed. The evolved 
‘Strong’ model being considered as a generic 
model of development.  Looking towards a 
national job standardisation of CNS roles to align 
role content and expectation. 

Standardisation of CNS roles 
escalated to National DONMs 
meeting and agreed there are 
challenges with standardisation 
across the country. 

Q4: Continue regional job 
standardisation of CNS roles across the 
region to align role content and 
expectation. 

A 

5. Medicine  
Increase and improve 
resilience of palliative SMO 
workforce. 

Regional update to stakeholders provided on 
implementation of the additional 3yr RMO 
training. Additional position created at CCDHB 
commenced Nov 2015. Current work underway for 
additional 2 trainee positions at CCDHB and MDHB 

Initiative signalled for continuation 
in 2016/17 RSP. 

Q4: DHBs, Hospices and HWNZ to 
continue discussions re: securing funding 
to establish the remaining two training 
positions at CCDHB and MDHB 
Further development of sub-regional 

A 
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Workforce 

Actions/Milestones 

 

Progress/achievements 

 

Outline issues/challenges 

 

Next steps 

Ra
tin
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for 2016-2017.  
Development of regional plan monitoring 
framework continues at sub-regional level 
currently until confirmation of additional positions. 

framework to encompass region. 
 

6. Kaiāwhina and Allied 
Health Assistant 
Workforce  

Support national project and 
regional AHA programme. 

Continue to participate in national initiatives in 
formulating the national and regional unregulated 
workforce training structure  
1. Kaiāwhina project. 
Update on Apprenticeships:  

• Careerforce now has 50 apprentices – support 
workers in mental health, employment 
support and community facilitation. 

• This is a level 4, 120 credit programme that 
takes approx. 15-24 months, depending on 
existing skills. 

• Existing skills are attested to by the manager 
who provides examples of practice meeting 
the assessment requirements. 

• Apprentices are identified by their employers.  
• A tripartite agreement is established between 

the employer, apprentice and Careerforce. 
• During and at the end of the programme the 

manager and trainee will both reflect on what 
difference the training has made to the client, 
the apprentice and the organisation. 
Online learning and assessment platform, My 
Path, went ‘live’ in March 2016. 

• It is evolving as more units are added to the 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Q4. To support further utilisation of the 
programme across all DHBs  

A 
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platform.  
• My Path will ensure learning material is kept 

up to date through links to related websites. 
• Allows apprentices to engage with other 

workers across the country. 
• Level 2 now has online learning and theory 

assessments, many of which are automatically 
marked. 

 
 
 
 
 
 

7. ACP  
Increase ACP training in 
identified high need priority 
areas. 

Region working towards increasing L1 and L2 
training in identified areas with professional leads 
and regional ACP reference group. 2 regional L2 
ACP courses scheduled early 2016.  

No HWNZ subsidised L2 training 
following April 2016 which means 
that DHBs will have to fully fund.  
This will impact on L2 training 
accessibility in region. 
Comments on a paper tabled for 
the National CEs forum on the 16th 
June requesting ongoing Funding 
support from DHBs is awaited. 

Q4 onwards: Working towards regional 
nursing workforce/regional allied health, 
scientific and technical services 
workforce/RMO/SMO workforce 
undertaking level 1training. 
Q4 onwards: Working towards 
supporting 20 nursing staff/ five allied 
health, scientific and technical service 
within the region to undertake L2 
training in identified high-need 
areas/services within 2015-2018period. 

A 

8. Mental Health and 
Addiction 

Implement 2015 workforce 
plan. 

Quarterly report to MHAN and Te Pou completed. 
All RSP adult services workforce plans completed. 
2016 workforce development programme with 
workforce centres underway. 
MHAN discussion on workforce plan 
recommendations commenced. 

Stage one: CR  MH Nursing 
workforce plan completed 
Monthly newsletter produced by 
Tas on regional Workforce 
development opportunities and 
workforce development resources 
sent to NGO PHO and DHB MH&A 
services 
HWNZ have requested DHB MH&A 

Q4 onwards: Continue to implement 
workforce development needs for region 
aligned with the National Workforce 
Centres for Mental Health. 

A 
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services workforce plans. Request 
presented to MHAN. . 

Project 08: Regional collaboration to further strengthen clinical leadership 

1. Nursing 
Increase nurse leaders with 
emphasis on Māori and 
Pacific. 

Development of forum undertaken for nurse 
leaders for Māori and Pacific.  
 

 
Completed 

 
C 

2. Allied Health Technical 
and Scientific 

AHTS career pathways 
available. 

Development continues of allied health career 
pathway with regional scope. 
3 DHBs progressing well with this and now looking 
at designated positions. Other 3 DHBs to begin 
implementation in Q4. 

 Q4 onwards: Continue development with 
implementation of allied health career 
pathway with regional scope fit 
(implementation 2016/17). 
Q4 onwards: Continue to develop and 
implement L&D framework for AHP. 

A 

3. Medicine 
Ensure effective leadership. 

Scoping continues on identifying leadership 
training within region.  

 Q4: Continue to scope and identify 
leadership training.  

A 

4. Leadership 
Support regional alignment 
with national domains. 

National Leadership domains endorsed by National 
CEs in October.  National work and regional 
alignment continues. 

 Q4: Implementation of domains to be 
taken forward in 2016-17.   
 

A 
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Regional Health Informatics Programme (ICT) Phase 1 
Programme Summary 

The regional programme of work (RHIP) has been recalibrated with a change of approach for each application/function aligned against a Core, Common or Divergent 
model.  
To be Core (What Must Be Regional) these criteria have been applied: 

• Single vendor, chosen by the region 
• Agreed regional version of the software 
• On the same regional hardware instance 
• Supported by a single regional operating model 
• Funded by the region 
• Governed by the region with local input. 

 
Regional Clinical Portal (RCP), Radiology Information System (RIS), Regional Health Care Practitioner (RHCP) and Data Access Local Reporting (DALR) are deemed Core – all 
of these applications have now been built and tested to the Regional Functional requirements.  The development of the integration requirements and infrastructure to 
support the regional applications are also in place. 
 
Whanganui has now been on-boarded onto the RCP, RHCP and DALR which resides on the Regional Solution, with Service Management being managed via the C&CDHB 
operations team which will manage the Regional Service Management activities.  MDHB is currently undertaking the planning and readiness activities to on-board onto the 
RCP, RHCP and DALR. 
 
Whanganui has completed the planning phase for RIS and is about to initiate their deployment, which is targeted for deployment in October 2016.  
 
To be Common (What Must Be Shared) these criteria have been applied: 

• Single regional vendor, chosen for the region 
• DHBs will converge on an agreed regional version of the software 
• Local shared hardware instance 
• Supported by a single local operating model 
• Funded locally by the sharing partners 
• Governed locally by sharing partners but with input by the region. 
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Patient Administration System (WebPAS) and ePharmacy are deemed Common.   
 
The functional build for PAS is due for completion September 2016.  Planning is underway for WaiDHB, MDHB and WDHB to utilise the Regional PAS, which is being 
managed locally by the DHBs. 

 
To be Divergent (What Will Not Be Shared) these criteria have been applied: 

• Single local vendor chosen for the local conditions 
• May scale to an agreed regional version of the software 
• Will be on a local hardware instance 
• Supported by a single local operating model 
• Funded locally  
• Governed locally.  

 
The programme has no scope items that are considered Divergent 

 

Build Status 

• Clinical Portal Phase 1  – Application built and tested to regional functional requirements 
• Clinical Portal Phase 2 – High level requirements agreed.  Intent is to package functional requirements into agreed sprints as opposed to manage all as a single 

deployment.  First three functions targeted to be deployed by the end of 2016. 
• Radiology Information Systems  – Application built and tested to regional functional requirements 
• PAS - The functional build of Patient Administration System is targeting to be completed by September 2016.  Each DHB is then responsible for integration and 

deployment, with the first two DHBS - WDHB and MidCentral - starting the planning process.  Interim DALR (Data Access and Local Reporting) is complete and 
delivered to support the first regional on-boarding for WDHB.  Interim RHCP (Regional Health Care Practitioner) data validation and correction completed for 
WDHB and MDHB.  Other DHBs will be progressed as they take up the Regional Applications. 

• Integration and testing of the RRIS Application remains the Programme’s key focus to enable the RRIS Go Live for Whanganui. Deployment into Whanganui for 
RRIS is October 2016. 

• An interim Service Management model to support Whanganui has been implemented with Whanganui now live with Clinical Portal.  The full Service Delivery 
model is under development. This is expected to be in place before another DHB goes live 
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At the end of Phase 1, the Central Region DHBs will have: 

• A clinical portal accessible by DHB users (CP) 
• A RIS for all DHBs 
• A functional build of a regionally agreed PAS 

Project 1 
Patient Administration 
System. 

• Regional and local configuration activities are 
nearing completion.  

• First round of Functional Testing is complete. 
Second round will begin on 1 August 2016. 

• webPAS version 10.07 deployed to all 
environments. 

• ED, Theatre Management, Bed Management 
and Mental Health customisations have been 
developed and currently undergoing 
functional testing. 

• No current challenges to completing the 
functional build.  

• Copy of the regionally agreed 
Master Configuration to all 
environments ahead of second 
round of functional testing. 
 

• Sign-off for all customisations 
in August. 

A 

Project 2 
Regional Clinical Portal  
Phase 1 

• A successful Go Live for Whanganui was 
achieved on the 8th of June. 

• Currently working with WDHB to exit the 
warranty period. 

• Orion Health providing resolution of all low 
priority defects that were not critical for 
WDHB Go-Live. 

• Initial planning meetings held with MDHB to 
start the CP Core on-boarding process for this 
DHB. 

• MoH have complied with the National 
Medical Warning solution for a single 
DHB only. An agreement is needed to 
enable any further DHBs to on-board.  A 
pragmatic approach is to be presented to 
the Ministry for approval to proceed.  

• Completion of the migration 
planning for MDHB and 
agreement on the Go-Live 
date for this DHB. 

 
 

A 

Project 3 
Regional Radiology 
Information System (RIS). 

• The deployment of the Core (v11.0.14.40) 
upgrade and the Schema version (v12) has 
been completed.  

 
• Additional time taken to develop/test 

fixes for the high priority defects has put 

• Completion of the migration 
and validation of WDHB 
data. 

PA 

156



ICT 

Actions/Milestones  

 

Progress/achievements  

 
Outline issues/challenges  

 
Next steps 

Ra
tin

gs
  

• All high priority defects (P1&P2) have been 
passed by the TAS test team. 

• Regression testing has commenced in the Pre-
Prod environment. 

• Completion of the QA of the servers in the 
Production environment and Carestream have 
verified the environment is configured 
correctly.  

• A refresh of the WDHB RIS data has been 
extracted and copied to the RRIS database. 

pressure on the plan timeline. 
TAS/WDHB have agreed a revised testing 
plan to recover the delays and manage to 
the Go-Live date. 

 

• Completion of the System 
Integration Testing 
Completion of the end-to-
end testing programme for 
RRIS, including DHB 
components (PACS, EIS and 
cSAP). 

 

Project 4 
Solutions Integration. 

With services live at WDHB the integration 
stream is focussing on 
• Supporting the production activities and 

assisting with resolution of incidents and 
issues as the programme moves out of 
warranty. 

• Supporting the RRIS outstanding JIRA 
testing, ETE Testing and Regression 
testing 

• Preparing/planning for the next release and 
DHB implementation(s)  

• Complexity of delivery has increased 
with the inability to clearly segregate 
changes in appropriate 
environments  

• Support testing in the Pre-
Production environment for 
RRIS testing (Defect, ETE & 
Regression) 

• Development of Hub Changes 
required for resolution of 
Hub P3 & P4 incidents 

• Continue support of warranty 
period and resolution of 
issues/incidents 

• Agree plan for the completion 
of the Regional Solution 
Detail Design and the Hub 
Detail design 

PA 

Note: Project 5 – Testing has been deleted from this update as it is not a project in its own right. It is a function performed as part of the four projects noted above and the 
updates to the projects incorporate the testing element. 
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Māori Health  
Māori Health  
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
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Work progress against the action plan, milestones and measurements as in the RSP 2015/16 for Q2: 
• Implement the Whānau Ora Framework –measure through quarterly reporting and feedback 
• Implement the Māori Health Workforce Development Plan – measured through quarterly reporting and feedback. 
• Accelerated performance regionally against the annual Regional Māori Health Plan indicators – measured through quarterly reporting. 
Project 1:  Whānau Ora Framework. Implement Whānau Ora framework measured through quarterly reporting and feedback. 

1. Implement Regional 
Whānau Ora 
Framework June 
2016. 

The completion of a regional Whānau Ora – Pae Ora 
Framework is directly tied to the National development 
and sign off of the Whānau Ora Outcomes Framework. 
The National Whānau Ora Outcomes Framework was 
signed off by cabinet ministers and iwi leaders Q2 2015. 
This has been discussed and presented to our National 
Tumu Whakarae forum in February 2016, along with 
engagement and discussion with Te Pou Matakana.  The 
Pae Ora Framework is designed to further enable 
whānau ora ideology and practice to occur inside DHBs. 
The National Whānau Ora Outcomes Framework will be 
adopted and used to inform planning and contracting of 
services; at a policy development level and within a 
planning, funding and contracting context, across 
service development, monitoring and improvement.  

Whanganui & MidCentral DHBs  have successful 
implementation of whānau/pae ora framework and 
service delivery model through: 
 Development of haumoana (navigators), Whānau 

Ora, Wai Ora and Mauri Ora facilitators working 
across health care service   and department teams 

 Clinical leadership through Kaitakitaki clinical 

The issues and challenges raised below 
relate to the next development phase. 
Following the development of the Whānau 
Ora Framework, how do we ensure its 
implementation across the region? The 
subsequent roll out, socialisation and 
implementation of the framework requires 
increased understanding and leadership by 
individual DHBs; Boards, CEOs, Planning & 
Funding Teams are required to be familiar 
with the framework to advance 
implementation.   

Currently there is no specific resource or 
incentivising mechanisms to progress 
socialisation and implementation of the 
National Whānau Ora Framework across the 
region.  It is reliant on individual Executive 
Leadership Teams to determine the value 
and the approach to roll out and integration 
at both an individual DHB level and a 
regional approach to this. 

Advocate via the RGG for 
specific regional resource to 
engage with Planning & 
Funding teams across the 
region with the socialisation 
and integration of the 
National Whānau Ora 
Outcomes Framework.  
 
 
 
 
 
 
 
Ensure Tumu Whakarae and 
CRMM maintain the 
relationship with the 
Commissioning Agency Te 
Pou Matakana   

PA 
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manager /Clinical Nurse Manager Roles and work 
plans 

 Implementation into policy  
 Increased focus on accelerating Māori health gain in 

contract review and funding allocation 
 Increased equity focus into the 2016-17 annual plan  
 Local Te Ara Whānau Ora training completed by 

MDHB Pae Ora Team   

 
 
Recognition that each DHB will implement 
the use of the National Whānau Ora 
Framework in different ways. This may 
appear as inconsistency of approach across 
the region, however each DHB needs to 
have flexibility of approach regarding 
uptake and roll out of the framework.  

 

2. Proactive support of 
Whānau Ora provider 
collectives.  

Proactive support of Whānau Ora provider collectives is 
occurring. DHB relationships with commissioning 
agencies are in place.  
Tumu Whakarae engaged with Te Pou Matakana 
February 2016 and will be discussing identified issues by 
Collectives & further steps to ensure DHBs are assisting 
/enabling  whānau ora collectives at the July Tumu 
Whakarae meeting in Wellington   
Whanganui DHB has a collaborative public health 
strategy and workplan that involves whānau ora 
provider (Te Oranganui), DHB public health and 
Whanganui Regional health network (PHO). 
MDHB are partnering in whānau ora development 
through the Whānau Ora Strategic Development and 
Innovation Group; this is an intersector monthly fora 
inclusive of government agencies DHB, CPHO, MSD, 
Education, Corrections, Police, LTAs, Youth, Iwi, Māori 
providers, CYFS.  Innovations occurring from this include 
the police resolution model. Kainga whānau ora social 

Recognition that there will be regional 
diversity regarding whānau ora provider 
collective approaches. 

 

Different Collectives are working in different 
ways to reflect community and whānau 
aspriraions.   

Build on the great  work 
occuring in this space, 
systemise the sharing of 
learnings across the region 
to build on the gains. 

A 
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housing initiatives, collective impact initiatives and 
community social enterprise      

Tumu met with the Iwi leaders’ forum again this quarter 
to ensure a unified approach to uptake and integration 
of the National whānau Ora outcomes framework.  
 
 
 

An ongoing challenge is that there is little 
incentive for commissioning agencies to be 
working with DHBs. Historically, DHBs have 
been perceived as supporting whānau ora 
ideology, development and practice 
through inflexible funding and contracting 
practice which is seen as  counter intuitive 
to the outcomes being sought. The Whānau 
Ora Outcomes Framework requires 
socialisation within Planning & Funding 
teams for use across DHB contracting 
practice. GM Māori have varying influence 
with P & F teams across the region.  

Continue to build 
relationship and trust with 
commissioning agencies to 
further support the 
development of whānau ora 
collectives.   
GMs Māori to advise CEOs 
of the need for 
implementation of the 
National Whānau Ora 
Outcomes Framework.   

A 

Project 2:  Māori Health Workforce.   Implement Central Regional Māori Health Workforce Development Plan 

1. Consolidate an 
evaluation of Whānau 
Ora Framework by 
June 2016. 

DHBs are still in the process of socialising the National 
Whānau Ora Outcomes Framework within individual 
DHBs (recognising this Framework was only signed off 
by cabinet Mid 2015). 

    

A 
 Input has occurred across workforce planning priorities 
for the 2016/17.  Key regional priorities include ongoing 
development of a culturally aware and competent 
workforce through the continued roll out of the regional 
Māori Capability programme – Te Tohu Whakawaiora.  
Continue to develop and implement the strategic rollout 
of this capability programme within the region in 

 Clear data capture and 
information regarding Māori 
workforce numbers needs 
to be systemised across 
regional reporting.  
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partnership with HR managers.    
Māori staff numbers have increased across the regional 
health workforce in nursing, midwifery, medicine and 
allied health (supported by regional GMs HR).  A 
regional benchmarking of current Māori and Pacific 
workforce numbers is complete along with agreed 
regional and local recruitment targets.  
 Regional benchmarking and data collection of Māori 
staff numbers across DHBs and across the different 
professional groups has occurred.  A cohesive regional 
action plan for increasing Māori staff numbers has been 
developed and DHB HR leads and professional group 
leads identified. 
 
Implementation of Tū Kaha, the biennial Central Region 
Māori Health Development Conference occurring this 
Quarter.   
  
HVDHB/C&CDHB are the lead DHBs.  The 2016 
conference will take place at Silverstream Retreat 21-23 
September 2016.  Rangatahi involvement is ensured.  
Community health development solutions and whānau 
ora/collective impact innovations will be showcased.  
Central to the success of this conference is a focus to 
increase attendance by non- Māori DHB executive 
leadership teams, senior management teams and 
clinicians from across the six Central Region DHBs. 
 
Conference event management 
• Kahui Tautoko has been selected to provide 
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Conference Event Management 
• Patrick Hape is leading this on behalf of Kahui 

Tautoko 
 
Conference delivery 
• The website for registration is 

live http://www.regonline.com/tukaha2016 
• Keynote / TedX / Panel speakers have been sent 

invitations 
• Call for Abstracts have been distributed 
• The conference programme is currently being 

reviewed to accommodate more (up to two) 
keynote slots 

• Abstracts will be assessed and agreed in Q1 
We are currently confirming the details for the 
Conference dinner 

2.  The Kia Ora Hauora regional workforce development 
programme is led by CRMM.  The Central Region is 
leading the region in terms of KOH registrations.  KOH 
graduates are now being employed within DHBs.  The 
National Coordination Centre is leading the 
development of a business case to extend the current 
funding.   
Quarterly reporting shows:  2015/16 Registration: 98% 
of Central Region enrolments are Māori; currently the 
Central Region hub has achieved the annual registration 
target of 125 new enrolments and exceeded the annual 
1st Year Tertiary target of supporting 25 Māori into 1st 
Tertiary health study.  

The contract for extension of the 
programme is due in Quarter One. 

 

A 
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2013/16 Registration:  99% of central region enrolments 
are Māori.  The central region hub is: 59% above the 
contract target for registration and 67% above the 
contract target for 1st Year Tertiary registration.  The 
data shows the diversity of professional choice for 
central region registrations.  Nursing follows the 
national trend of preferred career choice.  Various 
medical fields are also highlighted.  
The Ministry of Health have confirmed an extension of 
the programme for 18 months to December 2017. 

Project 3 : National Māori Indicator  

1. Provide quarterly 
consolidated 
reporting of the 
National Māori 
Health indicators. 

Implementation of quarterly reporting against the 
annual Regional Māori Health Plan indicators is in place.  
In addition, Webinar Excellence Seminars are accessible 
via the Trendly online site.  There remains an ongoing 
focus on sharing/duplicating best practice, strength 
based approaches that are showing results.  A CRMM 
presentation schedule is in place at which identified 
lead DHBs share and showcase Māori health gain 
successes.  Examples include: 
• Hutt Valley DNA programme  
• C&CDHB health literacy evaluation  
• Wairarapa and C&CDHB capability programme (Te 

Tohu Whakawaiora) pilot findings and evaluation  
• MDHB Kia Ora Hauora approach  
• Whanganui DHB Whānau Ora policy/changing 

practice.  
Initiatives are presented outlining process, best practice, 
outcomes/results.   

  

A 
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Project 4:  Child Health for Māori. Work collaboratively to improve regional performance in annual Regional Māori Health Plan indicator areas relating to child health. 

Work together to improve 
child health for Māori in 
the areas of 
immunisation, 
breastfeeding, ASH rates, 
sudden unexpected death 
of an infant and oral 
health. 

Continued use of the National Indicator Reporting 
Framework and online Trendly tool/excellence webinars 
are enabling a focus on accelerating child health 
indicator results across central region DHBs.  Champions 
have been established or under development across 
central region DHBs. Highest achieving DHBs showcase 
their strength based approaches through the excellence 
webinars which are now all visible on the Trendly site.  
There has been some improvement in breastfeeding 
rates for the majority of DHBs, however overall there is 
still a way to go for DHBs to reach the target in all three 
age bands. All central region DHBs are maintaining a 
consistent level of achievement for immunisation at 8 
months on or within 3% of the target.  Preschool oral 
health enrolment is a contributor to ASH rates for 
tamariki 0-4 years. Enrolment rates have increased for 
all central region DHBs with half of the DHBs at or within 
10 % of target. ASH rates remain a challenge for DHBs 
There are many excellent child health specific initiatives 
occurring within each central region DHB, GMs Māori 
are focused on ensuring successes and learnings are 
understood and shared at a regional level to drive 
better results. 

  

A 

 National and Central Region Māori Health Indicator 
Reporting Framework and online Trendly 
tool/excellence webinars are enabling a focus on 
accelerating child health indicator results across central 
region DHBs.  Champions have been established or 

  

A 
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under development across DHBs. Highest achieving 
DHBs across child health indicators showcase their 
strength based approaches through the excellence 
webinars which are now all visible on the Trendly site.  
Despite the best efforts, ASH rates for tamariki 0-4 years 
and breast feeding rates at 6 months of age are the two 
biggest challenges for the majority of central region 
DHBs, with only three DHBs achieving the indicator 
targets.  All DHBs are maintaining a consistent level of 
achievement for immunisation at 8 months on or within 
5% of the target.  There are many excellent child health 
specific initiatives occurring within each central region 
DHB, GMs Māori are focused on ensuring successes and 
learnings are understood and shared at a regional level 
to drive better results. 

Project 5: Māori Health Repository 

1. Draft information 
repository developed 
to be implemented 
October 2015. 

Structure of Repository has been developed and is in 
use.    
 

  

A 
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2. Develop a culturally 
aware workforce 
(supported by 
regional GMs HR). 

Workforce development coordination to increase Māori 
workforce capacity and capability in place and 
proactively increasing reach into the community and 
across primary and secondary schools, also second 
chance learners and linking proactively with tertiary 
students.  
Summership programme in place with placement 
opportunities in hospital services, general practice 
services and kaupapa Māori health services 

Whanganui DHB – Hapai te Hoe (hold up your values) 
Māori cultural training programme has been 
implemented for new staff and for existing staff _ 
revised programme that is home grown within Tikanga o 
Whanganui and introduces whānau centred care, 
increases focus on accelerating Māori health gain, builds 
confidence in working with Māori whānau, builds on the 
DHB values, introduces the waka model of care and 
includes a waka experience on the Whanganui awa – 
reconfirming team and collective responsibility to 
achieve DHB aims and objectives. 

 

Pae Ora Māori Directorate established at MDHB: 
Quality, workforce development, whānau care, strategy 
& support, cultural competency work plans developed 
and implementation of cultural competency 
programmes occurring.      

 

 

 

A 
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Māori GM engagement/input has occurred across 
workforce planning priorities for the 2016/17.   
Māori staff numbers have increased across the regional 
health workforce in nursing, midwifery, medicine and 
allied health (supported by regional GMs HR).  A 
regional benchmarking of current Māori and Pacific 
workforce numbers is complete along with agreed 
regional and local recruitment targets.  The 
development of a regional recruitment plan will be 
further progressed this quarter.  
 Te Tohu Whakawairoa, Certificate in Healthcare 
Capability is the regional cultural responsiveness 
programme.  
The Central Region Service Plan 2014-17 confirms a key 
deliverable which has been agreed by the central region 
Māori Managers group for one regional cultural 
competency programme which has been piloted, in 
conjunction with Skills Active. Implementing the 
Regional Māori Capability Programme through all six 
DHBs has been identified as a regional deliverable. 
Te Tohu Whakawairoa, Certificate in Healthcare 
Capability (TTW) is a level 4 NZQA accredited course 
providing standardised cultural competency training 
regionally, whilst having local application. The NZQA 
certificate is recognised at workplaces throughout New 
Zealand.  
Skills Active ITO were contracted to develop resources 
and project manage the pilot which was delivered at 
Capital & Coast DHB (C&CDHB) and Wairarapa DHB 

Timing is the critical issue as we start 2016 
and DHBs await the evaluation of the pilot. 

The risk is that the evaluation takes too long 
that we end up with the academic year 
starting in July or that we take a gap year 
and risk losing momentum.  

WaiDHB and C&CDHB are considering a 
second intake and other DHBs are 
considering their training commitments.  

CRMM needs to consider a sustainable 
funding model and weigh up the benefits 
against other cultural training to determine 
their preferred approach to 
implementation. 

Q3 onwards: Evaluation is 
completed. 

Determine viability of the 
programme. 

Develop and implement 
strategic rollout plan for the 
central region.  
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Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

(WaiDHB) over seven months during 2015. The course 
content was individualised for each DHB, ensuring local 
relevance and nuance. The course has 3 modules: Treaty 
and Healthcare, Tikanga and Healthcare and Cultural 
Competency and Healthcare. 
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Cancer Services 
Specific Changes/Achievements from Last Quarter  
Performance against the FCT target continues to improve towards the 85% target requirement by July 2016. Q4 results will be available early August 2016 and analysis of 
Q3 data at a regional level shows:  

• 78% of valid patients met the 62 day target (range 63-84%). HVDHB/HBDHB/TDHB/WhaDHB continue to implement recovery plans and individual performance 
has improved. 

• 87% of valid patients met the 31 day indicator (range 84-92%).  

CCN facilitated a Regional FCT Data Forum in April where data and system improvement opportunities were shared including: 
• Completeness of delay code reporting 
• Breach investigation processes 
• Visibility of the patient along the FCT pathway  
• Inter-DHB transfer analysis 
• Adjuvant treatment wait times 

 
Service reviews against the national tumour standards - Breast and Gynaecology implementation plans completed and have been endorsed by the COOs/GMs. 
Implementation activities have commenced. Reviews have commenced for Upper GI and Head & Neck cancers. 
WhaDHB FCT Round 2 RFP project has been completed with the development of individual surgical f/u booklets for melanoma, breast and colorectal patients. CCN will be 
promoting their use regionally at upcoming fora and WhaDHB have identified additional tumour streams for the development of these patient resources  
 

Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

Reduce incidence and impact of cancer. 
All patients ready for treatment wait less than 4 weeks for radiotherapy or chemotherapy 

Project 01: Chemotherapy and Radiotherapy Wait times.  

1. Report against shorter wait 
for cancer treatment targets 
monthly. 

In Quarter 4, 2015/16 the MidCentral cancer centre 
met the radiation oncology four week waiting time 
target for treatment. Reporting from Capital & Coast 

  
A 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

cancer centre for radiation oncology was not 
available at the time this report was prepared. 
The four week chemotherapy waiting time target for 
treatment was met in Quarter 4 for patients treated 
at C&CDHB, MDHB and Taranaki DHBs. Reporting 
from HBDHB was not available at the time this 
report was prepared. 

Project 02: Cancer Centre Development Plan 15/16 

1. Update the Regional Cancer 
Centre Development Plan 
and implement priority 
areas for the following 
services: (update July  2015 
and implementation July  
2016) 
• Radiation Oncology 
• Medical Oncology 
• Clinical Haematology 

Cancer Centres are currently discussing the service 
areas for joint activity for 2016/17. 
 
MoH released the National National Nursing 
Standards for Antineoplastic Drug Administration in 
NZ in June. CCN has undertaken an impact 
assessment against implementing the standards and 
is currently in discussion with the DHBs 

 

Cancer Centres and CCN to meet next 
quarter to identify any service areas 
for joint activity for 2016/17 and 
network resource requirements. 
 A 

2. Monitor and address as 
appropriate Adjuvant 
treatment wait times (in 
place by July  2015) 

See Project 04: FCT Indicators    

A 

Project 03: Faster Cancer Treatment (FCT) RFP Projects   (project commence 10/2015) 

1. CCN and DHBs implement 
funded projects that aim to 
support DHBs to meet the 
62-day Health Target and 

Round 1 projects (2014/15) – information sharing on 
deliverables and learnings continue within the region 
and nationally via the national FCT teleconference. 
Round 2 projects (2015-18) - Contracts are now in 

 

Projects continue with CCN providing 
support as required A 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

implement the tumour 
standards. 

place for the six projects that will be delivered over 
the next 2-3 years; all projects have commenced, 
one of which has now been completed (WhaDHB 
Individual Surgical F/U booklets)  

Project 04: FCT Indicators 

1. DHBs to improve FCT data 
collection and reported 
quarterly. 

Q4 results will be available early August 2016.  
Q3 results for the CCN region were: 
78% of valid patients met the 62 day target (range 
63-84%). 
87% of valid patients met the 31 day indicator (range 
84-92%).  
HVDHB/HBDHB/TDHB/WhaDHB continue to 
implement their recovery plans and performance is 
continually improving  
CCN facilitated a Regional FCT Data Forum in April 
where data and system improvement opportunities 
were shared including : 

• Completeness of delay code reporting 
• Breach investigation processes 
• Visibility of the patient along the FCT 

pathway  
• Inter-DHB transfer analysis 
• Adjuvant treatment wait times 

CCN and FCT leads from the DHBs attend regular 
national TCs with the Ministry aimed at improving 
information sharing on initiatives to support 
achievement of the target. 

Meeting the Health Target by 
July 2016 has been identified 
as a key risk area for the 
region. 

HVDHB/HBDHB/TDHB/WHaDHB 
continue to implement their recovery 
plans. 
 
Identified actions from regional FCT 
Data Forum to be completed and a 
f/u forum planned for Q2 2016/17 
 
Stakeholders to attend the National 
FCT Forum in Aug 2016 
 
 CCN and DHB FCT leads continue to 
engage with bi-monthly Ministry 
teleconferences. 

PA 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

Project 05: Multi-disciplinary meeting (MDM) development 

1. Complete phased 
implementation of the 
regional MDM 
Implementation Plan within 
allocated funds for each 
DHB. Report quarterly. 

CCN MDM Clinical Resourcing Project is progressing 
well with key messages drafted for the business case 
template. Additional service improvement activities 
have been identified during the project which are 
also under action 
The region continues to work with the Ministry on 
their Cancer Health Information Strategy MDM 
project to progress administrative and data systems. 

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

Business case template will be 
presented to the regional COOs/GMs 
in Q1 2016/17 
 
Invited stakeholders from the region 
will attend the national MDM Future 
State workshop in August. 

A 

Project 06: Tumour standards 

1. DHB service reviews against 
the Tumour standards to be 
achieved by June 2016. 

Update on the Bowel implementation plan activities 
was provided to stakeholders in Q4. 
The Ministry released the revised national Standards 
of Service Provision for Lung Cancer Patients and 
CCN is currently working with national and regional 
stakeholders to undertake an impact assessment     
Breast and Gynaecology implementation plans 
completed and have been endorsed by the 
COOs/GMs. Implementation activities have 
commenced. 
Upper GI review data analysis for the cohort will be 
completed by end of Q4 and provided back to the 
DHBs to inform their self assessment against the 
standards 
H&N review is in the cohort data collection phase   

The national tumour 
standards programme has 
been delayed due to 
resource constraints in the 
ministry and the MoH is 
working with the networks to 
identify priority activities for 
2016/17. 

Continue implementing Breast and 
Gynae service improvement plans 
 
Continue Upper GI and H&N reviews 
 
CCN to seek advice from DHBs re the 
next two tumour standards for review 
in 2016/17 in July. 

A 

Project 07: Care Co-ordinator 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

1. Ongoing development of the 
Cancer Nurse Co-ordinator 
positions. Provide report. 

CNCs continue to meet regionally each fortnight to 
share information and quarterly with CCN. 
CNCs in the region attended the national CNC Forum 
in May. 
CNCs are key contributors to the tumour standards 
review process. 

Awaiting final evaluation on 
the initiative from the MoH 

Ongoing. 

A 

Project 08: FCT in Primary Care 

1. Implement FCT in Primary 
Care Strategic approach 

Engagement to date has been with the Health 
Pathways and Collaborative Clinical Pathways teams 
with respect to how CCN could invest in clinical 
leadership to further support the implementation of 
these pathways. Proposals are currently under 
development for consideration by the CCN 
Governance group in Q1 2016/17. 

 Implement clinical leadership 
proposals if supported by CCN 
Governance Group. 
 
Prostate clinical pathways have been 
prioritised for 2016/17 to support 
primary care to implement the 
national active surveillance and 
referral guidance. 

A 

Project 09: Supportive Care 

1. Implement the new 
Supportive Care framework 
(evidence of framework in 
use) 

He Anga Whakaahuru – CCN Supportive Care 
Framework implementation plan has been endorsed 
and Phase 1 implementation activities commenced.  

Phase 1 activities for Q1 2016/17 
include working with a 
communications company to develop 
resources to support the 
implementation of the Framework 
and a train the trainer workshop   

A 

2. Implement Regional 
Psychological and Social 
Support Services Plan (new 

Appointment process complete for this phase. 
Psychological and Social Support Services Plan 
implementation activities continue. 

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

Implementation activities continue. 
 
 

A 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

role in place by June 2016). Staff involved in this initiative attended the national 
forum in May. 

Project 10: National Cancer Health Information Strategy (CHIS) 

1. Support the implementation 
of the strategy (released in 
July 2015). 

CHIS Board underway - Jo Anson, CCN, representing 
central currently.  
MDM process/data standards have been identified 
as an implementation priority.   

 CCN and DHBs continue to provide 
information to support the MDM 
process/data standards work. A 

Project 11: Improve waiting times for diagnostics 

1. DHBs to take a coordinated 
approach to identifying 
actions to improve waiting 
times and quality of 
endoscopy/colonoscopy 
services. 

DHBs have continued to deliver additional 
colonoscopy volumes funded by MoH which have 
contributed to improved performance against the 
wait time indicators. 
DHBs have provided information to the Ministry 
about readiness and resource requirements relating 
to implementation of the National Bowel Screening 
Programme. 

Budget 2016 announcement 
re: roll out of National Bowel 
Screening Programme 
commencing in 
HVDHB/WaiDHB from 2017.  
 

DHBs to engage with the Ministry at a 
regional meeting in August  to discuss 
the role and positioning of the Bowel 
Screening Regional Centres and any 
additional information required from 
DHBs for the business case. 
 

A 

Project 12: Palliative Care 

1. Palliative care strategic 
approach 

• plan priorities 
completed  by June e 
2016 

• plan Implemented 
November  2016  

No additional progress on implementation of 
Regional Palliative Medicine three-year Registrar 
Training business case positions this period. 
National review of adult palliative care services 
continues with meetings this period with GMs re: 
draft findings. 
Palliative care positioning in 2016/17 RSP confirmed 
this period with the identification of end of life care 
as an emerging priority with specific actions to 

 

CCN to facilitate a Central Region 
Palliative Care Network meeting in 
August 
DHBs and Hospices to continue to 
plan for the implementation of the 
additional two training positions in 
2016/17.  
DHB continuing involvement in the 
review of adult palliative care 

A 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

progress this in the cancer section of the plan. services. 
 

Project 13: Clinical Leadership 

1. CCN continues to engage 
with and support clinical 
leaders across cancer 
programme areas to lead 
and contribute to identify 
projects (completed by June 
2015). 

Regional Cancer Nurse Directors – completion of 
evaluation of eviQ chemotherapy nursing 
programme regional implementation. 
Regional Oncology Social Work Director –  
CCN has worked with the Allied Health Directors and 
CCN governance Group to scope the establishment 
of a Regional Cancer Allied Health Director role 
which will come into place in Q1 2016/17 in place of 
the existing Regional Oncology Social Work Director 
Role. 
Regional Medical Directors – continued leadership in 
the FCT programme with a current focus on the 
MDM clinical resourcing project. 

 
 
 

To consider Phase 2 activities for eViQ 
programme roll out to other staff 
groups (links with cancer centre joint  
activities conversation). 
 
CCN to implement Regional Cancer 
Allied Health Director position. 
 
 
 
 
Ongoing. 
 

A 

Project 14: Māori Leadership 

1. Support facilitate and co-
ordinate Māori cancer 
leadership in central Region 
and nationally Report 
quarterly. 

Planning continues for Cancer Society Kia Ora e Te 
Iwi programme (living with cancer support 
programme) training and delivery in identified 
districts in partnership with Iwi Providers.  
CCN continues to provide secretariat support to 
grow Hei Āhuru Mōwai (National Māori Cancer 
Leadership Aotearoa).  
DHB based initiatives underway including MDHB 
development of tools to support services to utilised 

 

Kia Ora e Te Iwi Train the Trainers 
workshop to be held Q1. 
 
 
Ongoing. 
 
 
CCN to continue to promote equity 

A 
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Cancer Services 
Actions/Milestones  

 
Progress/achievements  

 
Outline issues/challenges  

 
Next steps  

Ra
tin

gs
  

the Equity of Health Care for Māori Framework 
(wider than cancer). 

tools regionally and nationally. 

Project 15: System Integrations and service collaboration 

1. Support the network's 
collaborative groups to 
progress individual work 
plans.  

The CEO lead, COO Chairs and network manager 
have drafted the revised CCN Governance structure 
and functions for discussion and agreement by 
existing group in July. 
Local Cancer Network meetings held in WhaDHB, 
HBDHB, TDHB, MDHB. 
Cancer Consumer Representatives meeting in May  

 

Proposed governance form and 
functions to be provided to the 
existing governance group for 
discussion and agreement in July 
2016. 

A 

 

Quality and Safety 
Quality and Safety 

Actions/Milestones as in RSP to 
Deliver  

 

Progress/achievements  

 

Outline issues/challenges  

 

Next steps  

Ra
tin

gs
  

Project 01: CR Clinical 
Governance and Quality 
Improvement Framework  
To develop a region wide clinical 
governance and quality 
framework across primary and 
secondary sectors. 

Working on building and strengthening 
relationships with the central region 
Clinical Governance Boards.  Summary 
now provided to Governance Board 
Chairs with a request on feedback of 
usefulness of information.  Work 
continues in collaboration with HQSC on 
utilising HQSC quality improvement 
framework.  
Key Staff attended the Ko Awatea 

The challenge is building 
relationships with non DHB 
Clinical Boards in the region.  
Currently CRQSA meeting 
summary is sent to Boards. 
 

Continuing to work at broadening alliance 
opportunities for CRQSA. 
 
 
 
 
 
 
Feedback on the Ko Awatea National Improvement 

A 
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Quality and Safety 

Actions/Milestones as in RSP to 
Deliver  

 

Progress/achievements  

 

Outline issues/challenges  

 

Next steps  

Ra
tin

gs
  

National Improvement Network 
presentation at MDHB on the 
10/06/2016. 

Network will be feedback to the CRQSA members.   

 

Project 02: Readiness for 
National HQSC Initiatives  
To ensure central region 
readiness for national Health 
Quality and Safety Commission 
initiatives. 

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

 Q4: Work continues on document procedure for 
escalation process. 
 

A 

Project 03: Primary and 
Secondary Reporting 
Mechanisms  
To improve primary and 
secondary quality and safety 
reporting mechanisms and 
develop a patient safety and 
quality network that learns from 
each other. 

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

 Q4:  Committed to DHB Incident Policies being 
current by September 2016 and that we have an 
overarching regional policy that outlines the 
agreed key themes.  
To work on an effective communication strategy 
with the regional DHBs such as a  quarterly 
dashboard summary that can be easily displayed 
within the DHBs and highlights the work of the 
CRQSA across the region  

A 

Project 04: Regional 
Improvement Programme  
To implement a regional 
improvement programme based 
on the results of the National 
Survey Care Indicators NZ – 
Central Region report. 

Lead DONs have established work on a 
collaborative methodology to be 
utilised.  Progress reported from DoNS. 
Work continues to prepare region for 
next indicator survey. 
 

 Q4: Continue to work toward region readiness for 
next National Care Indicators Survey 
To further inform the focus of the regional 
improvement programme key actions identified at 
the June CRQSA meeting were: 
 

A 
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Quality and Safety 

Actions/Milestones as in RSP to 
Deliver  

 

Progress/achievements  

 

Outline issues/challenges  

 

Next steps  

Ra
tin

gs
  

 1. HQSC to provide an evaluation of the region 
clinical leadership workshop to assist in 
informing a central region development 
leadership plan agreed by the CRQSA clinical 
leads. 

2. HQSC to provide a detailed analysis report on 
the key themes for the regions SAC 1 and 2 
adverse events, as well as each DHB to also 
provide an analysis of all adverse events 
trends and improvement activities, to enable 
shared learnings and assist in prioritising a set 
of central region primary/secondary/tertiary 
patient safety improvement activities with 
clear outcome measures. 

3. HQSC to provide a  detailed analysis report on 
the key themes from the national patient 
experience survey (primary & secondary) for 
the central region to enable shared learnings 
and assist in prioritising  improvement 
activities with a set of central region consumer 
experience measures (primary and secondary).  

4. ACC to attend a meeting to look at how as a 
central region we can work with them on their 
injury prevention programme as it relates to 
our region.  

5. Following the June presentation from the MOH on 
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Quality and Safety 

Actions/Milestones as in RSP to 
Deliver  

 

Progress/achievements  

 

Outline issues/challenges  

 

Next steps  

Ra
tin

gs
  

the systems level and contributory measures to 
look at how as a  central region we can further 
inform the CRQSA work plan through further review 
of the contributory measures to positively influence 
future planning, reduce health disparities and 
improve health outcomes for or communities. 
 

Any Comments  
 

 
 

END OF REPORT 
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TO Healthy Communities Advisory 
Committee 
Quality and Excellence Advisory 
Committee  

  
FROM Vivienne Ayres 

Manager 
DHB Planning and Accountability 

  
DATE 22 August 2016 

  
SUBJECT NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE 

MEASURES – REPORT FOR QUARTER 4, 2015/16 
 
 
 
1 Purpose 
 
To provide the Committees with a consolidated report of the Non-Financial 
Monitoring Framework and Performance Measures (including Health Targets and 
reporting requirements of Crown Funding Agreement variations) relating to the final 
quarter of 2015/16, as provided to the Ministry of Health in July 2016.  A summary 
report of the performance results is also included. 
 
This report is for members’ information – no decision is required. 
 
 
2 Summary  
 
Attached to this memorandum is a summary of results for all the health targets, 
performance measures and Crown Funding Agreement (CFA) Variation reporting 
items completed for quarter four of the 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 52 health targets, performance measures or other deliverables (including eight 
CFA variation reports) reported this quarter, 41 (79 percent) were assessed with a 
rating of “achieved” or “satisfactory”, 9 (17 percent) were “partially achieved”, one 
was “outstanding” and one was not achieved. 
 
Attaining these overall final results required follow up from the initial assessment 
ratings for several of the deliverables in order to lift the assessments from a “partially 
achieved” to an “achieved” performance assessment. 
 
2.1 Health targets 
 
• The target for Shorter Stays in the Emergency Department was not achieved and 

no improvement in results shown over the quarter, with 94 percent of patients 
presenting to the Emergency Department having shorter stays in the department. 

 

MEMORANDUM 
 
 

 

 

180



• The target rate for eligible people who have had their risk for cardiovascular 
disease assessed in the last five years was sustained, although a small reduction in 
the result at 90.3 percent. This attracted an “outstanding” assessment rating 
because of the sustained performance over the year.  This target becomes a 
component of the policy priority areas rather than health target reporting from 
July 2016 (being replaced by the “raising healthy kids” health target for childhood 
obesity). 

• The target volume of elective surgery discharges was achieved with 105.4 percent 
of planned volumes delivered by year end – 406 discharges ahead of target. 

• The immunisation coverage rate for eligible eight month old infants returned to 
being on target for the total population group. 

• The Faster cancer treatment - 62 day indicator - was again below target this 
quarter falling to 67.9 percent of 56 patients identified for this pathway.  Note this 
health target is published on a rolling six-monthly basis; for period ending June 
the result was 71 percent (of 106 patients). 

• The primary component of the better help to quit smoking health target reduced 
by a further 0.9 percentage points to 87.0 percent of eligible enrolled adults. 

• The maternity component of the better help for pregnant women to quit smoking 
returned to exceeding target at 97.0 percent of the 66 pregnant women seen by 
Lead Maternity Carers this quarter.  

• The target for the hospital-based component of better help to quit smoking 
continues to be achieved.  This component will transfer to a policy priority area 
rather than health target reporting from July 2016. 

 
2.2 Policy Priorities and Developmental Measures 

The assessment of performance confirmed 21 (84 percent) of the 25 performance 
measures and deliverables for this dimension as achieved this quarter.  The annual 
target for girls being immunised for human papillomavirus (HPV) was achieved; 71 
percent of 1,030 eligible girls of the 2002 birth cohort were immunised.   

The remaining four measures were partially achieved, as follows.  

• Just above 92 percent of people with an accepted referral for a CT scan waited 
less than 42 days – slightly lower result this quarter and below target.  Higher 
volume of referrals and excluding ‘legitimate’ planned waits from the data set in 
the Radiology Information System contributed to the below target results over the 
year. 

• No significant change in the result for transition planning for young people 
discharged from specialist child and adolescent mental health and addiction 
services.  Of the 677 young people discharged, 75 percent were recorded as having 
a transition/discharge plan.  Data collection, business process and administrative 
processes are being further investigated. 

• Non-urgent wait times for mental health services continue to be below targets 
with a further reduction in clients seen within the three-week timeframe (70 
percent); the eight-week wait time was met for 92 percent of the clients referred.  
The wait times for Alcohol and Drug services – both NGO and DHB providers – 
were achieved again this quarter. 

• The annual result for the 2015 year was reported this quarter for adolescent 
utilisation of DHB funded dental services.  The result was much the same as in 
2014, at 82.2 percent of 10,630 eligible adolescents (0.2 percentage point 
reduction); below target but favourable compared to results of other DHBs.  
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The two developmental measures – childhood obesity and inpatient experience of 
care – continued to meet expectations. 

 
2.3 System Integration 

There were five deliverables for this performance dimension this quarter – three 
were assessed as achieved.  The annual update on progress with Whanau Ora was 
reported this quarter.  Two of the three standardised intervention rates for cardiac 
services met or exceeded the national target for the 12 month period to March 2016.  
Cervical screening rates and progress with the deliverables of the Regional Service 
Plan were again only partially achieved. 
 
2.4 Ownership and Outputs 

Performance expectations against five of the six deliverables across these areas were 
met this quarter.  Improvements in the data quality measures were noted. 

The standardised average length of stay for elective services received a partial 
achievement rating.  The target was not achieved for the 12 month period to March 
2016 and increased marginally over this last quarter, although a small improvement 
on the 2014 baseline rate.   
 
2.5 Crown Funding Agreement Variation reports 

Expectations for the eight Crown Funding Agreement Variation reports submitted 
this quarter were all met.   
 
 
The full Non Financial Performance Report for quarter four, as attached, 
consolidates all the reporting items, performance measures and deliverables against 
the agreed Annual Plan priorities and initiatives and includes commentary on actions 
to improve performance where required. 
 
 
3 Recommendation 
 
It is recommended 
 
  that this report be received 
 
 
 
 
 
Vivienne Ayres 
Manager  
DHB Planning and Accountability 
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2015/16 QUARTER 4 (April - June 2016):  SUMMARY REPORT OF RESULTS 
NON FINANCIAL MONITORING FRAMEWORK AND PERFORMANCE MEASURES 

HEALTH TARGETS MoH 
Assessment 

HT:  Shorter stays in the 
Emergency Department   

 

 

10,006 (94%) of 10,697 
presentations were admitted, 
transferred or discharge within 6 
hours this quarter. 
A further reduction in result this 
quarter, with slightly fewer 
patients  relative to quarter 3.  
Result influenced by utilised 
inpatient bed capacity, episodes of 
delays by specialists and/or 
registrars unable to respond on 
time, and queueing of patients in 
ED with consequential backlog, 
particularly in late afternoon. 

Q1   Partially 
achieved  

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4 Not 
achieved 

HT:  Improved access to 
elective surgery 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

105% (n. 7,956) of 7,550 target 
volume of elective and arranged 
surgical discharges delivered by 
year end; 406 discharges ahead of 
plan. 

Q1   Partially 
achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

HT:  Faster cancer 
treatment 
(62 day indicator) 

 

38 (68%) of 56 identified patients 
had their first cancer treatment (or 
other management) within 62 days – 
well below target over these three 
months.  However, the number of 
cases being identified with a high 
suspicion of cancer increased over 
May and June; now reporting over 
20% of the expected cancer 
registrations. 
The published target result 
covering the 6-month period 
ending June will be 71% (75) of 106 
patients – a 6 percentage point 
drop compared to quarter 3. 

Q1   Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4 Partially 
achieved 

HT:  Increased  
immunisation  
(at 8 months of age) 

 

Improved result this quarter.  518 
(95%) of 546 eight month old 
infants were immunised on time.  
Rates for Māori remain lower than 
target (94%), albeit they compare 
favourably with national rates for 
Māori. 
 

Q1   Achieved 

Q2 Achieved 

Q3 Partially 
achieved 

Q4 Achieved 

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

 Further small reduction (0.1%) in 
result this quarter to 43,869 (90%) 
of 48,607 eligible people having 
their CVD risk assessed in the last 5 
years, but target rate sustained 
hence the “outstanding” 
assessment from MoH. 
Rates for Māori and Pacific remain 
below target, although improved 
relative to results in June 2015 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

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

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

i. Hospital:  1,241 (96%) of 1,299 
patients offered advice and 
support to quit – sustained 
achievement.  Removed as a 
national health target from July 
2016 (but remains a policy 
priority). 
ii. Maternity:  Much improved 
result this quarter – 64 (97%) of 66 
women offered advice and support 
to quit.  30% smoking prevalence 
rate among Māori women 
iii. Primary:  Further reduction 
(0.9%) to 19,368 (87%) of 22,262 
enrolled smokers offered advice 
and support to quit. 

Q1   i Achieved 
ii Achieved 
iii Partially 

achieved 
Q2 i     Achieved 

ii    Achieved 
iii   Partially           

achieved 
Q3 i Achieved 

ii Partially 
achieved 

iii Partially 
achieved 

Q4 i Achieved 
ii Achieved 
iii Partially 

achieved 

POLICY PRIORITIES MoH 
Assessment 

PP6:  Improving the 
health status of people 
with severe mental 
illness through improved 
access 

Percentage of projected population 
seen on average, per year, by age 
group: 12 months - 01 April 2015 to 31 
March 2016 

Age Gp Maori Other Total 
0-19 3.9% 4.0% 4.0% 
20-64 7.3% 4.1% 4.7% 
65+ 1.0% 0.7% 0.7% 

 

12 months to 31 March 2016. 
Annual targets continue to be 
achieved for all age groups.  Of the 
6,576 clients seen over the 12 
months to end March 2016, 28% 
(1,845) were Māori; two-thirds of 
whom were between 20 – 64 years 
of age.  A total of 1,870 young 
people (0 – 19 years) were seen 
over this period. 

Q2 Achieved 

Q4 Achieved 

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

 

12 months to 30 June 2016.   510 
(75.3%) of 677 young people 
discharged from CAMHS were 
recorded with a discharge/transition 
plan in place.  Data management 
and matching to processing of 
discharge events being further 
investigated. 

Q1 Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4 Partially 
achieved 

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

 

12 months to 31 March 2016. 
Alcohol and Other Drug services’ 
(including NGOs) wait times 
continue to achieve targets across 
all ethnicities.  Of the 126 clients 
seen 110 (87%) were within 3 weeks 
and 124 (98%) within 8 weeks. 
Wait times for Mental Health 
services continue to be below 
targets.  Of the 677 clients aged 0 – 
19 years seen over the 12 months, 
474 (70%) were seen within 3 
weeks.   Fifty-four (8%) clients were 
recorded with a wait time of greater 
than 8 weeks.   

Q1   Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4 Partially 
achieved 

PP10:  Mean DMFT score 
for Year 8 children 

 

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

Q3 Achieved 
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PP11:  Caries free 
children at aged 5 years 

 

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

Q3 Achieved * 
 
 

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

 

2015 calendar year. 
Slightly lower result (-0.2%) 
compared to last year – 82.2% 
(8,741) of 10,630 adolescents were 
utilising DHB funded oral health 
services.  Although not to target and 
no improvement on last year, the 
result is close and compares 
favourably with other DHBs (range 
54% to 84%). 

Q4 Partially 
achieved 

PP13:  Preschool and 
primary school 
enrolments 

 

2015 calendar year. 
Enrolment rates for 0 - 4 year old 
population increased to 99.8% 
(n.11,220).  Target achieved for all 
but Māori population (91.5%) 
Enrolment rates for 5 – 12 year old 
population increased to 93.5% 
(18,296) across all ethnicities except 
Māori.  No target. 

Q3 Achieved 

PP20:  Improved 
management of long 
term conditions 
- Long term conditions 
- Diabetes Care 

Improvement Plans / 
Diabetes management 

- Acute Coronary 
Syndrome 

- Stroke Services 
 

Targets Q1 Q2 Q3 Q4 
6% stroke 
thrombolysed 4.7% 7.0% 3.9% 20.9% 

80% acute stroke 
service  82.4% 90.6% 94.4% 77.6% 

70% ACS 
angiogram 79.7% 79.3% 77.0% 84.5% 

95% ANZACS-QI 
data collection 98.5% 98.2% 100% 98.4% 

≥65% HBA1c 
<64mmol N/a 66% N/a 62.3% 

Provisional results only for Q4 for 
Stroke. Results will be updated and 
confirmed in following quarters (relies 
on all records being coded). 

i.  Long term conditions – planned 
programme of work predominantly 
on track.  
ii. Diabetes care – despite lower 
than target result for HbA1c and 
diabetes management plan behind 
due dates in some areas, progress 
being made 
iii. Acute Coronary Syndrome – 
continuing to achieve targets for 
both indicators. 
iv. Stroke – confirmed results for 
quarter 3 below target for 
thrombolysis but achieved for 
organised stroke service admissions.  
Telestroke pilot project with MoH 
and 2 other DHBs commenced in q4 
with increase in thrombolysis rates 
evident. 

Q1  i Achieved 
ii Achieved 
iii Partially 

achieved 
iv Achieved 

Q2 i Achieved 
ii Achieved 
iii Achieved 
iv Achieved 

Q3 i Achieved 
ii Achieved 
iii Achieved 
iv Partially 

achieved 

Q4 i Achieved 
ii Achieved 
iii Achieved 
iv Achieved 
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PP21:  Immunisation 
coverage  
- 2 years old 
- 5 years old 
- HPV – eligible girls 
 

 

 
 
 

Increase in result for 24 month old 
children this quarter – 95.6% (n.539) 
of 564 fully immunised on time. 
Lower than target rates for Māori 
(94.4%) and Other (84.9%) 
population groups. 
Continuing to achieve target for 5 
year old children – across all 
ethnicities.  550 (94%) of 586 
children were fully immunised by 
their milestone date. 
Annual target coverage rate (≥65%) 
for 12 year old girls for human 
papillomavirus (HPV) achieved – 730 
(71%) of 1,030 eligible girls (2002 
birth cohort). 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

PP22:  Improving system 
integration 
 

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

Of the 58 initiatives for the 13 
projects planned for System 
Integration over the year, 37 (64%) 
have been completed or progressing 
as planned and 10 (17%) were 
behind schedule but progressing. 
Ten initiatives (17%) were deferred 
and closed either due to delays in 
decision-making, unavailable 
funding or staff resource, or rebased 
project scope from the original 
intentions. 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

PP23:  Improving wrap 
around services – Health 
of Older People 

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

All projects with the exception of 
the Fracture Liaison Service (FLS) 
completed as planned.  Late start 
and establishment processes for the 
interface model in delivering the FLS 
meant low volume of referrals and 
assessments therefore to date. 

Q1   Achieved  

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 
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100%

Qtr 1 Qtr 2 Qtr 3 Qtr 4
2 yrs old 5 yrs old
2yr old Target 5yr old Target

PP24:  Improving waiting 
times – Cancer MDMs 

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

In general, local MDM activity 
continuing as usual – mostly held 
weekly.  MDM development work 
led by Central Cancer Network in 
conjunction with clinical leads.  

Q2 Achieved  

Q4 Achieved 

PP25:  Prime Minister’s 
Youth Mental Health 
project 

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

School based health service 
delivered as expected although 
impact (on the colleges and the 
SBHS) of measles outbreak noted.    
Primary Mental Health Initiative 
continues – CPHO working with 
providers to evaluate programme 
for potential improvements; 
benefits noted by schools and 
communities. Significant increase in 
referrals of young people noted – 
particularly Māori youth. 

Q1   Achieved  

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 
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PP26:  Rising to the 
Challenge:  The Mental 
Health and Addictions 
Service Development 
Plan 

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

Reporting template submitted.  All 
projects on track or completed as 
planned.  

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

PP27:  Delivery of the 
Children’s Action Plan 

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

Other than the two projects 
deferred/closed due to financial 
constraints, as advised, most of the 
remaining programme of work has 
been completed or on track.  
Progress with the COPMIA work has 
been slow – insufficient resources 
and tools to deploy with focus on 
other projects taking priority; rolled 
over into 2016/17 year.  

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

PP28:  Reducing 
Rheumatic Fever 

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

“Sore throat management for the 
prevention of rheumatic fever” 
pathway launched.  
One inpatient admission for acute 
RF notified this quarter – two for the 
year. 

Q1   Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

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

2015/16 Targets Q3 Q4 
95% elective coronary 
angiography ≤ 90 days 

98.5% 95.2% 

95% CT ≤ 42 days 92.9% 92.2% 
85% MRI ≤ 42 days 100% 100% 
 

Colonoscopy  Q3 Q4 
75% urgent ≤ 14 days  100% 90.0% 
65% non-urgent ≤ 42 
days 

91.1% 95.2% 

65% surveillance ≤ 84 
days 

63.7% 98.0% 
 

i. Angiography: Result fell to 95% 
in May and below target for 
June, whereas previously 
consistently achieving 100% 
(‘achieved’ for the quarter on 
this basis) 

ii. Colonoscopy:  Consistently 
achieving (exceeding) targets, 
with notable improvements in 
surveillance wait times. 

iii. CT & MRI:  Target wait times for 
MRI continue to be exceeded.  
Cumulative effect of capacity 
being rate-limiter to meeting 
increased demand for CTs; 
further decline in waiting time to 
92.2% within 42 days (1515 of 
1643 scans) for the quarter 
although sustained result in May 
and June at around 93%. 

Q1 i Achieved 
ii Achieved 
iii Partially 

achieved 

Q2 i Achieved 
ii Achieved  
iii Partially 

achieved 

Q3 i Achieved 
ii Achieved 
iii Partially 

achieved 

Q4 i Achieved 
ii Achieved 
iii Partially 

achieved 

PP30:   
A:  Faster cancer 
treatment 
- 31 day indicator 

B:  Shorter waits for 
cancer treatment 
- radiotherapy and 
chemotherapy  

 

B)  Shorter waits Q3 Q4 
All patients ready for 
treatment, wait < 4 weeks 
for radiotherapy or 
chemotherapy 

100% 100% 

 

a:  31-day indicator – returned to 
achieving target; 85.2 % (n. 178) of 
209 patients with a confirmed 
diagnosis of cancer received their 
first treatment within 31 days of 
decision to treat. Increasing volume 
of patients; getting closer to 
expected number of cancer 
registrations.   
b:  Radiotherapy/chemotherapy 
within 4 weeks: continuing to 
achieve target wait times – no 
delays due to facility constraints. 

Q1 a Achieved  

b Achieved  

Q2 a Achieved  

b Achieved  

Q3 a Achieved 

b Achieved  

Q4 a Achieved 

b Achieved 
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OWNERSHIP MoH 
Assessment 

OS3:  Inpatient average 
length of stay 
- acute 
- elective 

 

12 months to 31March 2016 
Standardised ALOS:   
i. Acute: 2.61  
ii. Elective: 1.70   
Standardised acute ALOS achieving 
quarterly improvement targets, but 
no significant change in elective ALOS 
over last 3 quarters - just above 
target of 1.67.  Both elective and 
acute rates remain above national 

Q1   i Achieved  

ii Partially 
achieved 

Q2 i Achieved  
ii Achieved  

Q3 i Achieved 
ii Achieved 

Q4 i Achieved 
ii Partially 

achieved 

0.6
0.8
1.0
1.2
1.4
1.6
1.8
2.0
2.2
2.4
2.6
2.8
3.0
3.2
3.4

Q1 Q2 Q3 Q4
Acute ALOS Acute Target

Elective ALOS Elective Target

SYSTEM INTEGRATION MoH 
Assessment 

SI2:  Delivery of the 
Regional Services Plan 

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

Provisional assessment by the MoH 
rated five of the 11 programmes as 
being achieved, and the remaining 
six as partially achieved.  
Performance indicator results as a 
region not achieving targets in FCT, 
cardiac procedures and ESPIs.  Refer 
separate progress report 

Q1   Partially 
achieved 

Q2 Partially 
achieved 

Q3 Not 
achieved 

Q4 Partially 
achieved 

SI3:  Ensuring delivery of 
Service Coverage  
 

Meeting service coverage 
expectations and resolving any 
service gaps 

No service coverage issues noted.  
Ad hoc information or updates 
included as requested by MoH this 
quarter:  Pharmaceutical waste 
management, Spinal cord 
impairment action plan, Social Sector 
Trial, Suicide prevention plan, and, 
Occupational therapy for people with 
low vision.  

Q2 Achieved 

Q4 Achieved 

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

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

12 month period ending March 2016.  
Increase in cardiac surgery rate to 
(6.79) over the 12 months, which 
was not significantly different from 
national target; angiography rate 
(37.53) significantly above national 
target; angioplasty rate (10.87) 
continues to be significantly below 
the national target.  

Q1   Partially 
achieved 

Q2 Achieved  

Q3 Achieved 

Q4 Achieved 

S15: Delivery of Whanau 
Ora 

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

Progress report on contributions to 
Whanau Ora developments through 
MALT and Whanau Ora Strategic 
Innovation and Development Group, 
and engagement with 
Commissioning agency through Te 
Tihi o Ruahine 

Q4 Achieved 

SI6:  Cervical Screening 
- three year coverage 

rate for women aged 
25 to 69 years 

 

Three year coverage rate to June 
2016 for cervical screening remains 
below target, although marginally 
improved, at 75.7% (32,141) of 
42,475 eligible women having been 
screened.  Rates for Maori, Pacific 
and Asian women remain 
considerably lower than the rate for 
Other women. 

Q1 Partially 
achieved 

Q2 Partially 
achieved 

Q3 Partially 
achieved 

Q4 Partially 
achieved 
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average (1.61 and 2.55 respectively). 
 
OS10:  Improving the 
quality of identity data 
within the National 
Health Index and data 
submitted to national 
collections 

 Q3 Q4 
i. NHI duplicates 3.13% 1.87% A 

NHI ethnicity 0.00% 0.00% O 
Ethnicity updates 0.96% 1.18% A 

ii. NBRS matches 97.28% 96.78% P 
NCS file load 
success 

98.2% 98.9% A 

Coding descriptors 87.9% 89.5% A 
NNPAC timeliness 65.2% 100% O 

iii PRIMHD data 
quality 

A A 

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

Overall, improved results this quarter 
with a reduction in the number of 
duplicate new NHI registrations 
created and a huge improvement in 
NNPAC timeliness.  Data matches 
between the National Booking 
Reporting System and NMDS records 
show variances in dates that are being 
worked through with the MoH.  

Q1 i.   Achieved 
ii.  Achieved 
iii. Achieved  

Q2 i. Outstanding 
ii. Achieved  
iii. Achieved  

Q3 i.  Achieved 
ii. Achieved 
iii. Achieved 

Q4 i.  Achieved 
ii. Achieved 
iii. Achieved 

OUTPUT MoH 
Assessment 

    

Mental health and 
addictions price volume 
schedule (PVS) 

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

Delivery against PVS remained within 
acceptable threshold for variance; 
1.8% above available acute bed days 
this quarter – a slight increase on last 
quarter but considerably less than the 
variance in quarters 1 and 2. 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

DEVELOPMENTAL MEASURES MoH 
Assessment 

DV4:  Improving patient 
experience 

Quarterly survey of inpatients’ 
experience across four domains, 
using the national survey tool: 
1) Communication 
2) Partnership 
3) Coordination 
4) Physical & emotional needs 
Quarter 4 (May 2016) 
Domain DHB average  National average 
1 8.4 8.4 
2 8.6 8.6 
3 8.3 8.4 
4 8.5 8.7 

 

Results for May 2016 inpatient survey. 
Average scores remain much the same 
and are not much different to the 
weighted average for all DHBs. 
Communication and coordination of 
care remain the key domains for 
improvement. 
A high response rate (46%) continues 
compared to NZ average (27%) 

Q1 Achieved  

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

DV5: Childhood Obesity 
Health Target 
Development  

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

 Maori Other Total  
Apr-Sep 2015 30% 47% 40% 
Jul-Dec 2015 31% 43% 37% 
Oct-Mar 2016 38% 38% 38% 
*classification of obese is a BMI >98th 
percentile (excludes referrals sent but 
not acknowledged) 

For six month period to March 2016. 
Of the 95 children seen for a Before 
School Check over the 6 months to 
March, 36 (38%) were identified as 
obese and referred.  Referral rates 
consistently higher than the national 
rate by about 10 percentage points.   

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

CROWN FUNDING AGREEMENT VARIATIONS 
MoH 

Assessment 

Before school check 
funding 

 

The annual target number of 
children being seen for their B4 
School Check was achieved, with 
2,062 (101.3%) of 2,036 children 
assessed over the year.  Seeking to 
increase coverage in the 2016/17 
and particularly working with 
Kohanga Reo to achieve this. 
 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

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

Q4 YTD % delivery 
of plan 

YTD 
target 

CWDs 101.8% 9,016 
FSAs  120.3% 22,245 
NAPs 101.6% 5,818 
Cmty Tests 143.3% 34,854 
 

ESPI waiting 
times 

≥4 months Number 
outside 
wait times 

ESPI 2 status* 0.1% 5 
ESPI 5 status* 0.9% 16 

* As at end June (report run date 01 August)  

All elective and ambulatory 
initiative volumes delivered were 
above the annual planned volume 
– notably FSAs and community 
referred tests (radiology in 
particular). 
Wait times for FSAs (ESPI2) and 
treatment (ESPI5) within threshold 
at end of June. 
 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

Establishment of green 
prescription initiative 
 

 Referrals 
YTD 

Annual 
target 

Adult services 1331 1488 
Active families  165 50 

 

Referrals for Active families 
programme were well ahead of 
target for the year but fewer than 
the expected number of people 
were referred for the Adult 
programme.  

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

Well child/tamariki ora 
services 

Number of babies enrolled at end of 
each quarter 
 2014/15 2015/16 
Q1 1,468 1,411 
Q2 1,455 1,449 
Q3 1,409 1,470 
Q4 1,402 1,501 

 

Consistent volumes each quarter 
with an increase of around 30 
babies each quarter; contact 
volumes as expected.  
 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

Disability Support 
Services (DSS) Increase 
in Funding 

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

Submitted as required.  Low 
volumes continue. 

Q1 Achieved 

Q2 Achieved 

Q3 Achieved 

Q4 Achieved 

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 December 2015 and all 
requirements completed in full.  

Q2 Achieved 

Appoint cancer nurse 
coordinators 

Confirmation of appointments and 
service requirements being met 

Meeting expectations 
 

Q2 Achieved 

Q4 Achieved 

Appoint cancer 
psychological and social 
support workers 

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

Meeting expectations 
 

Q1 Achieved 

Q2 Achieved 

Q4 Achieved 

Appoint regional cancer 
centre clinical 
psychologists 

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

Meeting expectations 
 

Q1 Achieved 

Q2 Achieved 

Q4 Achieved 

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

Not reported this quarter Q1 Achieved  

Q3 Achieved 

Immunisation 
Coordination Service 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter. 
 

Q2 Achieved  

National Immunisation 
Register (NIR) Ongoing 
Administration Services 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter. 
 

Q2 Achieved 

Boost Hospice Care 
Funding 

Confirmation statement that service 
is in accordance with CFA Variation 
agreement 

Not reported this quarter. Q3 Achieved 
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Health Targets 
 

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

 2015/16 

Number of patient 
presentations to the 
ED with an ED 
length of stay less 
than six hours 

Number of patient 
presentations to the 
ED 

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

Variance from 95% 
Target 

Quarter 1  10,752 11,564 93.0% -2.0% 
Quarter 2  10,146 10,759 94.3% -0.7% 
Quarter 3 10,122 10,763 94.0% -1.0% 
Quarter 4 10,006 10,697 93.5% -1.5% 

 

 

Comment on volumes 
and results 

Although we did not meet the target percentage of people being 
admitted, transferred or discharged within six hours, an additional 3,006 
people did have shorter stays in ED over the 2015/16 year (total of 
41,026) – a 7.9 percent increase on the previous year.  

In the fourth quarter the shorter stays target was only achieved in April 
and was 1.5% below target for the quarter.  For 2015/16 MidCentral 
Health has experienced an 8.5% (3,412) increase in ED presentations 
and a 7.5% (931) increase in acute admissions compared to the previous 
year.  Although this growth rate has marginally reduced in Quarter 4, its 
impact remains significant. 

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

Examination and analysis of the cause of breaches continues on a daily 
basis.  Identification of trends for the cause of breaches is a high priority 
to enable discussion and review of processes. 

This analysis is showing that the majority of the breaches are occurring 
due to a delay in Emergency Department (ED) staff being able to assess 
the patients.  Reasons for this are variable and inconsistent, but include: 
• ED presentation volume surges remain, but the size of the surge 

varies considerably with no particular day of the week identified. 
• ED is becoming overloaded, more often in the late afternoon, 

making it difficult for ED patients to be assessed due to lack of 
available space.   

• The ED overload is invariably due to delays in the flow of patients 
requiring an admission to the wards, but the reasons for delay are 
variable. 
o Specialist medical staff delays.  This occurs episodically and 

usually involves only one particular service / specialty at a time.  
For example, delay by Paediatric specialists due a crisis on both 
the children’s ward and in the Delivery Suite.  Or, delay by 
surgeons (particularly out of hours) if there is a critical case in 
theatres occupying both the on-call consultant and registrar.   

o Availability of a [suitable] bed can be the cause of delays, 
particularly in General Medicine when that service is being 
overloaded. 

Quarter 3, by month April May Jun Quarter 4 Total 
LOS < 6 hours 3,288 3,478 3,240 10,006 
Total ED presentations 3,456 3,681 3,560 10,697 
Percentage 95.1% 94.5% 91.0% 93.5% 
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“Winter Warrant of Fitness” letters were sent out by the DHB in 
conjunction with individual patient GP practices.  This year they were 
sent to both congestive heart failure patients as well as those who suffer 
from chronic obstruction pulmonary disease.  The letters are signed by 
the both the GP and the specialist medical head to signal to patients that 
this is supported by both providers.  The success of this initiative will be 
monitored.  
Development of the Hospital Escalation Plan continues.  The General 
Medicine and ED teams are developing a flowchart demonstrating the 
response of General Medicine staff to an ‘overload’ situation in the 
Emergency Department.  It is anticipated when it has been refined and 
tested this will be the template for similar flowcharts with other services.  
Similarly the Duty Nurse Managers are developing a Variance Response 
Management (VRM) plan when clinical areas have activated their own 
VRM plan. 
To assist the leadership teams formulate future planning and 
management of patient flow across the district, Carol Limber, from 
Canterbury DHB (who is currently working with the MoH around acute 
demand management) led a workshop for the Seasonal Planning Group 
in May.   
A number of potential initiatives were identified which will assist in the 
work to be undertaken as part of the wider acute care system 
programme of work identified in the 2016/17 Annual Plan. 

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

Monitoring of breaches will continue throughout the winter months.  
Weekly meetings of a small group of senior clinical and management 
staff will discuss issues that have arisen and enable them to address 
problems and implement solutions rapidly. 
The initiatives previously instigated will be revisited to reinstate and 
embed successful activities and processes to sustain improvements in 
patient flow and management of bed capacity.  Specifically, service 
improvements during quarter one include: 
• the ‘Board Rounds’ will be re-launched 
• the ward-based Rapid Rounds will be refocused to the expectation 

that each patient will have an Expected Date of Discharge identified, 
documented and communicated for all staff (and patients) to work to 

• the business case for the implementation of a digital hospital 
operations centre will be presented to the Board for approval in 
August.  If approved, planning for the implementation of change, 
which is significant, will commence in quarter one 

Other Patient Flow 
initiatives 

A business case for the implementation of a digital hospital operations 
centre has been developed.  If approved, the system will provide a clear 
‘real time’ view of patient needs and suitable staff availability to support 
the management of resources, thus supporting staff ability to manage 
clinical risk and reduce patient waiting times. 

The management of queues and patient flow throughout the hospital 
continue to be key action areas.   
• ED is currently working with an external consultant on ‘management 

of queues’ coupled with an opportunity to review medical staffing. 
• A business case is being formulated to address the management, 

assessment and flow of patients through the waiting area and the 
‘minor works’ area of ED.  This is a medium to long term project. 

• The Patient Flow project manager has re-engaged with General 
Medical Services to review and re-establish the work undertaken 
some time ago.  The imminent departure of the Clinical Director 
(who has led the daily ‘board rounds’ process) and change in 
general physicians/medical leadership, have contributed to a 
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reduction in momentum and focus on this treatment and discharge 
planning activity in particular.  Consequently, the re-establishment of 
work processes and requirement for ‘retraining’. 

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

With the step increase in ED presentations expected to continue and the 
consequential increase in acute admissions, achieving the shorter stays 
in ED will continue to challenge the organisation. 
 

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

During the fourth quarter ED has continued to work on improving the 
quality of care being provided to patients utilising the clinical quality 
audits section of the quality measures.  
The standards and quality of triage is the primary focus of the work that 
the department is undertaking.  It is anticipated that the improvements in 
this area will impact upon the whole patient journey through the 
department.   
Some of the quality initiatives that have been worked on are: 
• Reviewing and monitoring compliments, complaints and incidents 

which showed that communication was the primary area of concern.  
Training for all staff was undertaken and there is evidence that this is 
improving.  The situation will continue to be monitored.   

• The use of a specific timetable for nursing audits to be undertaken 
together with assigned responsibilities is assisting with monitoring of 
progress.   

Medical staff are evaluating their requirements for audit and assigning 
senior responsibility. 
A business case is currently being developed to improve the triaging 
facility and address the issues that have been identified around patient 
privacy and quality improvements. 

 
 
 
Improved access to elective surgery 
The volume of elective surgery will be increased by at least 996 discharges by June 2016 (note 
inclusion of arranged admissions)  
 
2015/16 YTD Sept ’15 YTD Dec ’15 YTD Mar ’16 YTD Jun ‘16 

Planned Health Target 2,048 3,912 5,652 7,550 
Actual Elective Discharges 1,716 3,423 5,005 6,989 

Actual Arranged Discharges 287 531 734 967 
Total Actual Discharges 2,003 3,954 5,739 7,956 
Plan to Actual Variance -45 42 87 406 
% Achieved 97.8% 101.1% 101.5% 105.4% 
Health Target Achievement 
Level 

Not achieved Achieved Achieved Achieved 

 
Health target discharges exceeded planned volume for the year. 
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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 
 

2015/16 April May June Quarter 4 
 Total * 

Number of patients whose first treatment was 
within 62 days 6 18 14 38 
Number of patients urgently referred with HSC 10 25 21 56 
Percentage treated within 62 days 66.7% 74.1% 65.2% 67.9% 

* Data updated to reflect final results for DHB as reported by Ministry of Health, 25 July 2016. 
 
Performance against the target continues to fluctuate although the numbers of patients 
included is improving, demonstrating appropriate identification of patients with a high 
suspicion of cancer.  MidCentral is now including exceptions in the dataset, which will 
provide better visibility and prepare for the mandatory inclusion from January 2017.   
 
Locally, access to radiotherapy continues to be a focus with pilot pathways being developed 
to align previously separate appointments to the same day.  This potentially will reduce wait 
times overall by up to a week for some patients in particular regional referrals but also local 
patients.  It is work in progress and will be implemented in Palmerston North in the next two 
months.  
   
The Faster Cancer Treatment in Secondary Care project 

The FCT Governance Group has met to review the terms of reference and to discuss 
membership.  Clinical Directors for the relevant services are to confirm who from their areas 
are to provide representation on the Group.  The aim is to meet monthly; it is noted that it 
has been very difficult to find times and days to meet given workloads of participants.   

Equity is a focus of all work streams and liaison with MidCentral and Central PHO Maori 
health teams continues.   Two long standing DHB groups, Te Pu Manawa and Te Hononga, 
will be updated about the Project at each of their meetings and members will have the 
opportunity to provide feedback about actions underway and progress being made.   

Those attending these meetings work across a range of health and social sector organisations 
and some have a cancer focus.  Members of the Data Quality and Health Information team 
have been part of these discussions when needed. 

Urology: 
• Three patient pathways have been mapped (cancers of the bladder, prostate and 

kidney).   
• Discussions have occurred with other urology departments of similar size to 

understand how their units function.  Sharing of documentation has occurred.   
• A literature review was undertaken to determine current and predicted future 

international trends in urology need and best practice processes. 
• A small working party was established to review all information. 
• Agreements have been reached to standardise follow up care with a view to provide 

this in general practice (currently the Urology Service is disproportionately burdened 
with follow up care at the expense of access to FSA).  

• Next steps are to explore the appointment of a urology CNS (cancer) to support 
patients while in the service but also to facilitate the safe, seamless transition back to 
primary care post treatment.   

196



• An education session hosted by three consultant urologists was held for primary care 
in June (attended by 60 staff from primary sector) 

• A new process has been implemented to incorporate the social work initiative in the 
urology service with cancer patients now being referred to social workers at diagnosis 
(and prior). 

 
General Surgery: Head and Neck Cancers  

• An initial meeting with key stakeholders involved in the clinical management of head 
and neck cancers has been held.   

• Mapping of the head and neck cancer pathways as they related to ENT, plastics, 
general surgery and medical and radiation oncology has been undertaken with 
nursing and dental input.  Further medical consultation is now required with an 
assessment thereafter of the current processes compared to best practice.  A 
prioritised list of actions will then be developed.   

• Meantime, like urology, a process for utilising the oncology social workers is being 
developed for early supportive care. 

 
General Surgery: Skin Lesion Management 

• A secure electronic system for transmitting digital images of skin lesions from general 
practice for triaging by a surgeon at secondary services has been explored with the 
support of Central PHO.   

• MidCentral receives over 5000 referrals per annum for skin lesions often only with a 
written description.  Triaging is therefore rudimentary and access to photography has 
meant that patients, who need to be seen quickly, can be more easily identified and 
booked.  

• A trial is now underway with a large IFHC utilising this technology.   
• An education evening for GPs and the wider primary health care team will be held in 

early August.  This will provide an opportunity to promote the technology to a wider 
audience with faster adoption being expected after this event. 

General Surgery: Gastroenterology  

A process has been established for the no cost, rapid distribution of bowel preparation across 
the district (to allow backfilling of cancelled colonoscopy appointments).  Central PHO and 
the managers of the IFHCs within the district were involved in the development and 
implementation of this process.  Further activity with the gastroenterology team will occur 
later in the year.  It has been noted that the HSCAN box on the department’s triaging form is 
not being utilised by medical staff and this is going to be addressed. 

Breast Cancer  

Breast cancer pathway development has commenced via the Priority Cancer Pathways 
Project, with good representation from MidCentral Health.   The pathway will ultimately be 
localised across the upper central sub region (MidCentral, Whanganui and Hawke’s Bay 
DHBs).  It is expected that if there are any gaps or issues identified locally within the hospital 
system then the FCT in Secondary Services project will seek to address these. 
 
Women’s cancers 

Meetings have been planned to commence this workstream, with key stakeholders identified. 
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Increased immunisation 
95% of eight month old infants will have their primary course of immunisation (6 weeks, 3 months and 
5 months immunisation events) on time 
 

Percent 8 month old infants fully immunised on time 
Milestone Age: 8 months Total Maori Pacific NZ European Asian Other 
Quarter 1, 2015/16 96.0% 93.8% 100% 97.8% 100% 83.3% 
Quarter 2, 2015/16 96.1% 93.7% 95.8% 97.6% 100% 97.1% 
Quarter 3, 2015/16 93.9% 93.8% 96.2% 93.5% 100% 89.1% 
Quarter 4, 2015/16 94.9% 93.6% 97.2% 94.4% 100% 96% 

 

Quarter 4, 2015/16  
Milestone Age: 8 months Total Maori Pacific NZ European Asian Other 
No. eligible children 546 188 36 234 38 50 
Fully immunised for age 518 176 35 221 38 48 

Actual 94.9% 93.6% 97.2% 94.4% 100% 96% 
Target 95% 95% 95% 95% 95% 95% 

Report run date: 12 July 2016 
 
MidCentral DHB is disappointed that we were just short of the 95% target for the 8 month 
cohort this quarter, although a small improvement over the three months.  We do note that 
the immunisation rates for Maori infants have not moved significantly over the year landing 
at just under 94% each quarter, albeit comparing favourably with the national rate for Māori 
infants.  It is however encouraging to see our immunisation rates for Asian and Pacific 
infants exceeding target. 
 
It would be reasonable to apportion some of the reason for the drop off in performance over 
these last two quarters to the recent and ongoing measles outbreak (on top of the usual 
influenza workload).  This has generated a huge amount of extra work on the Immunisation 
Team and General Practices across the district; expending a lot of extra time and energy in 
searching records for immunisation status and immunising those at risk with MMR.  It is 
hoped that this is now slowing down and that business as usual can return to focus on 
childhood immunisations with us back to attaining target from next quarter. 
 
 
More heart and diabetes checks 
90% of the eligible population will have had their cardiovascular risk assessed in the last 5 years 
Numerator:  Number of enrolled people in the PHO within the eligible population who have had a CVD risk 
recorded within the last five years 
Denominator:  Number of enrolled people in the PHO who are eligible for a CVD assessment * 
* Male  Māori, Pacific, Indian sub-continent aged 35 – 74 years 
 Male Other ethnicity aged 45 – 74 years 
 Female Māori, Pacific or Indian sub-continent aged 45 – 74 years 
 Female Other ethnicity aged 55 – 74 years 
 

Ethnicity 
Previous 
quarter’s 
results 

2015/16 Annual Target: 90%.  Result as at 30 June 2016 (Q4)   

Numerator Denominator Percentage Change from 
last quarter All DHBs rate 

Māori 83.8% 6,452 7,738 83.4% 0.4% 86.6% 
Pacific 84.2% 1,025 1,226 83.6% 0.6% 90.1% 
Other 91.9% 36,392 39,643 91.8% 0.1% 91.2% 
TOTAL 90.4% 43,869 48,607 90.3% 0.1% 90.5% 
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Report period 2015/16 Quarter 4 
Target performance to date 
and rate of progress 

Provisional data indicates that the target has again been achieved, with a 
result of 90.3% - a small decrease (0.1%) compared with quarter 3.   

Activities to support the 
achievement of the target 
and initiatives to improve 
performance, including: 
• Specific services to 

support Māori and other 
high-risk populations 

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

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

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

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

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

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

The data extract for risk stratification levels is shown below. 

Risk level/stratification Māori Pacific Other Total 
Numerator Percentage Numerator Percentage Numerator Percentage Numerator Percentage 

Mild (<10%) 3,151 51.8% 498 52.9% 2,1663 65.5% 25,312 63.2% 
Moderate / high (10-15% and  
15-20%) 

2,535 41.7% 372 39.5% 10,061 30.4% 3,968 10% 

Very high (>20%) 392 6.4% 71 7.5% 1,332 4.0% 1,795 4.8% 
Total risk stratified 6,078  33,056  941  40,075  

 
 
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 4 

Events 
coded 

Number of 
people who 

smoke 

Quit advice / 
support given 

Smoking 
prevalence 

% of people who 
smoke offered 

advice / support 

Previous 
Quarter  
Results 

Difference 
from 

previous 
quarter 

All 8526 1299 1241 15.2% 95.5% 97.3% -1.8% 
Maori 1118 364 354 32.6% 97.3% 97.8% -0.5% 

Pacific 147 24 22 16.3% 91.7% 92.6% -0.9% 
Is your DHB using 'discharges' or 'coded discharges' as 
its data source? 

Coded 
discharges 

What percentage of discharges for this 
quarter has been coded?  97.2% 

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? 

Patients are provided with advice or support during 
their inpatient stay 

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 

No significant difference 
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If the DHB's result for this quarter is below 95%, please 
explain why. 

Result is above 95% 

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

Ongoing attention to results and follow up with areas 
not achieving target 

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 is consistently meeting the target and 
expects this to remain so 

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

Yes, the measures put in place to support the 
objective will remain 

 
Patients seen in primary care: 

Health Target Performance - 12 months ending June 2016 
Result 12mths 

ending 31.03.16 
Quarter 4 
Numerator 

Quarter 4  
Denominator 

Quarter 4 result Difference from 
last quarter 

All DHBs rate 

87.9% 19,368 22,262 87.0% 0.9% 88.1% 
 

Ind 1: Smoking Status 
Ever Recorded 

Ind 2: Current Smoker 
Recorded Ind 3: Brief Advice Ind 4: Cessation Support 

Num Den % Num Den % Num Den % Num Den % 
107,219 111,078 96.5% 19,113 107,219 17.8% 19,368 22,262 87.0% 3,131 22,262 14.1% 

 

Please comment on the 
accuracy of data? 

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

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

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

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

General Practice Teams continue to be engaged and determined to reach and 
sustain targets. Processes are in place to make ‘smoking brief advice’ routine 
practise. 

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

Active, Dedicated Management To Support ABC Activities In General 
Practice 
Central PHO and Te Ohu Auahi Mutanga (the Smoking Cessation Service) are 
working in partnership to facilitate access to general practices. We jointly share 
a project liaison role to support ABC-D activities in GPTs. Central PHO Clinical 
Quality Facilitators also actively provide coaching and mentoring to GPTs  

Reminder, Prompting And Audit Tools 
• GPT facilitation and support provided by Smoking Cessation project 

liaison and Clinical Quality Facilitators  
• Smoking Cessation project liaison has worked with GPTs to establish a 

smoking cessation champion in targeted GPTs  
• Weekly graphs disseminated to Practices by Practice Liaison with 

commentary provided by Clinical Quality Team 
• Referrals are directed to TOAM Matanga (Quit Coaches) who are now 

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. 
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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 
• TOAM and the Smoking Cessation project liaison have provided ABC  

training to staff 
• Promotion of ABC e-learning modules with all practice and Central PHO 

staff.  
• Promotion of Heart Foundation  training workshop for primary care 

clinicians    
• Information about the Heart Foundation new e-learning tool distributed to 

all practices 
• All practices received the update Practice Worksheet (Dr John 

McMenamin) and Behavioural Support guidelines (documents received 
via MoH Health Target Teleconference). 

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

PHO Activities to Increase Delivery of ABC in General Practice 
As noted above. 

Identifying and sharing the examples of best practice 
As noted above. 
 
Central PHO is involved in a small project team with members from MidCentral 
Community Pharmacy Group, TOAM and MidCentral Public Health Unit 
working together supporting Community Pharmacy  
o Provision of brief advice for smokers to quit, on behalf of and as an 

extension of general  practice teams 
o Initiation of nicotine replacement therapy (NRT) in the pharmacy, and 
o Referral to Te Ohu Auahi Mutunga (TOAM), the MidCentral smoking 

cessation support provider, for ongoing cessation support. 

The service aims to meet patient and stakeholder need, including creating 
documentation, developing web-based referral systems, and planning and 
providing training for pharmacy team members.  The project team provided 
training to approximately 100 staff from all 31 MidCentral community 
pharmacies in late April/early May, with service provision starting on May 1st, 
to coincide with the beginning of World Smokefree month. 

The project includes the requirement (where at all possible) that the patient’s 
general practice is notified (with the patient’s permission) of the brief advice 
provided in a community pharmacy so that general practice records are 
maintained and pharmacy team activity against health targets is recorded.  In 
a small number of pharmacies, this data is entered directly into the patient 
record via a MedTech portal located in the pharmacy. 

In the first six weeks of the project: 
• 326 smokers identified (216 European, 89 Māori, 10 Pasifika) 
• 28 of the 31 pharmacies in the Manawatu region had provided SBA 

(Smoking Brief Advice) 
• 300 of the 326 smokers were started on NRT  
• 286 referrals were made to TOAM for ongoing Smoking Cessation 

support 
How do you evaluate 
the effectiveness of your 
above-mentioned 

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. 
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approaches towards 
achieving 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. 
Smoking Cessation project liaison meets with GPTs and our TOAM partner to 
analyse results, discuss improvement initiatives and consider patient feedback. 

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

Stretched resourcing to help support GPTs with process and system 
requirements and to ensure ABC is top of mind.  
Fragmented systems approach to achieving health targets coupled with 
inadequate, systematic data collection and reporting systems makes collection 
of the data difficult.  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 until the new PMS system is 
chosen and implemented.  
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, local business. 
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 four.   
  Overall (Total) Maori 

Number of events 429 76 
Smokers 66 23 

Smoking prevalence 15.4% 30.3% 
Percentage of smokers offered brief advice 97.0%  (n.64) 100% (n.23) 

Percentage of smokers offered cessation support 77.3% 82.6% 
Percentage of smokers accepted cessation support 22.7% 13.0% 

 

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? 

Smokelyzer (Carbon Monoxide Monitors) project – smokelyzers 
have been distributed to LMC practices and resource centres and 
staff have been taught how to use them.  Data will be collected on 
use and subsequent referrals. 
TOAM presentation at Mama Aroha midwives workshop. 
TOAM meeting with new antenatal education provider (Barnados) 
with possibility of providing training to their educators to improve 
their ABC skills and provision at sessions. 

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? 

Smokerlyzers project. 
Employment of a Midwife Matanga (quit coach) in the TOAM 
regional stop smoking service expected to commence no later than 
1 September 2016.  This work coincides with the safe sleep 
campaign as well. 
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Policy priorities 

PP6: Improving the health status of people with severe mental illness 
through improved access 

Percentage of projected population domiciled in the DHB region, seen on average per year, rolling 
every three months (lagged by three months) for: 
 Child and youth aged 0 -19 years 
 Adults aged 20+ years 
 Older people aged 65+ years 
 
12 months:  01 April 2015 to 31 March 2016 (Data report date 20 June 2016) 

Age group Clients seen Population Percentage Annual 
target Maori Other Total Maori Other Total Maori Other Total 

0 – 19 years 587 1283 1870 15090 31790 46880 3.89% 4.04% 3.99% ≥3.7% 
20 – 64 years 1239 3261 4500 16930 79230 96160 7.32% 4.12% 4.68% ≥4.3% 
65+ years 19 187 206 1880 28010 29890 1.01% 0.67% 0.69% ≥0.6% 

Total 1845 4731 6576 33900 139030 172930 5.44% 3.40% 3.80% - 

 
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 823 550 472 1845 44.6% 29.8% 25.6% 
Other 2716 847 1168 4731 57.4% 17.9% 24.7% 
Total 3539 1397 1640 6576 53.8% 21.2% 24.9% 

 
Targets for all age and ethnicity groups continue to be achieved (exceeded). 
 
 
PP7: Improving mental health services using transition planning and 

employment 
1. Number of adults and older people (20 years plus)with enduring serious mental illness or 

addictions who have been in treatment* for two or more years since the first contact with any 
mental health service (* in treatment = at least one provider arm contact every three months for 
two years or more 

2. Provide employment status for the adult client group according to the table below 
3. Describe the methodology used to ensure adult measure long term clients employment status 
4. At least 95% of clients aged 0 – 19 years (Child and Youth) discharged will have a transition 

(discharge) plan 
 
Long term clients (aged 20+ years) and employment status  
12 months to 31 March 2016 Number of people 

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

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

Unemployed – less than 1 hour a week 87 303 390 
*  In treatment = at least one provider arm contact every three months for 2 years or more for 20+ age group  
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12 months to 30 June 2016 Number of people 

Employment status Maori Non Maori Total  
Total long term clients* 97 376 473 

In paid employment >30 hours a week 5 20 25 
In paid employment 1 – 30 hours a week 4 23 27 

Unemployed – less than 1 hour a week 88 333 421 
 
Child and Youth with a transition (discharge) plan  
 

12 months to 30 June  2016   

Child and Youth (0 – 19 years) Maori Non Maori Total  
Number of clients discharged from the community 
service 149 528 677 

Number of clients with a transition (discharge) plan from 
the community service  89 421 510 

Percentage of clients 59.7% 79.7% 75.3% 
 
Cohort – inclusions / exclusions 
• Child and Youth teams. 
• To age of 19 at time of discharge 
• With a PRIMHD completion code or ‘DR’ ended routinely.  
• Exclude referrals that were not ‘accepted’ (e.g. rejected and cancelled referrals). 
• Exclude referrals that have no face-to-face (actual attendances).  
• Include only those referrals with 3 or more face-to-face attendances (i.e. only those referrals where the client was seen 3 

or more times). 
 
The target for transition plans was not achieved despite putting in place robust measures. 
This involved all discharges coming through to administration staff prior to discharge to 
check the transition plans had been completed and then saved in the appropriate (electronic) 
folder.  
 
There is a clear expectation that all clients discharged will have a transition plan completed 
and recorded. The Child, Adolescent and Family Mental Health Service has picked up on the 
issue of duty staff seeing clients in crisis for several appointments then discharging without a 
caseworker identified, so this may be the cause of some clients being discharged without a 
transition plan. In addition, some client files are opened for a couple of appointments then 
closed for a Doctor review only so the service is also trying to register the Clinic letter 
outlining the transition plan for these clients on the database, however it is thought that 
some are being missed.  
 
The Clinical Manager is working with the Data Analyst and Administration staff to look 
specifically at which files have been discharged without transition plans for June and July 
2016 so that the issue can be addressed.  
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PP8: Shorter waits for non urgent mental health and addiction services 
for 0 – 19 year olds 

80% of people referred for non-urgent mental health or addiction services are seen within 3 weeks 
and 95% of people are seen within 8 weeks 
 
12 months:  01 April 2015 to 31 March 2016 (Report run date: 20/06/16) 

Provider Arm 
Mental Health  

0-19 Years 
Clients seen Percentage (%) 

Maori Other Pacific Total Maori Other Pacific Total 
≤3 weeks 110 351 13 474 62.1% 72.8% 72.2% 70.0% 
3-8 weeks 48 97 4 149 27.1% 20.1% 22.2% 22.0% 
>8 weeks 19 34 1 54 10.7% 7.1% 5.6% 8.0% 
Total 177 482 18 677     

 

0-19 year old – Mental Health Services (DHB Provider) 
Target  Percentage seen within timeframes 

 Maori Other Pacific Total  
≤3 weeks 62.1% 72.8% 72.2% 70.0% 80% 
≤8 weeks 89.3% 92.9% 94.4% 92.0% 95% 

 
Exception report – Mental Health Services 
 

The Child, Adolescent and Family Mental Health Service is still slightly under the target of 80 
percent seen within 3 weeks due to a couple of key factors. First, the service had been down 
by five clinical staff, but has now successfully recruited to three of these positions. The 
clinical staff will be in place from beginning of September. The service is currently having a 
high DNA rate to initial appointments; administration staff will now call the family the day 
before to confirm the appointment. In addition, duty workers initially setting up the 
appointments by telephone will ensure that a written letter is sent out to the family in the 
post informing them of the appointment. The service is still exploring the possibility of 
sending a text reminder of the appointment but this has yet to be approved.  

The Clinical Manager and the Clinical Coordinator at CAFMHS will closely monitor the 
number of appointments and the timeframe it is taking for clients to be seen to support 
improvements that reduce waiting times. 
 

Provider Arm & 
NGO Alcohol & Drug 

0-19 Years 
Clients seen Percentage (%) 

Maori Other Pacific Total Maori Other Pacific Total 
≤3 weeks 42 67 1 110 85.7% 88.2% 100% 87.3% 
3-8 weeks 6 8  14 12.2% 10.5%  11.1% 
>8 weeks 1 1  2 2.0% 1.3%  1.6% 
Total 49 76 1 126     

 

0-19 year old – Alcohol and Drug Services  
(DHB and NGO Providers)  

Target  Percentage seen within timeframes 
 Maori Other Pacific Total  
≤3 weeks 85.7% 88.2% 100% 87.3% 80% 
≤8 weeks 98.0% 98.7% 100% 98.4% 95% 

Target wait times for non-urgent referrals seen over this 12 month period were sustained by 
NGO and DHB providers of Alcohol and Other Drug Services (predominantly NGOs) for the 
0 – 19 year old age group. 
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PP12: Utilisation of DHB-funded dental services by adolescent from 
School Year 9 up to and including age 17 

Numerator:  
In the year to which the reporting relates, the total number of adolescents accessing DHB-funded 
adolescent oral health services, defined as:  

(i) the unique count of adolescent patients’ completions and non-completions under the 
Combined Dental Agreement; and  
(ii) the unique count of additional adolescent examinations with other DHB-funded dental 
services (e.g. DHB Community Oral Health Services, Māori Oral Health providers and other 
contracted oral health providers).  

Denominator:  
Estimates of DHB population by age, sourced from NZ Census and Statistics New Zealand’s 
population projections between Census)  
The denominator will be calculated as follows:  
• Half of the cohort aged 13 years  
• All of the cohorts aged 14 – 17 years inclusive.  
 

2015 Calendar Year 2015 Results  2014 Results 

Number of adolescents seen - contracted dentist 6,939 7,001 
Number of adolescents seen – DHB provider 1,802 1,832 

Total 8,741 8,833 
Population 10,630 10,720 

Target 85% 85.0% 
Percentage Utilisation  82.2% 82.4% 

 
There has been a slight reduction (0.2%) in adolescent utilisation in 2015 compared to 2014. 
The Adolescent Coordinator will be liaising with the local branch of the NZ Dental 
Association (NZDA) to review strategies to improve utilisation.  The Coordinator is already 
working with Manawatu Dental Group and other dentists to support high schools that wish 
to become water-only and participate in the Adopt a School NZDA campaign.  The 
Coordinator will also continue to work with Health Promoting Schools Advisor to support 
oral health strategies in high need areas such as Horowhenua with high Maori and Pacific 
populations. 
 
 
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. 
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• Quarters 2 and 4 - Proportion of PHO enrolled people aged 15-74 with diabetes (on the Ministry 
of Health Virtual Diabetes Register) and the most recent HbA1c during the past 12 months of 
equal to or less than 64 mmol/mol 

Focus Area 3: Acute Coronary Syndrome  
• 70 percent of high-risk patients will receive an angiogram within 3 days of admission.  
• Over 95 percent of patients presenting with ACS who undergo coronary angiography have 

completion of ANZACS QI ACS and Cath/PCI registry data collection within 30 days 
• Over 95% of patients undergoing cardiac surgery at the five regional cardiac surgery centres will 

have completion of Cardiac Surgery registry data collection within 30 days of discharge (not 
applicable to MidCentral DHB) 

• Report of actions and progress in quality improvement initiatives to support the improvement of 
ACS indicators as reported in ANZACS-QI 

• Report progress on activity that supports the actions outlined in Annual Plan   

Focus Area 4:  Stroke services  
• 6% of potentially eligible stroke patients thrombolysed 
• 80% of stroke patients admitted to a stroke unit or organised stroke service with demonstrated 

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

Focus Area 1:  Long term conditions  
1a  Annual Plan deliverables 

Annual Plan Deliverable 
Progress Update 

Status As at 30 June 2016 

(AP3)  Facilitate general practices to undertake regular risk stratification of their enrolled population 
to enable services to be targeted at vulnerable groups 
All general practice team/IFHCs undertake risk stratification of their enrolled population at least annually by 
31 December 2015 
o Risk stratification tools implemented 

across all general practices from 1 
October 2015  

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

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

G IFHCs that make up approximately 75% of the enrolled 
population use the risk stratification for some preventative 
care planning.  Central PHO has actively engaged all 
practices in the last quarter using the risk stratification 
tool to position practices’ approaches to seasonal 
planning over the winter months as a method of focusing 
capacity and resource.   

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

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

G 18 Enhanced Care Plus (EC+) Practices                                                       
13 GPTs using Manage My Health 

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

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

Health aligned         
5 GPTs not yet using CHA and care planning 

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

G Central PHO Board and ALT receive quarterly reports on 
the uptake of the Comprehensive Health Assessment 
tool. 
1,528  CHAs completed (1,048 - 69% by GPTs) 

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

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

G  # participants 
commencing courses 

# participants completing 
four or more sessions 

NZ Maori 5 2 
Pacific 12 5 
NZ European 31 28 
Other  - - 
TOTAL 48 35 

Central PHO continues to actively advertise Living 
Healthy Life (LHL) programmes in the Weekly Mail out 
and via email to all Central PHO clinical staff (approx. 60 
across the MDHB region), practice managers and other 
key partners (Green Rx, Age Concern, Te Wananga, 
Arthritis NZ and the Diabetes Trust).  

In addition to referrals from GPTs, referrals to LHL 
programme occur via Community Clinical Nurses (CCN), 
Dietitians, Pharmacists and other PHO staff working 
within general practice. 

PHO clinical staff distribute promotional brochures to 
practices on an ongoing basis and promote course 
content and relevance to GPT members. 

Participant demographic data is available on the Provider 
Portal under ‘Living a Healthy Life – Patient list’ enabling 
practices to see which patients have attended the 
programme. This also gives data on ethnicity, age and 
quintile of attendees. 

This quarter five LHL courses were completed.  
Contracted courses – PN evening, Otaki. 
Non contracted courses – Pasifika, Kauri Health, 
Pahiatua. 

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

G Self-management courses are reported to Central PHO 
Clinical Board and to ALT on an ongoing basis as part of 
the PHO work programme. 

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

conditions plans in place by 30 June 
2016 

G Long Term Condition Improvement Plans have been a 
key consideration of the Long Term Condition District 
Group throughout 2015/16. 

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

G As previously reported the Pre-diabetes Working Party is 
a subcommittee of the Long Term Condition (LTC) 
District Group and is undertaking a number of initiatives 
related to pre-diabetes care (the evaluation of existing 
pre-diabetes programmes, a district wide approach to 
pre-diabetes care, and a pre-diabetes research project). 
Pre-diabetes is a priority area within each practice’s 
Diabetes Improvement Plans. 
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(AP15)  Increase uptake and integration of mental health packages of care with long term 
conditions management 

Utilise shared cared care arrangements to ensure people with mental health conditions have structured 
health assessments and care planning for physical and mental health needs 
o Protocols and guidelines to enable 

integration of mental health packages of 
care and long term conditions 
management established by 31 
December 2015 

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

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

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

(AP16)  Specialists support general practice with complex long term conditions management 

By the end of June 2016 targeted case management for people with complex long term conditions will 
occur 
o Number of peer review, case review, 

collaborative consults and clinical 
advice between primary and 
specialist services increases on 
quarterly basis 

G Case reviews/clinical advice with                                  
GPs, practice nurses, CCN/LTCs:   209 

Collaborative clinics:  5  (approximately 57 consultations) 

GP peer review meetings:  3 

It is noted that Nurse Practitioner (NP) Diabetes and 
Related Conditions had 20 days annual leave and 
provided Diabetes support to Whanganui for 12 days this 
quarter. 

Data not currently available for contacts made by MCH 
Respiratory NP and/or Clinical Nurse Specialist. 

o Clinical accountability guideline 
developed  by 30 September 2015 

D Reprioritised and closed due to competing priorities. 

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

G Specialist diabetes support currently provided in 18 
practice locations.   
NP diabetes seconded to support Wanganui diabetes 
team eight hours per week through to October 2016. 

Status 
Legend: 
 

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

  

 
 
Focus Area 2:  Diabetes Care Improvement Plans and Diabetes Management 
a) DCIPs  (See annual plan deliverables) 

b) Diabetes management – HbA1c 
 

Indicator:  Total Maori Pacific  Other 
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 3,746 676 156 2,914 
Denominator 6,017 1,272 298 4,447 
Percentage  62.3% 53.1% 52.3% 65.5% 

209



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:  Total Maori Pacific  Other 
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 

Numerator 1,948 202 39 630 
Denominator 6,017 1,272 298 4,447 
Percentage  14.5% 15.9% 13.1% 14.2% 

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 1,948 112 39 199 
Denominator 6,017 1,272 298 4,447 
Percentage  14.5% 15.9% 13.1% 4.8% 

Estimated diagnosed cases of diabetes as at December 2014, for ages 15 – 74 years (as noted on 
the MoH Virtual Diabetes Register): 
 Maori Pacific Indian Other Total 
MidCentral DHB 1,084 274 136 5,228 6,722 

 

c)  CFA Variation – Budget 
2013 

Increased community podiatry volumes for people with 
diabetes  

Number of Individual Patients Seen by a Podiatrist, by Locality  
Otaki  Manawatu  Horowhenua  Tararua  Unknown Total 
57 145 212 56 5 475 

 
Number of Podiatrist Consultations by Locality  

Otaki Manawatu Horowhenua Tararua Unknown Total 
69 172 235 78 7 561 

 
Podiatry Consultations by Ethnicity All Localities  

Asian European Māori Other Pacific Unknown Total 
15 390 144 0 11 1 561 
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Increased provision of psychological support for people with chronic conditions 
47 new referrals (27 were female) this quarter to the Adult service for people with chronic conditions - 
9 less than the last quarter.  Eleven re-referrals were also received.  New referrals this quarter: 

o Cardiac conditions 14 
o Diabetes   12 
o Respiratory  8 
o Renal   3 

(non qualifying  10) 
 Twenty three of the new referrals were from hospital-based services and 24 from community-

based referrers 
New referrals by ethnicity: 

o NZ European  39 
o Maori   6 
o Pacific   0 
o Other   2 

New referrals by district location: 
o Tararua   3 
o Manawatu  4 
o Palmerston North City 29 
o Horowhenua  11 

In total, 365 sessions were delivered this quarter – 402 sessions were delivered in the previous 
period. 

Service for children with chronic or life limiting conditions 
Nineteen new referrals this quarter (13 females) – an decrease of 10 compared to the last quarter. 
Fourteen of the new referrals were from hospital-based services and five from community-based 
referrers. 
There were also five re-referrals.  New referrals this quarter: 

o Cardiac   2 
o Diabetes   1 
o Autism Spectrum  2 
o Renal               0 
o Respiratory                      3 
o Other   11 (genetic, neurological, gastrointestinal, dermatological) 
o Non-qualifying conditions  5 

New referrals by ethnicity: 
o NZ European  14 
o Maori   4 

New referrals by district location 
o Palmerston North City 13 
o Horowhenua  3 
o Manawatu  2 
o Tararua                            1 

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

Progress Update 
Status As at 30 June 2016 

(AP14)  Quality Standards for Diabetes Care are implemented across the district 
o Diabetes leadership group established to 

provide oversight of quality standards 
from 1 July 2015 

B The Diabetes Leadership Group was established 
April 2015. 
 

o Data collection and reporting systems 
developed by 30 September 2015 

B Diabetes baseline reports have been established 
and include specific metrics related to HbA1c data 
and the number of patients Read coded with 
diabetes and referred through to other support 
services (i.e. dietician, physical activity, primary 
mental health interventions). These reports also 
provide a direct link for general practice teams to 
view the Practice Diabetes Patient list; patients 
identified requiring a Retinal Screen, Diabetes 
Annual Review or HbA1c management. 
Diabetes Clinical Summary Reports remain 
available for all MedTech practices through the 
provider portal to support monitoring of diabetes 
improvement activity. 

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

A Behind plan but in progress.  The DHB Diabetes 
Leadership Group has completed the stock take of 
activities against the Diabetes Standards. The 
results are being used to guide prioritisation of 
projects. A Diabetes Standards Status Report has 
been developed and is about to be disseminated to 
relevant groups.   

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

A Behind plan.  This is due to staff shortages in the 
MidCentral Health endocrinology service and the 
Women’s Health review that has prioritised the 
Women’s Health clinic area for reconfiguration.  
Request to extend the Gestational Diabetes 
implementation to 30 September 2016 has been 
approved by the Ministry of Health.  This will allow 
time to work alongside MidCentral Health to 
complete the clinical guideline implementation 
alongside the Women’s Health review. 

Status 
Legend: 
 

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

  

 
Focus Area 3:  Acute Coronary Syndrome 

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

2015/16 Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun 
By month 17/21 21/27 13/16 14/18 11/15 21/25 21/28 21/28 15/18 16/22 16/17 17/19 

(%) 81.0% 77.8% 81.3% 77.8% 73.3% 84% 75% 75% 83.3% 72.7% 94.1% 89.5% 
 For quarter 51 / 64 (79.7%) 46 / 58 (79.3%) 57 / 74 (77.0%) 49 / 58 (84.5%) 
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Indicator 2: Over 95 percent of patients presenting with ACS who undergo coronary angiography have 
completion of ANZACS QI ACS and Cath/PCI registry data collection within 30 days 

 

2015/16 Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May 
By month 19/19 21/21 26/27 18/19 18/18 14/15 25/25 28/28 28/28 22/22 22/22 16/17 

(%) 100% 100% 96.3% 94.7% 100% 93.3% 100% 100% 100% 100% 100% 94.1% 
 For quarter 66 / 67 (98.5%) 50 / 52 (96.2%) 81 / 81 (100%) 60 / 61 (98.4%) 

* 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:   
Improvement since the last quarter, with the best quarterly result so far. Prompt recognition of 
patients at morning rounds and access to lab at both Palmerston North and Wellington has been 
satisfactory. 

Indicator 2:  
Target achieved.  Only one patient’s data was not registered on time; this patient presented to 
Waikato Hospital for treatment and unfortunately they did not complete ANZACS-QI data.  There 
was no way of identifying that patient via local access to ANZACS-QI. 
 
Regional and Annual planning advice over recent years required DHBs to implement systems for prompt 
transfer of high risk patients to tertiary centres for the appropriate interventions. Is your DHB experiencing 
any challenges with achieving prompt transfer? If YES what steps are planned to achieve this objective. 

The Central Cardiac Network is establishing a contingency plan for the transfer of patients waiting 
for inpatient PCI.  Waiting list threshold yet to be confirmed – once wait list numbers reach agreed 
threshold, patients may be transferred to Nelson-Marlborough DHB for PCI if insufficient capacity 
at Capital and Coast. Planning continues. 
 
A requirement to develop Accelerated Chest Pain Pathways (ACPP) in Emergency Departments was a 2014 
Ministerial directive, included in Regional and Annual Planning advice for the 15/16 year. Do you have an 
ACPP currently operating in all your EDs? If NO what steps are planned to implement an ACPP or what 
barriers exist. 

Yes, as previously reported, the ACPP is operating (commenced August 2015). Please see comments 
below in Annual Plan initiatives.  
 
What new cardiac related initiatives will your DHB deliver in 2016/17? 

Even though the Annual Plan for 2016/17 has not yet been endorsed by the Minister, a number of 
activities have been carried over from 2015/16 Annual Plan into the plan for 2016/17 (due to capital 
investment, co-dependent facility requirements and links to Central region’s cardiology network 
plan).  The cardiac related initiatives for 2016/17 include: cardiac-related Collaborative Clinical 
Pathways, community-based cardiac rehabilitation options, community-based integrated heart 
failure patient management programme,  local heart failure registry development, evaluation of 
Acute Chest Pain Pathway (EDACS tool), implementation of Central Region’s minimum standards 
and guidelines for echocardiography, business case for change implementation (diagnostic and 
interventional cardiology), and continued collaborative work through Central Cardiac Network.   

2015/16 Annual Plan Deliverables  
Cardiology Services 

Status Progress Update  
As at 30 June 2016 

(AP49)  Cardiology capacity increased through establishment of second DSA machine within medical 
imaging 
o business case completed by December 2015 D Deferred to 2016/17 Annual Plan.  
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o DSA machine installed by June 2016, and six monthly 
post event audit completed 

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

D Deferred to 2016/17 subject to business case 
and work with Central region’s Cardiac Network 

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

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

B In progress. Collaborative initiative commenced 
with local primary care provider includes 
community based case review of heart failure 
patient and management and treatment 
planning outside acute hospital – Cardiologist, 
Nurse Practitioner Cardiac Care, General 
Practitioner and primary care providers. 

Increase local DSA capacity for cardiac angiography 
through an additional three sessions  per week as 
from 1 August 2015 to improve access to diagnostics 

D In progress – at present still only a total of three 
sessions available for cardiac angiography. 

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

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

(AP52)  Accelerated Chest Pain Pathway (ACCP)  
Implement local ACPP which aligns with regional policy incorporating EDACS (emergency department 
assessment of chest pain score) by 31 December 2015 
o implementation plan finalised by 30 September 2015 

identifying roles and responsibilities 
B Completed. The ACPP was officially 

launched on 24 August. This included the 
publication of a procedure document, patient 
brochure and dedicated ACPP mailbox for 
chest pain referrals that have an EDACS 
score of 16-20. 

o implementation completed by 31 December 2015 B 

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

B Monthly and Quarterly results are circulated 
to an ANZACS-QI Monitoring Group for 
feedback and recommendations. 

Status 
Legend: 
 

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

  

 
Focus Area 4:  Stroke services 

Indicator: 
Reporting period 2015/16 Quarter 4 

Data collection period Jan-Mar 2016 
confirmed results 

April- June 2016 
provisional results 

6 percent of potentially eligible stroke 
patients thrombolysed 
 
 

Numerator 2 9   
Denominator 49 43 

Percentage  4% 21%  (15% pre-telestroke) 
 

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

Numerator 68 38 
Denominator 72 49 

Percentage  94% 78% 

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

Thrombolysis:     

Target not met for the January to March quarter. Provisional data for quarter four indicates that in 
total there were nine cases thrombolysed; six of which took place in April and May prior to the 
telestroke service (pilot) commencing and three in June took place after it started. 

The total number of strokes for this quarter is yet to be confirmed, subject to coding completions.  

Telestroke equipment implemented in ED, staff training occurred and project went live as pilot 
plan on 3rd June 2016. Three patients were thrombolysed using the Telestroke service. Overall, this 
has been a positive experience so far.  There has been good feedback received from patients and 
relatives with largely good outcomes. Use of thrombolysis where it may be outside guidelines (e.g. 
in the presence of some exclusion criteria such as aneurysm, being outside the time window of 
intervention) is being discussed as part of the feedback provided to the Telestroke Consultants 
from Wellington.  
 
Weekly telestroke telephone conferences are taking place with the hub (Capital and Coast DHB) 
and spoke DHBs involved in the project to review each case and any technical issues arising.  
 
Acute Stroke Service:   

A very pleasing result for quarter 3 with 94 percent of patients with acute stroke being admitted to 
the stroke service.  Provisional results for quarter four show target not being met at this stage.  
However, as demonstrated in previous quarters, this result changes (generally increases) as more 
complete data, particularly for the last month of the quarter, becomes available with coded records 
for ASU admissions of patients who have had a stroke.  

Ward 26 continues to accommodate patients into the ASU area despite the pressures of bed 
occupancy within the organisation over these months.  A Doppler/CTA/MRA pathway has been 
implemented with Radiology in order to optimise the use of imaging in acute stroke in accordance 
with international guidelines, taking into account our available resources.  
 
 Rehabilitation: 
Indication that the DHB is able to provide data next quarter of organised in-patient stroke rehabilitation 

Yes, we anticipate being able to provide data next quarter 
Time from discharge to first community/OP face to face contact for those that require ongoing rehabilitation 

• Physiotherapy average days from referral to first seen by service 
 April 2016: 0.5 days May 2016: 0.8 days June 2016:  4.3 days 

• Social Work average days from referral to first seen by service 
 April 2016: 1.3 days May 2016: 1.9 days June 2016: 3.3 days 

• Occupational Therapy and Speech Language Therapy average days from referral to first seen by 
service 

April 2016: 11.7 days May 2016: 12.6 days June 2016: 4.3 days 

In May and June the therapy service teams were experiencing staff resource issues which impacted 
on their community/outpatient services.  

Rehabilitation service limitation due to age, ethnicity or geographic placement e.g <65 rehabilitation service   

Services available to patients aged under 65 years who have had a stroke have the same access to 
outpatient/community-based rehabilitation (and home-based support services) as for those 
patients aged 65+ years (albeit under a different funding umbrella).   
That is, there are no barriers to accessing rehabilitation services because of age.  
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The generic rehabilitation/outpatient services (i.e. not stroke-specific) for all patients referred are 
dependent on the capacity of allied health therapy staff at any one time.  However as indicated by 
the response times reported (above) occupational therapy, physiotherapy, speech language and 
social work staff more often than not complete their first contact with patients referred following 
discharge from an acute stroke inpatient event well within 5 days on average.  For specificity – 
physiotherapy provides outpatient clinics and community based service, occupational therapy 
provides community based assessments and equipment services with some rehabilitation advice, 
social work provides community service on referral and speech language therapy provide an 
outpatient service.  The DHB does not have a specialist medical rehabilitation physician (like many 
DHBs) but patients are able to see a general physician, neurologist or geriatrician as an outpatient 
if required. 

Initiatives in place to ensure continuous quality improvement   

Monthly thrombolysis governance meetings occur to ensure quality of service continues to be 
delivered. Feedback is provided to ED, CCU and multidisciplinary teams involved in thrombolysis 
as well as to Telestroke physicians and the Regional Stroke Network.  Flow charts in ED assist 
with/improve on the pathway for Thrombolysis as well as for TIA risk assessments.  Educational 
opportunities continue to be available.   

MidCentral’s Acute Stroke Unit has been invited to take part in a research project on the ethnic 
disparities in stroke patients run nationally from Auckland. The Acute Stroke staff will also be 
taking active part in the Blood Pressure campaign focusing on primary prevention of stroke. 

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

Status Progress Update  
As at 30 June 2016 

Formalise process for the provision of a sub-
regional tele-stroke network with Whanganui 
and Hawke’s Bay DHBs by 31 September 2015, 
with a view to implementation from 01/01/2016 

B Completed; MoH supported regional pilot 
telestroke service commenced.  Whanganui DHB 
opted not to participate. 

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

D Closed.  Start date of pilot behind original planned 
date; commenced early June. Full implementation 
subject to evaluation as part of regional project in 
2016/17. 

Investigate the feasibility of establishing a community stroke rehabilitation service by 30 June 2016 
o develop a profile of a community stroke 

rehabilitation service by October 2015 
D Closed.  There are no plans to develop a specific 

community stroke rehab service – provision of 
community based rehabilitation and support 
continues to be available through the general 
referral process.  Eligible patients who have had a 
stroke have been (and continue to be) referred to 
community based rehabilitation services which 
include occupational therapy, physiotherapy, 
social work and rehabilitation/therapy services. 

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

 

Identify data requirements and data collection to 
establish a baseline for ongoing reporting  

B Completed.  Data being reported for inpatient 
transfers of acute stroke patients, and average time 
for first contact with community rehabilitation/allied 
health services upon discharge. 

Status 
Legend: 
 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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PP21: Immunisation coverage 
• 95 percent of eligible children fully immunised at 24 months of age 
• 90 percent of eligible children fully immunised at 5 years of age 
• 65 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 4, 2015/16  
Milestone Age: 24 months Total Maori Pacific NZ European Asian Other 
No. eligible children 564 198 28 241 44 53 
Fully immunised for age 539 187 28 235 44 45 

Actual 95.6% 94.4% 100% 97.5% 100% 84.9% 
Target 95% 95% 95% 95% 95% 95% 

 
 
Milestone Age: 5 years Total Maori Pacific NZ European Asian Other 
No. eligible children 586 199 32 291 33 31 
Fully immunised for age 550 187 30 276 31 26 

Actual 93.9% 94.0% 93.8.% 94.8% 93.9% 83.9% 
Target 90% 90%     

Data as at 6 July 2016 
 
Immunisation coverage rate for the two-year old cohort is above target at 95.6% for this 
quarter, reflecting the efforts of the Immunisation team, General Practices and Outreach 
Service who continue to work together to attain this goal.  Maori are just below the target 
coverage rate at 94.4%; this will be a focus in the next quarter. 

It is pleasing to see our five-year coverage slowly increasing; now sitting at 93.8% and while 
this is above target, the DHB is keen to see this reach 95% as soon as possible. 
 
Eligible girls fully immunised with three doses of HPV vaccine 

2002 birth cohort Total Maori Pacific Asian Other 
Number of eligible girls * 1,030 330 50 40 610 
Fully immunised  ** 730 248 38 47 397 

Actual 71% 75% 76% 118% 65% 
Target 65%     

* Based on Census estimated population projection.   
** Data derived from the National Immunisation Register. 
 
The target coverage rate for HPV immunisation of eligible girls has been achieved 
(exceeded).  We believe this to be mostly attributable to the fact that primary care data is 
now included on the NIR and that this is a true reflection of what is happening locally.  It is 
apparent that more young people are immunised in primary care than we had envisioned.  
There was a three percent (n.31) decline rate recorded for the final 3rd vaccination event. 

Now that we have an Immunisation Coordinator in place once again, we look forward to the 
ongoing work between Public Health and Primary Care continuing to improve HPV 
coverage. 
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PP22:  Improving system integration 
Progress on delivery of the actions and milestones to improve integration identified in DHB Annual 
Plans.   
 

Annual Plan Deliverables 
 

Progress Update - as at 30 June 2016 
Status Comments / Exceptions 

(AP1)  Ensure all communities have access to an Integrated Family Health Centre - facilitate IFHC 
development   

o Westend, Palmerston North – 
feasibility and options analysis 
completed by December 2015 and 
indicative case for change completed 
by June 2016 D 

A community profile document for the Palmerston North 
southern suburbs, named “Karanga te rā, karanga te ao” 
was developed in conjunction with stakeholders and 
published by CPHO’s Māori and Pacific Health Team. 
Continuation of the Palmerston North southern suburbs 
IFHC was contingent on funding during the 2015/16 year 
and this has now been rectified with a project manager 
appointed to begin mid July 2016. 

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

A 

Te Waiora has completed a significant restructure that 
will better position the practice to integrate with other 
practices in the district.   
The Horowhenua IFHC approach will recommence 
following the completion of the locality plan for the 
district (due in 2016/17 year)  
The Otaki IFHC approach will be audited and revisited 
during 2016/17 to agree on suitable timelines and 
outcomes for the district. 

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

G 

Feilding IFHC has been operating in their new purpose 
built facility for four months. The IFHC integrates 
pharmacy, radiology, mental health, labs and a range of 
MidCentral Health services under one roof. Central 
PHO’s technical and communications services are being 
used by all tenants in the building which helps 
encourage collaboration across services. The IFHC has 
experienced a number of significant telephony issues 
that has impacted their customers and staff. Central 
PHO is working with the vendor to address the issues.  
Kauri IFHC (Palmerston North) now expects to be in 
their new purpose built facility in August. The IFHC’s 
clinical governance team is working on a range of 
clinical service change initiatives to better meet the 
needs of its clients.  

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

G 

Approximately 77% of the enrolled population will be 
covered by an IFHC; Horowhenua, Feilding, Kauri, 
Radius and Tararua have formed IFHCs.  
The Palmerston North Southern Suburbs IFHC initiative 
that is expected to incorporate seven existing general 
practices moves to the next stage with the 
commencement of a project lead early in July.  
It is anticipated that IFHCs will continue to increase their 
share of the enrolled population as business owners of 
smaller practices retire. Most of the recently formed 
IFHCs are taking enrolments, providing customers with 
choice and is creating some enrolment movement 
between practices. 
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(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 

A Work to agree co-design partners complete this quarter 
with four agreed to participate covering rural, urban, and 
a Iwi/Māori provider with high deprivation. 
Full scoping of current District Nursing service delivery 
complete. Co-design scoping with agreed partners 
commenced late this quarter with agreed MOUs in 
place.    

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

G POAC programme being delivered in 8 practice/IFHC 
sites covering 57% of MDHB population.  
Focus on extending to the Horowhenua region 
continued this quarter with commencement expected 
early next quarter. Volume average increased from 30 
to over 50 per month.    

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

G Three pathways developed, two published this quarter. 
These include congestive heart failure, adult rehydration 
and paediatric gastroenteritis (pending). 

(AP5)  Foster information sharing (patients and providers) and data use  

o PHO/Practices provide summarised 
patient information to ED and after-
hours medical centres by 30 June 
2016 

R The adoption of the shared care record at ED requires a 
significant update to the MDHB Concerto (Clinical 
Portal) which is now scheduled for November 2016. 
Central PHO’s Clinical Board Chair and the ED Director 
met to agree mitigations until the upgrade is complete. 

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

A Radius -The Palms (IFHC) has recently implemented 
new technology to enable the patient portal to be rolled 
out. Three IHFCs (Tararua Health Group, Feilding 
HealthCare and Kauri Health) and 2 practices (Central 
City Medical and Cook Street) are providing patients 
with access to the Patient Portal via the ‘Manage My 
Health’ platform. Additional resources will be directed to 
support the uptake of this portal (and a new PMS 
system) during the next financial year which will help 
accelerate the uptake of patient portal.  
Two IFHCs require significant data cleansing to be 
completed as a result of merged databases which is 
causing unique technical difficulties that require Medtech 
involvement. 

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

A 38% of the PHO's enrolled population are currently 
covered by practices offering patient portal with the 
adoption of the portal by Radius the population covered 
will increase to 49%. However, utilisation remains low 
due to the issues described above and the lack of 
resources assigned to this project to date. We expect to 
overcome these issues and increase the percentage of 
the population covered by the portal as we recruit the 
new resources during the coming financial year. 

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

D Governance arrangements are 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 and 
infrastructure support to enable this initiative to proceed.  
On hold. 
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o Business intelligence and ICT 
supports general practice teams and 
IFHCs to increase their ability to 
proactively manage health needs of 
population  

A A lack of dedicated resource is significantly impacted 
progress but we have attempted to upskill some staff to 
help support GPTs. In addition Compass Health has 
upgraded their Provider Portal system to ease GPTs’ 
access to information. 

o Business case developed by 31 
October 2015 

D The BI business case development has been put on 
hold; inability to fund development requirements in 
2015/16 year. o Implementation plan in place by 31 

December 2015 

o Roll-out commences from 1 February 
2016 

(AP 8)  Support and promote self-responsibility for health and healthy lifestyles  

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

B Scoping work is completed and the multi-agency work 
continues to be progressed. Examples of work being 
carried out are: 
• Presentation to PNCC asking removal of SSBs from 

cafeteria and for sale at PNCC sponsored events. 
• Working across other DHBs to ensure nationally 

consistent nutrition policy across all DHBs (will be in 
place by end of year) 

• Researched evidence based interventions around 
child obesity  

• Work with Heart Foundation on community projects 
“dads day out” 

• Discussions with Iwi in Horowhenua around healthy 
lifestyle project on Marae 

• Men’s healthy thinking workshop 
• Planning workplace health project for implementation 

from July 
• Bile in school project proceeding  
• Water only schools survey completed and beginning 

work with schools 
• First ‘vege hub’ in MidCentral DHB region starting 

July 
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 

B This plan is completed. Implementation begins in July.  

(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 Central PHO have now employed a new Immunisation 
Coordinator which will enable discussions to continue 
around improving HPV Immunisation Coverage. 
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o Review opportunities for greater 
alignment of adult public health 
services with IFHCs by 1 February 
2016, and incorporate into annual 
plan for 2016/17 

G At a meeting with Feilding IFHC Public Health agreed to 
set up a working party to progress action on obesity.  
This area has been chosen for a number of reasons, 
including national focus and being a useful subject for 
joint primary care / public health action.  Public Health 
have arranged a meeting for early August with Kauri 
Health (IFHC) to plan a similar joint initiative. 

(AP12) Increase breastfeeding rates within the district through partnership between general 
practice teams, lactation consultants, lead maternity carers and well child providers  

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

B Completed 

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

B Completed.  Successful provider selected. 

o New contract in place by 31 
December 2015 

A New contract will commence 1 July 2016 

o Participate in regional breastfeeding 
initiative as from 1 July 2015 

B Completed 

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

G This work is progressing well.  The Lactation consultant 
has been steadily working across the sector educating 
mentors and this has been very well received.  The 
lactation consultant has also been attending LMC / Well 
Child Provider hui to meet new and existing staff to 
discuss the service and this is working well. 

(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 

B An additional three new Collaborative Clinical Pathways 
were published this quarter.  These were: 

• Post-menopausal bleeding 
• Heavy menstrual bleeding 
• Sub-fertility 

The Oral Rehydration for Gastroenteritis in Children 
Pathway was amended, POAC component was added 
and the name of the Pathway changed to Gastroenteritis 
in Children.  

In June, 20 Collaborative Clinical Pathways were re-
published either following a review and update of the 
pathway or updating of links and resources within the 
pathways. 

A further 19 new Collaborative Clinical Pathways are 
due to be published in July 2016, these include: 

• Contraception (x13) 
• Colorectal Cancer (x5) 
• Acute Rehydration in Adults (POAC pathway) 

The three Palliative Care Collaborative Clinical 
Pathways will be republished in July following the review 
and update process. 

A further 6 new Collaborative Clinical Pathways are 
expected to be published in August 2016.  These are: 

• Female Urinary Incontinence 
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• Frailty (x2) 
• Pelvic Organ Prolapse 
• Breast Cancer (x2) 

Additionally, there are a further 12 Collaborative Clinical 
Pathways under development and 16 Collaborative 
Clinical Pathways under review. 

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

A Behind schedule, but low risk. 
Central PHO is in the process of expanding the trial of 
hmael (secure electronic means for GPs to transmit an 
image of a skin lesion to the hospital for triage) across 
primary care.   

The system has been introduced into Radius and is 
being presented to the practice nurse lunchtime forum.  
It will also be introduced at the August Inter-Professional 
Education (IPE) evening which is focusing on skin 
lesions.   

The intention remains that the development of the skin 
lesions pathway (as part of the Priority Cancer Pathways 
Project) will re-commence when the electronic referrals 
system supporting the electronic submission of images 
from general practice team to specialists has been 
implemented. 
It has been recommended that a Governance / Steering 
Group is established to support this piece of work. 

- Education for general practice 
teams is sourced and provided by 
30 March 2016 

D Now subject to principal work programme (above). 

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

D Now subject to principal work programme (above). 

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

Implement outcome of major joint surgery pilot in conjunction with IFHCs based on specialist nursing and 
physiotherapy assessments occurring in community alongside general practice 

- Proposed model of care 
developed by 30 August 2015 

B Completed 

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

B Completed 

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

A Behind schedule, but now progressing.  Supported 
implementation of the major joint pre-FSA community-
based assessment has been agreed.  This clinic will be 
undertaken in an IFHC in the second quarter of 2016/17 
(subject to successful appointment of physiotherapist 
and nursing staff).  
Orthopaedic services continue to use the national 
prioritisation tool 

- Commence implementation from 
1 April 2016 

A As above – behind schedule but proceeding from 
quarter 2, 2016/17.  Secondary care service 
(orthopaedics) will support the orientation and 
implementation of the primary-care based clinic service.  
This will include a monitoring framework to ensure the 
goals of the primary-led service and pathways of care 
are being achieved. 
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(AP22) Develop relationships between ambulatory care and general practice which reflect the 
general practice as the patient’s health home  

General practice involvement in follow-up assessments following specialist assessment and/or 
interventions increased 

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

G 
 

Specialty specific analysis on a project by project basis 
continues (e.g. orthopaedics, urology, ENT, and 
cardiology/heart failure patients).  This will be ongoing 
work.   
Fortnightly meetings with specialists monitoring first: 
follow-up ratios, managing outpatient capacity and clinic 
utilisation, prioritisation of referrals (including follow up of 
longer term patients, e.g. cancer patients) in ENT and 
Urology. 

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

G Two surgical sub-specialties (Urology and ENT) held 
successful meetings with general practitioners to discuss 
issues and experiences of patient flow, use of diagnostic 
tools, referral pathways, criteria for FSAs and follow up 
arrangements.   
Opportunity to engage and strengthen relationships was 
well received by participants. 
General practice is involved in of work with specialists 
include: 
Urology (also as part of FCT service improvement 
project) 
Orthopaedics 
ENT 
Cardiology/Heart failure 
Skin lesions 
Frailty (elder health) 
Respiratory 
Diabetes 

- 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 

G Per Annual Plan for 2016/17, including development of 
IFHC “roadmap” that also considers GPT capacity. 

- Implementation to commence 
from 1 July 2016 

G In accordance with 2016/17 Annual Plan for specialist 
and generalist collaborative clinics, case reviews etc 
(predominantly focused on long term conditions) 

Implement integrated discharge planning arrangements with general practice, including links with long 
term condition nurses, practice nurses, and recovery at home team 

- Review pilot of “long stay 
patients” integrated discharge 
approach by 31 July 2015, 
including identification of other 
priority patient groups 
 

 
 
 

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

• Ward based multidisciplinary long stay patient 
meetings continue. 

• Senior clinical and management staff including 
Supportlinks (NASC agency staff) - barriers to 
discharge identified and strategies to address 
potential obstacles 

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

 
B 

 

Integrated Discharge Planning continues to occur within 
the inpatient wards.  The Nurse Co-ordinator Case 
Manager (NCCM) has met with the Community Clinical 
Nurses Long Term Conditions (CCN LTC) group to 
discuss integrated discharge planning processes for 
long stay complex patients.   
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The GPTs continue to get a weekly update of their 
hospitalised patients and the NCCM will co-ordinate with 
the Community Clinical Nurses (CCNs) and GPT on a 
case by case basis to ensure seamless discharge 
planning occurs with invitations to attend ward based 
multi-disciplinary meetings as required. 

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

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

Increase range of services provided by general practice with specialist support 

- Review ophthalmology service 
access criteria by 30 October 
2015, identifying services suitable 
for provision in primary care 

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

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

B Completed.  Community optometrists are contracted to 
provide clinics for child refraction conditions and for 
stable glaucoma, with clinical oversight by a specialist 
ophthalmologist.   
This not only assists in managing the demand but also 
increases the capability of the optometrists to extend 
their understanding and management of such patients in 
their community practices. 

- Implement new ophthalmology 
arrangements by 30 June 2016 

G The Central Regional work with ophthalmology 
continues under the Electives programme of work; 
includes identification of prioritisation tool, agreed 
public/private arrangements, standardised approach to 
referral management.  No new arrangements were 
subsequently planned for implementation in the 2015/16 
year. 

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

A Sleep service review completed. Report outlines short, 
medium and long term plans for a remodelled service 
with a strongly integrated approach to service delivery. 
The successful implementation will require funding 
which has yet to be considered for approval. 

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

G Community based overnight assessment in place 
provided by community based providers. The 
development of further community based assessment, 
sleep studies, CPAP management is discussed in the 
Sleep review report as part of the long term service 
development. 

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

B Completed.  Secondary care CNSs already undertaking 
work with General Practice Teams in respiratory, 
diabetes, cardiology, cancer, mental health and health of 
older people services. 
 
Any further local development subject to outcomes of 
regional work being undertaken by Directors of Nursing. 

- Implement new clinical nurse 
specialist arrangements 
progressively as from 1 
November 2015 
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(AP 23b) Institute direct GP access to diagnostics in line with collaborative clinical pathways  
o Identify priority areas for access B Community Referred access via IFHCs as priority 
o Work with collaborative clinical 

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

B Cardiology pathways confirmed as priority 

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

appropriate and sustainable 
communication and networks with 
IFHCs as they develop 

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

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

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

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

B Determined by leads for each programme of work 

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

B MidCentral Health Operations Directors providing  
oversight 

o Together with AMT, review 
arrangements by 31 December 2016 

G Not yet due 

(AP33)  Implementing the “specialists in out-of-hospital” model  
Develop a business case/model of care for “Turbo Kidz” – an integrated model for child health including 
primary and secondary care, in particular child development services, child adolescent and family mental 
health, child health hub, public health development services and key government agency partners 

o Engage with the sector (primary and 
secondary, including other 
government agency partners) by 30 
October 2015 

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

o Business case developed by 31 
January 2016 

o Develop implementation plan by 30 
April 2016 

o Implement in accordance with 
timeline 

(AP34)  Older people are supported to maintain their health and independence 
Integrating services:  Establish the feasibility of an integrated service for older people with frailty together 
with the Central PHO’s AMT 

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

approved business case develop 
an implementation plan by 31 
January 2016 

B Completed.  

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

funding from the Ministry of 
Health, provide increased 
specialist support services per 
service specifications, including 
education, to aged residential 
care providers, from 30 
September 2015 

B Completed.  Initiative confirmed, funding/contract 
progressed – now underway. 

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

B Completed. The scope has been finalised including 
SWOT analysis and review. Areas around flexible 
workforce, interface teams, data capture are in the 
process of completion as finalisation of the full project 
draws near.  
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Integrate Older Adult and Mental Health resources 
- Combine the older adult mental 

health and older persons NASC 
teams by 30 March 2016 
including IT support and data 
collection 

D 
 
 
 

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

- 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 

Status 
Legend: 
 

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

 

 
 
PP23: Improving wrap around services – Health of older people 
Progress on delivery of the actions and milestones to improve wrap around services for older people 
identified in DHB Annual Plans 

 

Annual Plan Deliverable 
 

Progress Update 
Status As at 30 June 2016 

1 Home and Community support services for older people  

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

B  

• Rapid access to community care for older 
people 

 

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

B Completed.   

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

B Completed. 

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

B Completed. 

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

B Completed. 
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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 

 Report period:  Q4, April– June 2016 

Data period: January- March 2016 
Numerator 2464 
Denominator 2628 
Percentage 93.76% 

A dedicated resource continues to complete interRAI 
assessments on this targeted group weekly. 

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

B 27 Fully Competent (required number of nurses trained) 
8 Competent (at least one nurse competent) 
0 In Training (no nurses competent at facility yet) 
0 Engaged (signed Engagement Agreement) 
0 Scheduled (booked in for training) 

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

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

 Report period:   Q4,  April– June 2016  
Data period  January-March 2016 
Numerator 322 
Denominator 440 
Percentage 73% 

ARC facilities report a lack of access to national 
educators to train in LTCF.  Changes to the national 
service expected to be in place by September 2016 
which will improve the percentage of assessments 
completed. 

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

 
 

Baseline data period: 01 April - 30 June 2015 

Time frame of 
referral assessment  

Total number 
of referrals 
assessed  

Percentage 
of completed 
assessments  

< 24 hours 127 26.0% 
24 - 48 hours 15 3.1% 
2 - 20 days 174 35.6% 
20 - 30 days 71 14.5% 
> 30 days 102 20.9% 

Total assessments completed in the quarter: 489 
 

Data period:  01 April – June 2016 

Time frame of 
referral assessment  

Total number 
of referrals 
assessed  

Percentage 
of completed 
assessments 

< 24 hours 238 44% 
24 - 48 hours 16 2.98% 
2 - 20 days 176 32% 
20 - 30 days 43 8% 
> 30 days 65 12% 

Total assessments completed in the quarter: 538 
Any delays to Needs Assessment for clients are 
compensated for through short term supports 
being allocated until the full Needs Assessment 
can be completed.  Referrals are coded to 
“urgent” or “routine” based on discussions with the 
referrer or/and the client. 
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• Use of interRAI measures to 
benchmark performance with other 
DHBs 

B Data is now freely available for planning purposes 
and regional work continues to develop dashboard 
indicators. 

3 Dementia care pathways 
• Detail of improvements to support and 

services available following a dementia 
diagnosis (e.g. education, increase 
funding, information, ongoing support 

B • Marion Kennedy Club Cognitive Stimulation 
Therapy (CST) 

• Ten staff across the district attended CST training 
in November 2015 by Auckland University and are 
rolling this out to their facilities.  

• Further copies of the June Andrews “Dementia 
book” sponsored to WiAS attendees. 

• Memory Walk in Levin and Palmerston North – 
200 attendees 

• ACP into dementia care and other clinical 
pathways (Map of Medicine) – ACP into READ 
codes at GP practices.   

• Review of carer education courses coming up to 
improve access to education for the carers 

• New intake of WiAS education programme for 
ARC staff. 

• Elderberries publication on EPOA, cognition and 
caring for the person with dementia.  

• Promotion of frailty “frailty awareness week” in 
November /December.  Week long resources at 
various intersections within health.  

• Living well with dementia – raising 
awareness and early intervention 

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

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

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

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

4 HOP specialists 

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

B Completed.  
• Palliative Care Partnership and education to 

aged residential care via Arohanui Hospice and 
general practice occurs regularly.  

• District Nursing Services continue to support both 
aged residential care and home and community 
providers with a close relationship specifically 
aimed at end of life care and personal health 
medical requirements.   

• CNS – MidCentral Health supports aged 
residential care facilities and recent HOP group 
targeting frailty alongside a IFHC launched in 
November 2015.  

• Nurse Practitioner and Health of Older People 
teams in three distinct geographical areas 
provide general practice support.  

• New permanent Psychogeriatrician support 
commenced full time September 2015 
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MCH clinician meets monthly with psychogeriatric 
facility to engage better discharge outcomes 
between hospital and facility. 

• InterRAI DHB data shared amongst clinicians at 
MCH to support identification of appropriate 
planning 

• Falls Awareness:  MidCentral Health 
falls aware ward is integrated into aged 
residential care facilities and promoted 
through specialist clinician involvement 
- four facilities by 30 September 2015 
o 20% of facilities implemented a 

programme by 30 December 2015 
o 40% of facilities have implemented the 

falls aware programme by 30 March 
2016 

o 80% of facilities have implemented the 
falls aware programme  by 30 June 
2016 

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

5 Advance care planning (ACP):   
• Confirm identified coding classification 

requirements for ACP data collection in 
general practice teams by 30 
September 2015 

B Completed.  Four READ codes have been set up to 
collect data from General Practice.  Wider discussion 
on use of these codes is currently underway. 

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

B Discussions held this quarter around the initiation of 
ACP conversations in practice and the measurement 
of these with Total Health Care, the Palmerston 
North Practice Nurse group and the Horowhenua 
Practice Nurse group. Presentation on ACP to MDHB 
Nurse Educators.  On line ACP awareness survey for 
health professionals developed and distributed in 
November.    
MDHB has the highest number of staff in the central 
region who have registered for the ACP on-line 
training modules.  Specific data for illustration is 
being sought from the National Cooperative.   

6 Fracture liaison service 
• Fracture Liaison Service is established 

and its operation is monitored, 
specifically:  number or people who are 
seen by the service and the treatment 
they receive (e.g. osteoporosis 
treatment) 
o 25% of eligible patients will be 

assessed by the fracture liaison 
nurse and treatment initiated in 
accordance with local guidelines by 
the end of quarter one; 50% by end 
quarter 2, 70% by end quarter 3, 
and 90% by 30 June 2016 

 Report period:  Q4 April – June  2016 
Number of people referred this qtr 29 
Number of people seen this qtr 4 

First attendance 4 
Subsequent attendance  

Discharges from service this qtr 0 
Treatments 

Falls risk assessment 4 
Smoking cessation  

Osteoporosis 3 
Calcium supplement 2 

Vitamin D supplement 4 
Physiotherapy referral  

Education / information 4 
Mobility / exercise programme   

DEXA scan 1 
Occupational therapy / equipment 

assessment referral 
1 through 
ACC 

Management plan to patient & GP 4 
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Status 
Legend: 
 

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

 

 
 
PP24: Improving waiting times – Cancer multidisciplinary meetings 
Progress delivering improved functionality and coverage of high quality cancer multidisciplinary 
meetings (MDMs) based on the actions agreed in the 2015/16 Annual Plan and the regionally agreed 
activities using all of the allocated funding 
 
The Central Cancer Network (CCN) is leading the work on improving Cancer 
multidisciplinary meetings (MDMs) in partnership with clinical leads across the region.  This 
has been a longstanding project with the focus for this year on agreeing a future model for 
clinician resourcing.   

Locally MDMs are now a routine agenda item on the FCT Governance meeting.  Access is 
becoming less of an issue for MDHB with most meetings now weekly.  Access to MDM is 
driven not just by the physical time of the meeting but the timing.  There are very limited 
preferences of the clinicians for attending MDMs (almost exclusively early morning) which 
creates a competitive environment.  Improved cooperation and collaboration is being 
encouraged and progress has been made to now establish a weekly breast MDM.  

In general 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 previous reports. 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. 
 
 
 
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 
 

Policy, procedures and Map of Medicine have been 
achieved in collaboration with the national Fracture 
Liaison Network New Zealand, Osteoporosis New 
Zealand and local Geriatricians, General 
Practitioners, specialist Nurses and MCH 
management.  The service is in the co-design phase 
with two large IFHCs.  Two patients from each IFHC 
have been seen and changes to the model have 
occurred as a result of this.  We have been referred 
29 patients from across the DHB, 15 do not meet the 
criteria and 14 patients have been booked to be 
seen.   
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1 School Based Health Services 
a) Provision of quantitative report on implementation of SBHS – per template Completed?  Yes  
b) Narrative progress report on actions undertaken to implement Youth Health Care in Secondary 

Schools:  A framework for continuous quality improvement in each school (or group of schools) with 
SBHS 

Information provided is on the delivery of service for the April  - June 2016 quarter at the following SBHS 
colleges alternative education settings and Teen Parenting Units: 
Manawatu College, Horowhenua College, Waiopehu College, Tararua College, Totorua College of 
Accelerated Learning, Queen Elizabeth College, Te Kura Kaupapa Maori o Tamaki Nui A Rua; Te Kura-
a-iwi o Whakatupuranga Rua Mano. TPUs – Palmerston North and Levin.  Alternative Education 
Centres: Dannevirke, Pahiatua, Levin, Highbury Whanau Centre (HWC); Manawatu Community High 
School (MCHS) and Kelvin Grove Alternative Education (KGAE). Tararua College is the latest school to 
implement the SBHS programme. The SBHS PHN position is in place and delivering services at the 
college. 

The Youth One Stop Shop (YOSS) is subcontracted to provide nursing services to both the Highbury 
Whanau Centre (HWC) and Manawatu Community High School (MCHS) on a weekly basis. Nursing 
services have been available to students onsite at the Kelvin Grove Alternative Education (KGAE) site 
since November 2011. All three AE sites have a registered nurse from YOSS working onsite at each 
location for three clinical hours a week to provide a full range of nursing services to the enrolled student 
population.  

The impact of Measles: 

The SBHS colleges in the Horowhenua area of the MDHB region were significantly impacted by 
measles, in particular Waiopehu College. The college was closed. Horowhenua and Manawatu Colleges 
were also affected as a consequence of the contact tracing process by the presentation of ongoing 
suspect cases.  In total there were 17 positive measles cases in the area, almost all of which were in the 
10-19 year age group.  The SBHS nurses moved their focus to assist colleges identify students and 
college staff who were fully immunised and those that were not. Colleges are not required by legislation 
to maintain an Immunisation register, so all three SBHS colleges had to start the process from the 
beginning. The SBHS PHNs have worked alongside the colleges and the Communicable Disease Team 
from Public Health Service to gather information, provide information and advise the colleges.  In 
addition to helping reduce the spread of measles, MMR vaccination clinics were held in each of the 
colleges. The impact has resulted in fewer than expected number of HEADSSS assessments being 
completed over the period.  All attempts were made to maintain student clinics. 

“Mates and Dates” programme was delivered at the Waiopehu College by PH Sexual Health Promoters. 
Feedback from the students has been positive; some issues being raised during the sessions have 
prompted some students to seek support from the SBHS PHN and school counsellor. 

PDSA Cycles: 

PDSA Tararua College.  Established the clinic process with the college – PHNs and the college have 
worked together to ensure they have agreed processes and each knows and understands their 
boundaries. They have worked to identify the key liaisons within the community to support students and 
families. This includes the school counsellor, Tararua Health Group Youth Nurse, ARCs and CAFS. 
Referral pathways have been identified and documented. The focus has been on who is best to provide 
services in the Tararua and understanding the distance that has to be travelled by students and families 
to access services. 

All SBHS Colleges:  Extended PHN scope of practice continues which includes the provision of 
medication for the treatment of a number of health presentations at the nurse-led clinics. SBHS PHNs 
continue to work under standing orders; there has been ongoing education and an audit to support the 
standing order delivery. PDSA cycle reviewed and reset for 2016.  

SBHS in Kura Kaupapa, Te Kura Kaupapa Maori o Tamaki Nui A Rua, Te Kura-a-iwi o Whakatupuranga 
Rua Mano:  Several meetings have been held and a briefing paper was developed and translated into 
Te Reo. This was tabled at the Te Upoko o Te Ika Kura Kaupapa Māori Regional Hui on Saturday 18th 
June at Te Kura Kaupapa Māori o Tamaki Nui ā Rua (hosts), Dannevirke. The Public Health Maori 
Health Advisor met to discuss where to from here.  
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The group supported the idea that the briefing be tabled for further discussion, that Kura be given the 
opportunity to take the korero back to their individual settings and ask whānau for their feedback.  From 
this feedback members of the collective will be able to develop some issues/questions to pose to our 
group as it would be hoped we could be all present for the next hui in September.   

We have had great support from Whaea Tina Todd and the ability to have the briefing paper translated 
was appreciated.  Our Public Health Service has also appreciated the support given from the manager 
and nurse at He Puna Hauora who helped us to move forward. 
Our next steps then are: 

• Feedback from the hui 
• Next hui date 
• Await feedback from the collective in regards to issues/questions 
• Prepare for next hui 

For now our group will continue to maintain our relationships with Kura, our services will continue to 
respond to the needs of Kura as appropriate and as required. 
  
Service improvement - PDSA cycle development for 2015/6  
1. Student Feedback – “Your Clinic, Your Voice, Your Health” pamphlet developed and has been in the 

SBHS colleges since February 2016. Collation of the responses onto a database commenced for 
evaluation. 

2. Health Promoting Schools Rubric – Moving towards HPS, Manawatu College and Waiopehu College. 
Progressing. 

3. Sexuality Education programme – “Mates and Dates” programme has been delivered at Waiopehu 
College. 2 of 4 modules delivered to students at years 9,10,&11 over term 2, the balance will be 
completed in term 3.   

 
PDSA Cycle for 2016:  

Measles has had a significant impact on the colleges over the term. It has been identified that the lack of 
Immunisation records for the colleges has created significant work load both for the school community 
and PHN SBHS nurse. Although colleges are not legally required to keep a register a number have now 
chosen to develop a system to gather this information. The SBHS nurses will work closely with the 
colleges to support and guide this process with due consideration to privacy issues. 

AP Deliverable (AP 36)   Status Progress as at 30 June 2016 

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

schools by 31 March 2016 B New development work not required – current work 
proceeding.  Proposed action closed. 

o Develop modules and agree the 
components with education 

o Rollout by 30 June 2016 Now not applicable. 

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

Yes 
b) Narrative progress report on actions undertaken to improve and strengthen youth primary mental 

health (12 – 19 year olds with mild to moderate mental health and/or addiction issues) to achieve: 
• early identification of mental health and/or addiction issues 
• better access to timely and appropriate treatment and follow up 
• equitable access for Maori, Pacific and low decile youth populations 

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 within the Children's Action Plan (CAP) for Horowhenua. Central PHO is supportive 
of this and has been open to the development of creative service delivery to assist vulnerable members 
of the MidCentral communities.   
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Central PHO Mental Health Coordinators maintain strong relationships with the youth group providers. 
Central PHO will also be actively involved in the establishment of a MDHB wide framework for youth 
group providers with particular focus on targeted services and programmes for Māori rangatahi.  

In the last quarter Central PHO contracted Muaupoko Tribal Authority in Levin for the delivery of their Te 
Kupenga a kaupapa Māori youth programme.  

Central PHO is working closely with the providers to evaluate the programmes with a view to potential 
improvements.  A number of benefits have been identified by the youth group providers for youth 
attending the programmes, including increased attendance and commitment to schooling, less fighting, 
improved relationships and increased self-awareness. The programmes are regarded by schools and 
communities as beneficial and the location of the services within communities is regarded as critical to 
their success.  From time to time it can be challenging to achieve a student’s release from classroom 
obligations. Providers are seeking additional one-on-one counselling support for youth on completion of 
the programmes.  

There has been an increase in the number Māori youth seen this quarter with 32% of the Packages of 
Care approved for Māori compared with 25% in quarter 3. There has also been an increase in the 
number of referrals for youth for additional psychologist/psychotherapist support with 95 referrals made 
– almost double that of the previous quarter (47) and more than Q1 (33) and Q2 (66)..  

AP Deliverable  (AP36) Status Progress as at 30 June 2016 

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

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

3 Improve the responsiveness of primary care to youth 
a) Actions undertaken to ensure the high performance of the youth SLAT (or equivalent) in local 

alliancing arrangements 

AP Deliverable (AP36) Status Progress as at 30 June 2016 

Advance youth health services through 
intersectoral approach 

 

• Develop and roll out professional 
development sessions for Primary 
Care that will assist all staff to be 
more youth friendly 

D Deferred, awaiting Ministry of Health work which will 
now be rolled out over 2016/17. 

o Develop an evidence  based best 
practice professional development 
programme by December 2015 

D Deferred due to DHB current financial situation. 

o Develop implementation plan by 31 
March 2016 

o Offer sessions across the district by 
June 2016 – (number to be 
determined once scoped) 

o Implement in accordance with 
timeline. 

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

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

Work plan for 2015/16 agreed Agreed in 30 March 2015 (see Annual Plan deliverables below) 

The purpose of the Youth Wellbeing Advisory Group (YWAG) is 
focused on improving the provision of health services for young 
people through optimised service development and delivery 
processes.   
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From their Terms of Reference, the principal objectives of YWAG 
for the 2015/16 year are to: 
• Provide a platform for communication and engagement across 

the district, enabling clinicians and others working in the youth 
health to contribute to the development and implementation of 
youth-focused care 

• Develop and sustain collaboration and communication between 
related network groups 

AP Deliverable (AP36) Status Progress as at 30 June 2016 

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

scope the feasibility of the project 
by  March 2015 

o Develop project plan for roll-out of 
app in Palmerston North by 
September 2016, and roll-out 

B Completed. Paper completed for funding approval. 

B The Youth information app has been named “The Index” 
and is now in the final live testing phase.  It is anticipated 
that the App will be officially released within the month. 

o Work with youth advisory group to 
determine further roll-out across 
the district 

G Young people and health professionals working with 
young people have been consulted throughout the 
planning and development.  Young people have been 
involved in App design, naming, and identifying the 
information they want to know about.  Once “The Index” 
has been released, feedback from other areas will be 
obtained regarding App usability and relevance. 

o Work with public health (social 
marketing initiative no 8) re youth 
service health messaging 

G This is an ongoing piece of work.  Public Health will 
remain as part of the Advisory Group. 

Status 
Legend: 
 

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

   

 
 
PP26: Rising to the Challenge: The Mental Health and Addiction Service 

Development Plan 
Focus Area 1:  Report on the status of quarterly milestones for a minimum of eight actions to be 
completed in the 2015/16 year and for any actions which are in progress/ongoing in 2015/16 (per 
reporting template) 

Focus Area 2:  Primary Mental Health 
a) provision of quarterly data and reports per template on services delivered, including alcohol 

brief interventions, for adult and youth (12 – 19 years) seen in primary care – by ethnicity and 
services accessed services.   

b) provision of narrative report on the overall assessment of the services delivered, any major 
achievements/successes, major issues that have affected the achievement of the contracted 
services, whether services have been externally evaluated / reviewed / audited and status of 
recommendations made 

 
Reporting template submitted.  All projects on track or completed per milestone dates.. 
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PP27: Delivery of the children’s action plan 
Progress on delivery of the actions and milestones identified in DHB Annual Plans to support the 
implementation of the Children’s Action Plan and reduce child assaults. 

Progress on the initiatives is outlined below. 

2015/16 Initiatives (AP33) Status Progress as at 30 June 2016 

1 Reducing the number of assaults on children 

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

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

B 

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

A Family Violence Stocktake completed and work 
investigating best home/agency to progress this 
currently being sought. 

o Develop implementation plan by October 
2015 

A Will be developed once a home for this work is 
sought in the next month.  Progressing slowly 

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 

B NCPAS statistics: 
2016 April  May June 
Reports of concern 14 13 10 
NCPAlerts 
(Number of children) 

20 26 Panel yet to 
meet for 
June 

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

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

Embed Children’s Team Tamariki te Tuatahi within the Horowhenua and Otaki community 
o Implement the social worker/health broker 

model by 31 August 2015 
B Completed. Role in place commenced 15 June 2015. 

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

o Implement GP supported health 
assessments for children and their 
families as from 30 July 2015 

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

o Through Children’s Team governance 
group, monitor impact on MDHB services, 
ensuring capacity in place to meet 
demand – ongoing 

B Ongoing.  Mechanism in place for any short falls in 
service delivery to be signalled directly to the DHB 
and this has only been utilised on a couple of 
occasions but works well. 

Implement policies in line with Vulnerable Children’s Act 
o Implement worker safety checking for all 

new children’s workers:  new core workers 
by July 2015 and new non-core workers 
by 01 July 2016 

B Completed and ongoing 

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

B Completed 

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

B Completed / Ongoing 
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3 Health service coordination / service continuum across primary and referred services 
Develop a learning disability pathway and secure appropriate resources to ensure service delivery 
o Develop an appropriate pathway for 

identifying vulnerable children with a 
learning disorder who require cognitive 
testing and associated services, by 30 
March 2016 

A The Collaborative Clinical Pathway (Map of Medicine) 
work is progressing well, albeit slowly.  Currently the 
draft pathway has gone to an IFHC for feedback and 
then will be close to publishing.  This has been an 
extremely large piece of work as it involves not only 
the health sector but a range of education providers 
and has necessitated conversations that haven’t been 
had before.  This is an excellent piece of work that 
has come together well 

o Secure 1fte psychology and 1fte 
occupational therapy resource for the 
cognitive testing and associated resources 
by 30 June 2016 

D Closed – unable to be achieved this year.  Has been 
reprioritised and rolled over to the 2016/17 Annual 
Plan due to the financial status of the DHB in 
2015/16.   

o Implement pathway across the district and 
government agencies as from 30/06/2015 

D As above. 

Develop a multi-disciplinary team approach to managing children with complex disabilities, including 
regional and inter-agency components 
o Scope the project size to determine 

elements by 30 November 2015 
D Closed – unable to be achieved this year.  Has been 

reprioritised and rolled over to the 2016/17 Annual 
Plan due to the financial status of the DHB in 2015/16.   

o Secure appropriate resource to ensure 
sustainability (administrative therapy 
component, physical space and IT 
technology) by 31 May 2016 

D As above.   

(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 30/08/15 B Completed  
o Joint inter-agency approach developed to 

identify the population of children living in 
the presence of mental health and 
addiction in the district by October 2015 

B Completed 

o Review assessment tools and update 
registration processes to include children 
of service users or increased inclusion 
with family/whanau in assessment of 
service users by February 2016 

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

o Extend assessment tools to include 
assessment of children by May 2016 

D Not completed as planned; COPMIA work 
programme continued into the 2016/17 year 

o Extend assessment tools to include 
assessment of children across all 
secondary adult mental health services 
working in partnership with Child & 
Adolescent Mental Health Services under 
CAPA (Corrective and Preventative 
Action) framework by June 2016 

Status 
Legend: 
 

B Deliverables, milestones and measures achieved and completed as planned 
G Deliverables, milestones and measures on track, progressing as planned 
A Behind plan, and/or minor risks/issues associated with achieving deliverables or measures 
R Behind plan, and/or major risks/issues associated with achieving deliverables and measures 
D Not completed - reprioritised and closed or deferred with alternate scope/milestones 
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PP28: Reducing rheumatic fever 
Progress against the DHB’s rheumatic fever prevention plan, report on root cause analysis and 
delivery of agreed acute rheumatic fever hospitalisation rates 
 
(2015/16 target:  55% reduction from 2009/10 – 2011/12 baseline = 1.0 per 100,000 
population; number of cases:  2) 
 
Rheumatic Fever Prevention Plan progress:  

The ‘Sore throat management for the prevention of rheumatic fever’ collaborative clinical 
pathway was officially launched in March at the local Child Health Forum. Further 
promotion of the pathway to general practice teams has occurred in Q4.  
Moving forward, Public Health continue to work with Central PHO to undertake some 
targeted education about the pathway in Q1 2016/17.       
 
New Acute Rheumatic Fever hospitalisations:  
There has been one new discharge for initial hospitalisations for acute rheumatic fever in 
MidCentral DHB during Q4 2015/2016 (this case fitted the suspect criteria for notification 
purposes). The total number of new ARF hospitalisations in the MDHB area during the 
2015/2016 year to date is therefore two. 
 
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 two non-hospitalised notifications of ARF cases in the MidCentral DHB 
area in this quarter (a probable case). 
 
 
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 April May June Qtr 4 

2015/16 

95% of accepted referrals for an elective coronary 
angiography will receive their procedure within 3 months  

100% 95.0% 89.6% 95.2% 
58 58 57 60 43 48 158 166 

95% of accepted referrals for CT scans will receive their scan 
within 6 weeks  

91.0% 92.7% 93.0% 92.2% 
516 567 523 564 476 512 1515 1643 

85% of accepted referrals for MRI scans will receive their 
scan within 6 weeks  

100% 100% 100% 100% 
430 430 403 403 387 387 1220 1220 

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

100% 81.8% 100% 90.0% 
4 4 9 11 5 5 18 20 
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65% of people accepted for a non urgent diagnostic 
colonoscopy will receive their procedure within 6 weeks  

94.0% 93.1% 98.5% 95.2% 
125 133 134 144 134 136 393 413 

65% of people waiting for a surveillance colonoscopy will 
wait no longer than 12 weeks beyond the planned date 

96.1% 98.0% 100% 98.0% 
49 51 49 50 46 46 144 147 

 
Diagnostic waiting times for coronary angiography 

In respect of June's result there was a temporary hiccup in the booking and scheduling of 
patients for elective coronary angiographies to the three available sessions per week resulting 
in fewer than expected patients having their procedure in June within 90 days.  We do note 
that some of the “breaches” were patients who had a lower clinical priority score and 
recognise that had another three patients had their procedure within the 90 days then the 
target would have been achieved.  However we expect our performance to return to our usual 
excellent rates now that the error has been identified and subsequently corrected.  
Additionally, occasional opportunities for an extra elective angiography session are taken up 
by the cardiology team on an ad hoc basis when radiology can vacate capacity. This has had a 
positive impact on our waiting list with the result that the patients on the waiting list who 
have not been given a procedure date have only been on there since July. 
 
Waiting times for CT scans 

The Radiology department CT wait time indicator remains at around 93 percent per month. 
As previously reported the service is operating at maximum scanning capacity with the 
currently available CT MRT and Radiologist resources.  Non acute demand for the service 
has dipped in the past four weeks and it is anticipated that the indicator will be achieved 
within the next month or two.  While the indicator officially records 93%, MidCentral 
Health’s data still contains the planned (surveillance) waits for patients, which adversely 
affects the reported results.  This is unable to be corrected with the current Radiology 
Information System.  Capacity and demand are being monitored but further improvements 
could still be made.  Throughput in CT and work out of hours is high.  At year end, CT 
throughput increased by 1,080 examinations or 10%.  A project to look at extension of hours 
over the week will commence during August. 
 
 
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  
Target:  ≥85% of patients receive their first cancer treatment (or other management) within 31 days 
from date of decision-to -treat 
2015/16 April May June Qtr 4 Total 

Number of patients whose first treatment was within 31 
days of decision to treat 

57 59 62 178 

Number of patients referred  66 70 73 209 
Percentage treated within 31 days 86.4% 84.3% 84.9% 85.2% 

Updated final figures, per MoH as at 25 July 2016 
 
Achieving target over the quarter; increasing volumes noted. 
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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 

April May June Quarter  
Total 

Total patient treatments 32 60 55 147 
Patient treatments outside 4 weeks (non capacity reasons) 3 7 8 18 
Patient treatments within 4 weeks 29 53 47 129 
Patients ready for treatment in the month 29 53 47 129 
Percentage ready for treatment waiting less than 4 weeks 100% 100% 100% 100% 
MidCentral DHB residents only 
Reasons for Radiation Treatment or Chemotherapy 
Outside 4 Weeks 

Number of Patients 
April May June Quarter 

Total 
Patient request / choice 1 2 6 9 
Clinical considerations  4  4 
Other management 2 1 2 5 
Department facility / capacity constraints    0 
Total  3 7 8 18 

 
Target continues to be achieved.  No delays due to facility constraints. 
 
 
 
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, for the 0 – 74,  45 – 64 and 0 – 4 year old age groups 
 
On hold – being reinstated in the 2016/17 year as a System Level Measure. 
 
 
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.   
 
 
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 
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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. 
 
1 Pharmaceutical waste management 

Concerns have recently been raised about the health and environmental risks posed by 
pharmaceutical waste (including medicines, controlled drugs and cytotoxics) and the differences in 
pharmaceutical waste management practices in different parts of the country.  In order to obtain a 
view of current policies and practices the Ministry requests that all DHBs provide the following 
information about current (year to June 2016) processes in your district: 
Please confirm whether the DHB funds a regular pharmaceutical waste collection and/or disposal 
process for your community and/or providers  

• if yes please advise frequency, level of funding, and a brief descriptor of what the service 
covers, and how it operates including how waste is disposed  

• if no please advise whether any ad hoc or non-DHB funded collections and disposal services 
related to pharmaceutical waste are undertaken in the DHB district 

MidCentral DHB has funded the district-wide collection and disposal of pharmaceutical 
waste since April 2005 – the Safe and Efficient Disposal of Unused Medicines (SEDUM) 
service. The level of funding for unused medicines is $67,400 (Central Pharmacy).  
MidCentral DHB has also funded the district-wide collection and disposal of diabetic sharps 
(needles, syringes and lancets) since March 2006.  The service was expanded to include 
sharps associated with all dispensed injectable medicines in July 2014. 

The service is promoted by way of word of mouth, posters in general practice waiting rooms 
and community pharmacies, and occasional advertisements in community newspapers.  
When medicines are brought into a MidCentral community pharmacy for destruction, the 
customer is encouraged to fill out a short tick box questionnaire to elicit: 

i. whose medicines they were, and 
ii. why they are being returned 

The medicine and the questionnaire are placed together in a sealed plastic bag and 
quarantined by the pharmacy until it is collected by, or couriered to, Central Pharmacy in 
Palmerston North.  Prior to physically disposing of the medicine into the disposal bin, 
specific information regarding the returned medicine is collected and collated by Central 
Pharmacy staff.  No patient specific information is collected and all patient labelling and 
identifiers are destroyed to maintain patient confidentiality. The medicines are disposed of 
via a commercial medicines disposal company. 
 
 
2 Spinal cord impairment action plan, 2014/15 

All DHBs made commitments to implement and report on a spinal cord impairment action plan in 
2015/16 Annual Plans as follows:  

• All other DHBs - actions to implement agreed nationally directed destination and referral 
processes for acute spinal cord injuries and work with supra regional spinal services 
(Counties Manukau DHB and Canterbury DHB) and Auckland DHB for children’s spinal 
services to implement the New Zealand Spinal Cord Impairment Action Plan 2014-2019. 

Please provide a confirmation report on actions identified in the DHB’s 2015/16 Annual Plan. 

MidCentral DHB confirms that 2015/16 annual plan initiatives have been met. 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. 
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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. 
 
 
3 Healthy Families NZ 

Those DHBs that have a Healthy Families NZ community in their area are expected to provide a 
confirmation and exception report against the examples of participation identified in their Annual Plan. 
 
MidCentral DHB does not have a Healthy Families NZ community in the district  
 
 
4 Social Sector Trials 

DHBs are expected to provide confirmation and exception report against the actions identified in their 
Annual Plan 
 
MidCentral DHB is working alongside the Horowhenua community to support the transition 
from the Social Sector Trial to a locally-led model.  The Senior Portfolio Manager Children, 
Youth & Intersectoral Partnerships has been nominated as the key contact for the 
Government agencies.  A small transitional group has been formed to support the 
preparation of the documents to go to the Directorate. 

Work is well underway with a line-by-line review of all existing contracts and the priorities 
going forward.  The budget has been provided and some additional funding has been secured 
from the Directorate to sustain key programmes until December 2016.   

The project lead that has been in place for some time has completed her contract with ‘Life to 
the Max’ and an interim project lead has been employed.  This has gone relatively smoothly. 

Work will continue over the next six months to ensure the sustainability of the key 
programmes identified in the budget to the Directorate that we wish to continue to have 
funded.  Namely the youth coordinators/social workers in colleges, attendance service and 
the Te Kupenga programme.  Other funding initiatives will be reviewed alongside the budget 
going forward from 1 January 2017.  This will take a bit more time to consolidate. 

 
 

5  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 provide a report on three actions from your suicide prevention plan including: 

• Exceptions, highlights, milestones if any of the actions previously reported are now 
completed, please choose an alternative action. 

MidCentral DHB Key Focus Areas and Selected Actions for 2015/16  
1. Reduce access to means of suicide 

a) 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 
Coronial data is monitored and reported to the prevention postvention response team. 
Contacted the Clinical Advisory Services Aotearoa (CASA - a nationwide mental health 
consultancy with expertise in suicide prevention and postvention training) about a mapping 
document they are due to release, this will inform practice.  It is planned to meet with the 
Police in regards to firearms safety. A member of the Police is also part of the prevention 
postvention response team. 
 
 

241



b) 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) 

Monitored and no repetitive sites/methods have been identified.  
 

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) 

Position currently vacant, but will recommence 1 August 2016.  
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) 

This is continually disseminated through, for example, the MidCentral Facebook page, all 
workshops, training programmes, seminars and forums.  Whakapai Hauora presented their 
service at a Detection and Management of People at Risk of Suicide Seminar. Bereavement 
service information has also been given to funeral homes. 
 
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) 

Report completed on young people’s experiences of cyber bullying in Palmerston North, in 
collaboration with YOSS and ‘Palmy Youth Network’.  This will inform the series of cyber 
bullying workshops to be held in the district. The first is to be delivered in Palmerston North 
in July. Subsequent workshops will be held in Dannevirke, Levin and Feilding. 

 
 

6. Occupational therapy services for people with low vision 
 
Under the Service Coverage Schedule, all District Health Boards fund ophthalmology and optometry 
services. It is understood that some DHBs fund Low Vision Clinics to support people to manage their 
failing sight, particularly older people whose vision has deteriorated later in life.  In response to a 
Health Select Committee petition a project has been underway to develop a national strategic 
direction for low vision rehabilitation services informed by evidence and key stakeholders to guide 
future service planning.  The project has defined low vision as: 
Vision impairment is defined as cannot be corrected by glasses, contact lens, medicine or surgery 
that interferes with a person's ability to perform everyday activities but is not severe enough to access 
Blind Foundation services.  
The Ministry is seeking to understand what occupational therapy services are available for people 
with low vision. 

Please provide a report that identifies: 
• During the last year how many people aged <65 years (excluding children who receive BLENNZ 

services) with low vision have received occupational therapy services as part of a patient 
assessment to help patients activities of daily living? How many clinics were there for them?  If 
Yes, what types of services are provided? How many people had an assessment to review their 
home environment?  

Our data system is not able to provide specific information relating to people under 65 years 
of age who have low vision and who have received occupational therapy services. The service 
tends to see more people with low vision who are aged 65 years or older.   
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Occupational therapy services do complete assessments to determine need for assistance 
with activities of daily living and/or equipment needs but we unable to determine whether 
these are specifically for people with low vision.  There are no specific low vision clinics held. 

• During the last year how many people aged >65 years with low vision have received occupational 
therapy services as part of a patient assessment to help patients activities of daily living? How 
many clinics were there for them?  If Yes what types of services are provided? How many people 
had an assessment to review their home environment? 

Our data system is not able to provide specific information relating to people aged 65 years 
plus who have low vision and have received occupational therapy services. As with all clients 
seen by the service, an initial assessment is undertaken and this includes an environmental 
assessment. For clients undergoing rehabilitation or being seen as community clients, a 
home visit is undertaken, considering safety and maximising independence in the home with 
all tasks. Advice may be given particularly in relation to removal of trip hazards and falls 
prevention strategies. Equipment and / or housing modifications may be recommended. An 
Occupational Therapist is part of the Falls group at MidCentral Health and visual 
impairment was a focus for the recent Falls Campaign. 
 
 
SI4: Standardised intervention rates (SIRs) 

• Major joint replacement procedures, a target intervention rate of 21.0 per 10,000 population 
(Quarter 1 only, for previous 12 months) 

• Cataract procedures, a target intervention rate of 27.0 per 10,000 population (Quarter 1 only, for 
previous 12 months)  

• Cardiac surgery a target intervention rate of 6.5 per 10,000 of population   
• Percutaneous revascularization a target rate of at least 12.5 per 10,000 of population  
• Coronary angiography services a target rate of at least 34.7 per 10,000 of population 
For any procedure where the standardised intervention rate in the preceding 12 month period is 
significantly below the target an exception report is required 
 
Year Ended 31 March 2016.  Raw and Standardised Discharge Rates per 10,000 population for 
Publicly Funded cardiac surgery and cardiology procedures, 95% Confidence Intervals and WIES 
NZ14 Filter Applied.  (All admission types) 
Procedures Codes 
 

Cardiac surgery Angiography Angioplasty 

2015/16 National target intervention rate per 10,000 
population 

6.50 34.7 12.5 

DHB Raw Intervention Rate 10,000 7.42 41.48 11.99 
National Interventions per 10,000 6.13 33.65 12.34 
Std Intervention Rate per 10,000 6.79 37.53 10.87 
Std Intervention Rate per 10,000 - Lower 95% CI  5.69 34.86 9.46 
Std Intervention Rate per 10,000 - Upper 95% CI  8.10 40.40 12.48 
Actual Discharges  128 716 207 
Expected discharges 116 642 235 
Change in SIR from 12 months to March 2015  ▲1.82 ▲7.57 ▲2.86 

Difference from national target 
Not significantly 
different 

Significantly above Significantly below 

Population 172,617 172,617 172,617 
 
All standardised intervention rates have improved over the 12 months to March 2016 relative 
to the period ending March 2015.  The standardised intervention rate for angiography was 
significantly above the national target rate and for cardiac surgery the intervention rate was 
just ahead of target but not significantly different.   
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Although the intervention rate for angioplasty has improved compared to a year ago, it 
remains significantly below the national target intervention rate.  

Angioplasty  

An improvement over this period compared to previous quarters’ rates but remains under 
target.  This procedure is provided by Capital and Coast DHB for MidCentral patients. 
Capacity issues within that DHB and the elective/acute procedure split will impact on 
waiting times and access for both elective and acute PCI patients. Additional weekend 
sessions were recently undertaken in Wellington to reduce waiting times.  

The review by the Central Cardiac Network on acute PCI access and utilisation of Nelson-
Marlborough for this procedure in the event that the regional wait list for acute PCI exceeds 
a number yet to be determined may manage some of this issue if implemented. 

General 

• There has been no change in access to the DSA room for cardiac angiography which 
remains at 3 sessions per week - this continues to be the main factor determining 
angiography rates. To mitigate the impact of this, scheduling is set to ensure that the 
targets are able to be met and acute patients receive their diagnostic in a timely manner. 

• Planning for upgrades elsewhere within the medical imaging department to make extra 
sessions available for cardiac angiography and potentially pacemaker implantation 
continues, and will form part of the review of the Medical Imaging facility. The Business 
case recommending a dedicated cardiac catheterisation facility which would also support 
pacemaker implantation is in progress and supported by the Central Cardiac Network 
and Capital and Coast DHB. 

•  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 upgrade to the existing substations and generators which form part of the MCH 
infrastructure is nearing completion. This upgrade is required to support the 
establishment of an additional DSA room for cardiac angiography – there is no existing 
capacity for additional facilities or upgrades which require significant electrical support 
until this is completed. 

• Regional planning via the Central Cardiac Network will address access to acute PCI for 
regional DHBs through the potential introduction of acute PCI at Nelson-Marlborough 
DHB and transfer of patients to that DHB for acute procedures. 

• Accelerated Chest Pain Pathway established in the Emergency Department from August 
2015 as a joint venture between the Cardiology and Emergency departments at MCH. 

• Full establishment of Cardiologists (4.0 FTEs) sustained. 

• FSA and Follow-up volumes on target for third 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. 

• Cardiology outreach clinics in Wanganui continue monthly – these are cardiologist only 
clinics at present; consideration will be given to potential diagnostic support if staffing 
levels are able to support this. 

• The Cardiology service has taken responsibility for the continuation of the Sesta Mibi 
service following the retirement of the existing Nuclear Medicine physician.   

• The Cardiology service continues to share one session a week for elective pacemaker 
implant in Operating Theatres. This session is shared with respiratory who use the 
theatre for bronchoscopy and cardiology follow within the same session.  

244



This has resulted in increased waiting time for elective implants – prior to the 
establishment of a dedicated catheterisation facility, other options to re-locate some 
elective procedures and improve access and capacity within the existing theatres are 
being considered.   

 
 
SI5: Delivery of Whanau Ora  
The DHB provides a qualitative report identifying progress within the year that shows the DHB’s active 
engagement with existing and emerging Whanau Ora Provider Collectives’ steps towards improving 
service delivery within these providers, and supporting the building of mature providers. This will 
include a summary of the following – how the DHB is:  
• Contributing to the strategic change for Whanau Ora in the district  
• Supporting, including investing in Whanau Ora providers and collectives through deliberate 

activities  
• Engaging with Whanau Ora NGO Commissioning Agencies to identify opportunities for alignment  

Contributing to the strategic change for Whanau Ora in the district 
demonstrate meaningful activity moving towards improved service delivery 

Active participation in Whanau Ora Strategic Innovation and Development Group 
(WOSIDG) is a key mechanism to contribute to Whanau Ora developments across 
MidCentral’s district. All Whanau Ora Providers are present at this Leadership Group along 
with the General Managers and key leaders of cross sector agencies. This leadership forum 
continues to be the key mechanism for Whanau Ora Development.  Te Tihi o Ruahine hosts 
this forum as the recognised Regional Hub with Te Pou Matakana.  
 
Engaging with Whānau Ora NGO Commissioning Agencies to identify 
opportunities for alignment 

Engagement with Te Pou Matakana as the only Whanau Ora Commissioning Agency 
participating in the district (Pacific Futures has no Fanau Ora organisations in our area) has 
been established through Te Tihi o Ruahine as the recognised Regional Whanau Ora Hub for 
this area.  Working with the Whanau Ora Outcomes Roadmap to identify shared focus and 
intervention logic will be a key focus for the coming year.  Developments with the Whanau 
Tahi IT system from Te Pou Matakana also provides an opportunity for shared data 
collection and outcomes sharing as a joined up system of care and support. This also will be a 
key area of investigation in the next year. 
 
Investing in Whanau Ora Provider and collectives to build capacity and 
capability through deliberate activities 

Focus Area Five: Supporting the delivery of Whanau Ora 

Annual Plan 2015/16 Deliverables Progress toward achieving deliverables as at 30 June 2016 

Support the establishment of Whanau Ora 
programmes within the district 
a. Formal six-monthly meetings held with 

each of the local Whanau Ora alliances 
and provider initiatives and Te Pou 
Matakana (the Whanau Ora 
commissioning agency) 

 
 
 

a)  Regular attendance and participation at Whanau Ora 
Strategic Innovation Development Group (WOSIDG)  where 
the General Managers of all Whanau Ora Providers in the 
District meet along with the senior managers of PNCC, 
Housing NZ, MSD, Police, Fire NZ and Ministry of Education. 
A relationship is being further development with Te Tihi o 
Ruahine as the regional hub for Te Pou Matakana which will 
further enable consistency and congruency with 
developments. 
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b. Integrate and streamline contracts 
o By 31 December 2015 review Maori 

provider contracts with a view to 
identifying opportunities for integrated 
contracting 

o Work with Whanau Ora 
alliance/provider initiatives and Maori 
providers to progress integrated 
contracting 

c. Explore other opportunities to support the 
alliance’s/provider initiatives’ programmes 
of action 

b)  Work to review and establish a "prototype" to an approach 
for integrated contracting arrangements is ongoing, but has 
slowed due to other priorities.  The intent is that once the 
“prototype” contracting arrangement has been agreed, MDHB 
will roll out the approach with other providers. 
The DHB and PHO leadership through the Directors of Māori 
Health have worked together to establish a Māori Alliance 
Leadership Team (MALT) which consists of all Whanau Ora 
Collectives and Providers, all Iwi Health Providers and all 
Māori Health providers. 
The intention of this group is to ensure an integrated and 
planned approach to whanau ora delivery and practises 
across the district and that any Māori health/whanau ora 
strategic planning, funding and contracting, contract review or 
new service development will occur following engagement and 
input from this group. 
The intention is that the MALT also provides a forum for 
ongoing engagement and planning with the commissioning 
agency – Te Pou Matakana. 

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

 
 
SI6: 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:  June 2016  Maori Pacific Asian Other Total 
Number of women screened in last 3 years 4,413 681 2,006 25,041 32,141 
Eligible enrolled population* 7,016 984 3,196 31,279 42,475 

Percentage 62.9% 69.2% 62.8% 80.1% 75.7% 

* Hysterectomy adjusted. 

2015/16 Annual Plan 
initiatives 

Milestones Progress as at 30 June 2016 

(AP31)  Improve cervical 
screening rates within the 
district 
o Implement outcomes of 

the January 2015 
cervical screening pilot 
study in accordance with 
agreed timelines  

Screening targets 
achieved and 
inequities eliminated 
by June 2016 

The total population coverage has slightly 
increased alongside minimal increases for 
Maori, Pacific and Asian populations.  The 
Cervical Screening Steering Group is 
currently working on the 2016/17 cervical 
screening plan.  It is envisaged that a 
reenergised Steering Group with a population 
focus will provide some guidance to 
improving coverage overall. 
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Ownership 

OS3: Inpatient average length of stay (ALOS) 
• The standardised ALOS for inpatient discharges in a surgical specialty (‘S’ purchase units) with 

an elective admission type, expressed as the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by 
the nationwide elective surgical inpatient ALOS. 

• The standardised ALOS for acute discharges in any medical or surgical specialty, expressed as 
the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by the nationwide acute inpatient ALOS. 

  

Admit 
Type 

Baseline:  12mths to 30 September 2014 Average length of stay (ALOS) 

Number of 
discharges 

Number of bed 
day equivalents 

Observed 
length of stay 
(hours) 

Predicted 
length of stay 
(hours) 

Unstandardised Standardised 
MidCentral  National 

Acute 21,146 61,888 1,485,318 1,331,130 2.93 2.95 2.64 
Elective 5,407 9,191 220,587 210,719 1.70 1.74 1.67 

 

Admit 
Type 

12 months to 31 March 2016 Standardised 
ALOS (days) 

2015/16 
Annual 
Target 

Number of 
discharges 

Number of bed 
day equivalents 

Observed 
length of stay 
(hours) 

Predicted 
length of stay 
(hours) 

Unstandardised 
ALOS (days) MDHB National MDHB 

Acute 22,750 55,368 1,328,839 1,296,649 2.43 2.61 2.55 ≤2.95 
Elective 5,129 8,255 198,127 187,095 1.61 1.70 1.61 ≤1.67 

Data Source:  Ministry of Health.  Report date 24 June 2016 
Note change in methodology for measuring ALOS applied from July 2015. 
 

Elective ALOS:  No significant change over 
these last three quarters; small increase of 
0.01 days for the 5,129 discharges over these 
12 months to 1.70 days relative to last quarter.  
Result for the 12 months ending March 2016 
remains above the local target and the 
national average length of stay for elective 
events. 

Challenges for the last six months have been 
around bed occupancy within all the adult 
inpatient wards.  To enable home warding to 

be truly effective, bed occupancy should ideally be between 85 and 90 percent.  Due to 
increased occupancy in recent months some patients have been displaced with limited ability 
to correct this within the working day.  This continues to be closely monitored. 
 
• The programme of work continues with the introduction of Colorectal ERAS – this will 

see all elective patients provided with a standardised programme of care for the duration 
of their stay.  This is running to plan with an implementation date planned for July 2016. 

• Multi-disciplinary meetings continue on a weekly basis to focus on patients who have a 
length of stay greater than 10 days – this continues to help problem solve some of the 
issues that arise in both elective and acute admissions in the discharge planning process. 

• Integrated Discharge Planning continues to occur within the inpatient wards.  The Nurse 
Co-ordinator Case Manager (NCCM) has met with the Community Clinical Nurses Long 
Term Conditions (CCN LTC) group to discuss integrated discharge planning processes 
for long stay complex patients.   
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The GPTs continue get a weekly update of their hospitalised patients and the NCCM will 
co-ordinate with the Community Clinical Nurses (CCNs) and GPT on a case by case basis 
to ensure seamless discharge planning occurs with invitations to attend ward based 
multi-disciplinary meetings as required.  This continues to be a focus at the ALOS long 
stay meetings on a weekly basis. 

 
Acute ALOS:  Achieving target result and 
getting closer to national average length of 
stay for acute events. 
 
 
 
 
 
 
 
 
 
 
 

 
 
 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 measure remains under review and re-development.  It is expected 
that this will resume in 2016/17, with formal reporting from January 2017.   
 
 
OS10: Improving the quality of data submitted to national collections 
Improving the quality of identity data within the National health Index (NHI) and event data submitted 
to the National collections Systems (NCS) 
• Focus Area 1:  improving the quality of identity data within the NHI 
• Focus area 2:  Improving the quality of data submitted to National Collections 
• Focus area 3:  improving the quality of the Programme for the Integration of Mental Health Data 

(PRIMHD), including a particular focus on Mental Health Act data 
 
Measure 2015/16 Qtr Totals (n/d) Result Rating 

Focus area 1:  National identity data  
(1)    New NHI registration in error (causing 

duplication) 
 

1 7 / 145 4.83% Not achieved  
2 1 / 120 0.83% Outstanding 
3 4 / 128 3.13% Partially achieved 
4                2 / 107 1.87% Achieved 

(2)   Recording of non-specific ethnicity in 
new NHI registration 

 

1 1 / 650 0.15% Outstanding 
2 1 / 660 0.15% Outstanding 

3 0 / 622 0.00% Outstanding 

4 0 / 595 0.00% Outstanding 
(3) Update of specific ethnicity value in 

existing NHI record with a non-specific 
value 

1 1 / 650 0.15% Outstanding  
2 5 / 650 0.76% Achieved 
3 6 / 622  0.96% Achieved 
4 7 / 595 1.18% Achieved 
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Focus area 2:  :  National collections  

(1)    NBRS collection has accurate dates 
and links to NNPAC and NMDS * 

1  1,791 / 1,842 97.23% Achieved  
2 1,820 / 1,883 96.65% Partially achieved 
3 1,609 / 1,654 97.28% Achieved 
4 1,891 / 1,954 96.78% Partially achieved 

(2)    National Collections file success rate 
(PRIMHD, NMDS, NNPAC and NBRS 
records) 

1 Average 96.9% Partially achieved 
2 Average 98.6% Achieved 
3 Average 98.2% Achieved 
4 Average 98.9% Achieved 

(3)    Standard versus edited diagnosis code 
descriptors in the NMDS (M00 to M99, 
S00 to T98, U50 to Y98 excluding U739, 
Y929, X59) *  

1  5,168 / 5,579 92.6% Outstanding 

2 5,521 / 6,413 86.1% Achieved 
3 5,749 / 6,537 87.9% Achieved 
4 6,415 / 7,166 89.5% Achieved 

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

1 27,790 / 82,052 33.9% Not Achieved  
2 28,460 / 82,786 34.4% Not Achieved 
3 48,310 / 74,129  65.2% Not Achieved 
4 8,1625 / 8,1625 100% Outstanding 

* These measures consist of data for the period March 2016 to May 2016 (extracted 07/07/ 2016) 
** National collections (Q4): NBRS 99.04%  NNPAC       99.82%  
    NMDS 99.40%  PRIMHD    97.40% 
 
Focus Area 2:  National collections 
NBRS collection has accurate dates and links to NNPAC and NMDS 
 
MidCentral Health submits in the NBRS batch file the operation date of which should be the 
exit date from NBRS.   

A recent review of the Data quality file of matches between the national collections show 
many discrepancies in the data held locally and that being reported nationally. 

We continue to liaise with the Data Quality team and the Ministry of Health to identify how 
this is occurring.   

Internally NBRS and NMDS records are reporting identical dates for operation but the exit 
date being reported by the MoH is different. 

Also patients treated on the Mobile Surgical Bus do not have an NMDS record at MCH as the 
admission is done by Mobile Surgical Services.  Clarification is required about whether these 
patients should be exited from the MCH waiting list as treated electively, which they are, or 
should they be exited as ‘exit other means’. 

Focus Area 3:  PRIMHD Data Quality 

a) File load success: (97.40%) 12,947/13,293   

b) Data quality audits and corrective actions (including Mental Health Act data) 
Date(s) of audit Corrective actions 

Ongoing Business as Usual: The PRIMHD site coordinator (part time position) 
continues to undertake regular data quality checks.  Reconciliation between 
various data sets in different systems continues (including data checking of 
data provided by Te Pou and applying their extract criteria and calculation 
formulae to verify that PRIMHD extract is feeding the data correctly).  So far 
the figures do not vary significantly. 

Issue-based Various issues have been identified with the Outcomes Measure recording 
tool (“SMART Online”) that result in “date outside scope” errors and the 
vendor has been notified and requested to fix the problems. 
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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) 
 
Submitted as required.  No significant variances in delivery of outputs compared to 
purchased levels for this quarter; 1.8% above available acute bed days 
 

Developmental measures 

DV4: Improving patient experience 
Implementing a national approach to collection, measurement and use of patient experience information 
 

 Survey domain  
Number of 
respondents 

 MidCentral Weighted 
Average * (95% CI) 

New Zealand Average 

Aug Nov Feb May Aug Nov Feb May 
Communication 183 8.1 8.6 8.1 8.4 8.4 8.3 8.2 8.4 
Partnership 175 8.1 8.7 8.5 8.6 8.4 8.4 8.4 8.6 
Coordination 176 7.9 8.8 8.1 8.3 8.4 8.4 8.3 8.4 
Physical and 
emotional needs 

175 8.4 8.9 8.5 8.5 8.7 8.6 8.6 8.7 

* The weighting methodology divides respondents into twelve age/sex groups and calculates for each DHB the 
proportion of all patients in each group divided by the proportion of responders in each group.  The resulting 
weights are then applied to each responding patient and the scores that they give for each domain are multiplied 
by the weighting factor.  The calculation of the mean is then undertaken on these weighted scores rather than the 
raw scores. 
 
Results from the last survey round (in May) show three of the four domains slightly more 
favourable than previous survey scores in February, notably with the communication 
domain.  Results continue to be much the same as those for all DHBs. 

The response rate remains good at 46 percent (average for all DHBs was 27% in May).  
 
 
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. 
 

 

Six months to 31 March 2016 
 

Deprivation Ethnicity 
1 2 3 4 5 NS Total Maori Other Total 

Number of children who had a B4SC 
identified as obese* and were 
referred from the B4SC to a relevant 
service 

0 4 3 4 10  21 7 14 21 
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Number of children who had a B4SC 
identified as obese* and were 
already under care of a service 

0 1 0 1 1  3 1 2 3 

Number of children who had a B4SC 
identified as obese* and the 
parent/caregiver declined the referral 

2 1 7 3 10  23 11 12 23 

Numerator: 2 6 10 8 21  47 19 28 47 

Denominator: 

The number of children who had a 
B4SC and were identified as obese 
(BMI >98th percentile) 

5 15 23 16 35  95 37 58 95 

*classification of obese is a BMI >98th percentile 
* Data source:  MoH – B4SC data for the 6 months to the end of March 2016 
 
Percentage of children who had a B4SC identified as obese and referred to a relevant service 
(includes referrals sent and acknowledged, declined, and already under care only, i.e. excludes referrals sent but 
not acknowledged) 

Ethnicity Maori Other Total 
MidCentral 38% 38% 38% 
National 26% 29% 28% 

 
Deprivation 1 2 3 4 5 
MidCentral 40% 27% 39% 38% 43% 
National 27% 29% 28% 26% 29% 

 
MidCentral’s results continue to show a higher rate of referral than the national average, and 
are consistent across ethnicity groups. 

Data quality concerns  

Plunket, as the lead provider for the MidCentral DHB B4SC programme, still has some 
reservations regarding the data reported but the explanation provided this quarter with the 
data has provided a level of comfort.     
 
Local activity underway and key activity required to manage the new target 

There is considerable local activity underway to support and manage the new B4SC obesity 
target from 1 July 2016 onwards.  A B4SC obesity target steering group has been formed to 
drive the initiatives required.  The Collaborative Clinical Pathway (Map of Medicine) is well 
underway and this is proving useful to identify issues and pitfalls throughout the process.  
Most of the work will be completed within the next few months including the multi- 
disciplinary team approach to referral management.  Contractual arrangements have been 
entered into to ensure some support for administration of the MDT approach. 

Potential issues to manage the new target 

A lack of standardised national resources (ie growth charts) has meant a lot of running 
around for DHBs in an environment that is extremely hectic and where no funding has been 
provided to support this work.   

It would have been most useful if prior to the implementation of the target that an outcomes 
framework was established to determine the success (or not) of the programme.  The 
opportunity to make significant change to a family/whanau will be lost if a national measure 
is not instituted to support the health target.   

National professional development for the sector would have been very useful and would 
have ensured national consistency.  Funding constraints continue to be a major concern. 
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Crown Funding Agreement Reporting 

Before School Check funding 
For reporting purposes only, where the DHB has reached twenty five percent of its high deprivation 
target and twenty five percent of its total population target within each quarter a confirmation 
statement will be required from the DHB.  An exceptions report is required if the DHB has not met 
twenty five percent of its high deprivation coverage target and twenty five percent of its eligible 
population target within each quarter. The DHB must provide an exceptions report outlining any risks 
or delays to meeting the high deprivation target and eligible population target, and steps taken to 
mitigate these risks/delays. 
 
2015/16 High Deprivation Others Total Population 
Eligible population 550 1,689 2,239 
Target (90% of eligible) 500 1,536 2,036 
 

2015/16 High Deprivation Others Total Population 
Qtr4 YTD Qtr4 YTD Qtr4 YTD 

Total number of B4 School Checks 
completed 

126 512 405 1,550 531 2,062 

Percentage of target population with 
B4 School checks completed 

100.8% 102.4% 105.5% 100.9% 104.3% 101.3% 

 
The Before School Check Team continues to meet target, but only just.  MidCentral DHB is 
asking Plunket as the lead provider to lift coverage for the 2016/17 year.  The team is working 
hard to establish links into additional Kohanga Reo to improve coverage of that sector.  The 
DHB continues to be supportive of the B4SC team and the consistent quality of the checks 
provided across the DHB which is exemplary. 
 
 
Electives Initiative and Ambulatory Initiative 
A quarterly exception report will be required by the Ministry if, at the end of a period, the agreed 
CWDs are more than 5 percent lower than the planned level identified in the agreed Production Plan 
for the period or if the agreed FSAs, NAPs, Tests or Bariatric are more than 20 percent lower than the 
planned level. 
Where the DHB has one month of red ESPI the DHB will be required, when requested, to provide the 
Ministry with an ESPI Recovery Plan (“ESPI Recovery Plan”).  The ESPI Recovery Plan will outline 
the actions being taken, and the expected timeframe, for the DHB to return to ESPI compliance. 
• A monthly ESPI Report (“ESPI Report”) against the ESPI Recovery Plan will be required by the 

Ministry by the third Friday of each month until the DHB regains ESPI compliance.    
 
Quarter 4:  01 April – 30 June 2016 

Electives and 
Ambulatory Initiative  

Planned Annual 
Volumes 

Planned 
Total YTD 

Actual 
Total YTD 

Variance % Delivery 
of YTD Plan 

Case Weighted Discharges 
(CWDs) – Surgical PUCs + 
Inpatient Dental and 
Cardiology 

Base 6,660.7 

9,016.0 9177.4 161.4 101.8% Additional 2,355.3 
Total 
CWDs 9,016 

First Specialist 
Assessments (FSAs)  

Total 
FSAs   22,245 22,245 26,754 4,509 120.3% 

 Medical 8,286 8,286 10,967 2,681 132.4% 
 Surgical 13,959 13,959 15,787 1,828 113.1% 
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Community Referred Tests* Total 34,854 34,854 49,932 15,078 143.3% 
Non Admitted Procedures Total   5,818 5,818 5,913 95 101.6% 
Grouped Procedures ** Total   3,387 3,387 2,914 -431 67.4% 

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

• Planned volume of case weighted discharges achieved.  Actual First Specialist 
Assessments well above planned volume for the year – in both Medical and Surgical 
specialties. 

• The total volume of community referred tests delivered was well above plan resulting 
from the increase in radiology examinations and cardiology tests (delivering 151% and 
117% of planned volumes respectively) 

• Colonoscopies were well above plan for the year (1,164 procedures delivered - 131% of 
planned volume), whereas negative variances to planned annual volume for ERCPs, 
gastroscopies, bronchoscopies and cystoscopies. 

  
Elective Services Patient Flow Indicators (ESPI) status: 

ESPI 
April  May June 

Level Status 
% 

Improve 
Required 

Level Status 
% 

Improve 
Required 

Level Status 
% 

Improve 
Required 

1 23 100% 0 23 100% 0 23 100% 0 
2 17 0.4% -17 18 0.4% -18 5 0.1% -5 
3 15 0.2% -15 23 0.3% -23 19 0.3% -19 
5 31 1.9% -31 17 1.0% -17 16 0.9% -16 
6 3 2.0% -3 6 2.9% -6 3 1.3% -3 
8 660 100% 0 885 100% 0 851 100% 0 

Report Run Date: 01 August 2016 
 
Volume of patients waiting returned to being within threshold for FSA (ESPI 2) and 
treatment (ESPI 5) wait times by end of June. 
 
 
Well Child / Tamariki Ora services 
Provide quarterly reports of data based on the following table. 

For quarter ending June 2016 
Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers) 
Total number of enrolled children at end of quarter 1489 
Number of new babies enrolled during quarter 86 
Number of clinical FTEs delivering the Service 7.5 
Number of non-clinical FTEs delivering Services 2.875 
Number of core contacts delivered during quarter 480 
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)  

• Number of antenatal contacts 0 
• Number of face to face contacts 22 
• Number of telephone contacts 5 
• Number of contacts in a group setting 0 

Number of Standard Additional contact (SACs) delivered during quarter (123 days plus)  
• Number of face to face contacts 233 
• Number of telephone contacts 39 
• Number of contacts in a group setting 8 

Number of Joint Additional contacts (JACs) delivered during quarter 8 
Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during 
quarter 

3 
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Reports required for provider arm WCTO services (if applicable)     
Total number of enrolled children at end of quarter 12 
Number of new babies enrolled during quarter 1 
Number of clinical FTEs delivering the Service 0.2 
Number of non-clinical FTEs delivering Services 0 
Number of core contacts delivered during quarter 23 
Number of Early Additional Contacts (EACs) delivered during quarter 

• Number of antenatal contacts 0 
• Number of face to face contacts 2 
• Number of telephone contacts 10 
• Number of contacts in a group setting 0 
• Number of face to face contacts 11 
• Number of telephone contacts 23 
• Number of contacts in a group setting 0 

Number of Joint Additional contact (JACs) delivered during quarter 0 
Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during 
quarter 

0 

 
Annual contracted provider payment return 
 

Well Child Service 
Providers 
 

ContractID WCTO (i.e. CO1016) 
contract price for 2015/16 
(GST excl) 

Wash-ups deducted 
for 2015/16, if 
applicable (GST excl) 

2015/16 Net price 
paid YTD (July-
June 2015) 

Te Runanga O Raukawa 350405 $496,105.10 Nil $496,105.10 

Te Wakahuia 306998 $130,845.74 Nil $130,845.74 

Best Care Whakapai 
Hauora 307677 $123,190.34 Nil $123,190.34 

Rangitane o Tamaki Nui-a-
Rua 350660 $129,789.83 Nil $129,789.83 

Total all providers  $879,931.01 Nil $879,931.01 
 
Certification report that the DHB has met the service requirements as set out in clauses 2.6 and 5.2. 

MidCentral DHB has met all the service requirements as set out in clauses 2.6 and 5.2 of the 
Crown Funding Agreement. 

Narrative reporting on the implementation of the proposal described in clause 2.8.1. 
Part A:  The Regional WCTO Karo Data Visualisation Project Report has been sent directly 
from TAS to Ministry of Health as requested. 

Part B:  The progress report on delivery of the WCTO Enrolment Project has been submitted 
to the Ministry of Health, as requested. 
 
  
Establishment of Green Prescription Initiative 
Number of adult referrals to the Adult Service and number children and families to the Active Families 
programme for the quarter by referral source, age group, gender and ethnicity.  Brief narrative on 
highlights and challenges for the quarter.  Referral total year to date against annual target.  The DHB 
will also be required to report annually as part of quarter four reports on their performance against the 
nine KPIs (outlined in Clause 2.4), and a description of how they will improve their performance in the 
KPIs that are not met. 

Summary report for quarter 4: 
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Active Families programme 
Number of children referred this quarter: 21 

GRx Active Families (children) referrals year to date: 165   Annual target: 50 

Gender: Age of children: Ethnicity of children: Referral source: 
Male 9 Under 5 yrs 7 NZ European 5 Paediatrician 1 
Female 11 5 – 9 yrs 5 Maori 12 GP  6 
Not stated 1 10 – 14 yrs 8 Pacific 4 Practice Nurse 1 
 15+ yrs  1 Asian 0 Public Health Nurse 0 

 Indian 0 Dietician/Nutritionist 0 
Other  0 Self 6 
Unassigned 0 B4SC Coordinator 7 

Highlights for this quarter included an Active Teens programme starting at Waiopehu College 
and continual growth of the Active Families Feilding programme, which is now being held at 
North Street School. This quarter also saw the Active Families Palmerston North programme 
take part in a cooking class which was hosted by the Super Grans. This has been an incredible 
year for the Active Families programme with a total of 165 referrals across our district 
programmes – far exceeding annual target. 

Adult Services programme 
Number of referrals this quarter: 280  (Direct: 225 / Repeat:55 )  

Referrals year to date: 1,331 Annual target: 1,488 

Gender: Age of referrals: Ethnicity of referrals: People referred 
with diabetes:  

Male 85 0 – 29 yrs 28 NZ European 194 Type 1 2 
Female 195 30 – 49 yrs 85 Maori 59 Type 2 47 
Not stated  50 – 64 yrs 79 Pacific 8 Pre-diabetes 20 
 65+ yrs 68 Asian / Indian 12 Diabetes   

Not stated  Latin American  unspecified 
  Other European / American 7 Gestational  

diabetes 
2 

Sport Manawatu is disappointed with the low referral numbers for the quarter especially 
after the high number of referrals last quarter. While the number of young people referred to 
the Active Families programme far exceeded the annual target number, Sport Manawatu is 
very conscious of not meeting the annual target for the Adult programme (157 fewer adults 
than planned).  Sport Manawatu is currently investigating new ideas to boost the promotion 
of the GRx programme in the communities where we are working. Sport Manawatu is 
currently putting together a promotional video, has put together a more localised flier and 
the Operations Manager has been in communications with a stakeholder who will convey 
information through to local pharmacists.  
 
 
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. 
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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 has subcontracted this position to Massey University Psychology service 
that has a long standing relationship in cancer psychology support with MidCentral DHB.  
Massey has appointed an onsite clinical psychologist who has an office on Ward 23 - the 
cancer inpatient unit.   

The incumbent works regionally but is well integrated with the two social work roles and the 
wider team of nurse, radiation therapists and clinicians who support patients.  There are 
seamless processes around referrals to ensure that clinicians have simple pathways for 
accessing services. 

The DHB confirms that the service requirements, as set out in Clause 3, are being met. 
 
 
Appoint Cancer Psychological and Social Support Workers 
Six monthly reports in accordance with the reporting requirements set out in the CFA Variation 
(Schedule D3) for this service, as below: 
(Clause 6.2 refers):  The report must include certification by the DHB’s Chief Operating Officer that 
the DHB has met the service requirements as set out in clause 3. The DHB must provide a report with 
the following information: 
• the requirements which have not been met 
• why the requirements have not been met 
• what is being done to meet the requirements 
• when the requirements will be met. 
(Clause 6.3 refers):  The DHB is also required to participate in the evaluation of the cancer 
psychological and social support workforce initiative, and provide all information / documentation 
requested by the Ministry’s selected provider for the evaluation, as per clause 3.1.2.6. 
 

 
Two social work roles and a Regional Lead Cancer Clinical Psychologist have been part of the 
staff since January 2016.  The roles have been created to enable the experience of patients 
and their whānau at the ‘front end’ or beginning of the cancer journey. This approach 
mirrors the overall intention of the Faster Cancer Treatment Programme (FCT), which aims 
to improve patient outcomes through more timely, seamless, organised and supported access 
to cancer services.  

Traditionally oncology social work has mainly focused on patients undergoing active 
chemotherapy and or radiation treatment, working within the treatment service and Ward 
23.  Working in this way has left a gap in provision for those patients who have a high 
suspicion or early diagnosis of cancer but are yet to be referred to the treatment service.  

The new initiative begins at the onset of the cancer journey, with the supports for cancer 
patients being provided within the ambulatory care setting.  

This means that more patients will be able to access specialist support at the time they are 
receiving a cancer diagnosis and crucially, during the preceding, often uncertain and 
emotionally distressing diagnostic period.  

The new social work roles along with the existing team, are working within the regional 
framework for better supportive care (He Anga Whakaahuru) led by the Central Cancer 
Network and newly appointed Regional Lead Clinical Psychologist, who is based in the 
Regional Cancer Treatment Service.   

The main focus to date has been on establishing the initiative and understanding how to 
grow the service in the future.  The team has also been active in the service and have received 
several referrals.   
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At the time of writing 34 cases have met the eligibility criteria and are accepted into the 
initiative. Some patients are for social work input only, some for psychology and others are 
being jointly worked by both disciplines. Feedback from clients has been very positive and 
some examples of their comments are: 

“I came here with so many concerns and feel like they have all been taken from me.” 

“I felt so alone, scared and confused about what was happening to me and it is a relief to 
know that I have support”.  

Work with stakeholders to develop good relationships will be ongoing, as will the endeavours 
to produce good quality data and elicit feedback to evaluate success in undertaking to 
provide a seamless, patient and whānau focused service.  

The requirements of the Crown Funding Agreement Variation are being met and the 
initiative is overseen by a multidisciplinary governance group that meets monthly. 
 
 
Appoint Cancer Nurse Coordinators 
Report as detailed in clause 6.2. DHB to confirm the number of nurses that have been appointed, and 
the expertise of each nurse (eg, appointed 1 FTE lung cancer nurse coordinator). 
Certification by the DHB’s Chief Operating Officer that the DHB has met the service requirements as 
set out in clause 3 is required. The DHB must provide a report with the following information: 

• the requirements which have not been met 
• why the requirements have not been met 
• what is being done to meet the requirements 
• when the requirements will be met. 

The DHB is also required to participate in the evaluation of the cancer nurse coordinator roles, and 
provide all information / documentation requested by the Ministry’s selected provider as per clause 
3.1.2.3. 
 
All requirements have been met with regards to these roles.  MidCentral DHB continues to 
employ 1.5 FTE Cancer Nurse Coordinators with the roles working across respiratory and 
gynaecology.  The nurses 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.  The CNCs and their counterpart Clinical Nurse Specialists in 
other tumour areas, work collaboratively to ensure good support across all MidCentral 
patients.  All nurses are members of the Supportive Care network that meets monthly and is 
now providing a work in action forum for patient centred initiatives driven by the Cancer 
Psychological and Social Support Workers initiative. 
 
 
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. Small volume (refers to patients aged under 65 years). 
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