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PART 1 

Members: 
John Waldon (HDAC Chair), Brendan Duffy (Board Chair), Oriana Paewai, Norman 
Gray, Karen Naylor, Muriel Hancock, Jenny Warren, Lew Findlay, Vaughan Dennison, 
Heather Browning. 

Apologies: 
Materoa Mar 
Craig Johnston 

In Attendance: 
Kathryn Cook - Chief Executive, Judith Catherwood – General Manager, Quality & 
Innovation, Gabrielle Scott – Executive Director, Allied Health,  
Tracee Te Huia – General Manager, Maori Health, Nicki Williamson - Committee 
Secretary. 

In Attendance (part meeting): 
Item 3.1 Andrew Nwosu & Syed Zaman – Operations Executive & Clinical 

Executive, Te Uru Whakamauora, Healthy Ageing & Rehabilitation  
Debbie Davies – Operations Executive, Te Uru Kiriora, Public, Primary &  
Community Health  
Scott Ambridge & Vanessa Caldwell – Operations Executive & Clinical  
Executive Te Uru Rauhī, Mental Health & Addictions  
Sarah Fenwick & Jeff Brown – Operations Executive & Clinical  
Executive Te Uru Pā Harakeke, Healthy Women Children & Youth  
Cushla Lucas & Claire Hardie – Operations Executive & Clinical Executive 
Te Uru Mātai Matengau, Cancer Screening, Treatment & Support  

Items 3.1,3.2  Lyn Horgan – Operations Executive Te Uru Arotau, Acute & Elective 
Specialist Services  

Items 3.4 Greg Brogden – Acting General Manager, Enable New Zealand 
Item 3.5 Wayne Blisset – Operations Executive Pae Ora Paiaka Whaiora Hauora 

Māori Directorate 
Item 3.6 Dr Janine Stevens – Public Health Physician, Pae Ora Paiaka Whaiora  

Hauora Māori Directorate  
Items 3.7,3.8 Susan Murphy – Manager, Quality Improvement and Assurance 
Item 4.1 Vivienne Ayres – Manager, DHB Planning and Accountability 
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AGENDA – Part 1 
1. KARAKIA 09.00 

He Karakia Timata 

Kia hora te marino 
Kia whakapapa pounamu te moana 
Hei huarahi ma tatou I te rangi nei 

Aroha atu, aroha mai 
Tatou I a tatou I nga wa katoa 

Hui e taiki e 

May peace be widespread 
May the sea be smooth like greenstone 

A pathway for us all this day 
Give love, receive love 

Let us show respect for each other 

2 ADMINISTRATIVE MATTERS 09.05 

2.1 Apologies PAGE 

2.2 Late Items 

2.3 Register of Interests Update  117-119

2.4 Minutes of the Previous meeting  4-9

2.5 Matters Arising from previous minutes 10

3. PERFORMANCE REPORTING 09.15 

3.1 Cluster Update for January 2020  11-49

3.2 Te Uru Arotau, Acute & Elective Specialist Services Presentation 

3.3 Pae Ora Paiaka Whaiora Hauora Māori Directorate Progress 
Update Against the Manawhenua Hauora Work Programme 

50-58

3.4 Enable New Zealand Report to 31 January 2020 59-63

3.5 Ka Ao Ka Awatea – Māori Strategic Framework 2017-2022: 
Implementation Progress Annual Update 

64-69

3.6 Health Equity Work Programme Update Monitoring Health Equity 70-77

REFRESHMENT BREAK 10.30

3. PERFORMANCE REPORTING - Continued

3.7 Clinical Governance and Quality Improvement Report 78-105 10.45

3.8 Potential and Actual Serious Adverse Events for January 2019 to 
January 2020 

106-108
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4. DISCUSSION / DECISION PAPERS 11.00 

4.1 Status Update Report – Implementation of the 2019/20  
Regional Service Plan, Quarter 2 

109-112

5. INFORMATION PAPERS 11.15 

Information papers for the Committee to note

5.1 Committee’s Work Programme, 2019/20 113-116

 Register of Interests 117-119

 Glossary of Acronyms 120-127

6. LATE ITEMS 11.25 

7. DATE OF NEXT MEETING

28 April 2020, Boardroom MidCentral District Health Board, Gate 2
Heretaunga Street, Palmerston North

8. EXCLUSION OF PUBLIC
Recommendation: that the public be excluded from this meeting in 

accordance with the Official Information Act 1992, 
section 9 for the following items for the reasons 
stated: 

Item Reason Ref
“In committee” minutes of the previous 
meeting 

For reasons set out in the order paper of 
04.02.20 

Health and Disability Commissioner (HDC) 
Complaints for January 2019 to January 2020 

To protect personal privacy 9(2)(a) 
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Unconfirmed Minutes 
 

MIDCENTRAL DISTRICT HEALTH BOARD 
 

Minutes of the Health & Disability Advisory Committee meeting held on 4 
February 2020 at 9.00am at MidCentral District Heath Board, Board Room, 

Gate 2, Heretaunga Street, Palmerston North 
 

PART 1 
 
PRESENT: 
 
Brendan Duffy (Chair) Muriel Hancock 
Oriana Paewai Jenny Warren 
Norman Gray  Lew Findlay 
Materoa Mar Vaughan Dennison 
Karen Naylor   Heather Browning 
John Waldon  

 
ATTENDEES: 
Kathryn Cook, Chief Executive 
Tracee Te Huia, General Manager, Maori Health 
Gabrielle Scott, Executive Director, Allied Health 
Judith Catherwood, General Manager, Quality & Innovation 
Craig Johnston, General Manager, Strategy, Planning & Performance  
Nicki Williamson, Committee Secretary 
 
IN ATTENDANCE – PART MEETING: 
Lyn Horgan, Operations Executive, Acute and Elective Services 
Sarah Fenwick, Operations Executive, Women, Children & Youth 
Dr Jeff Brown, Acting Chief Medical Officer/Clinical Executive, Women, Children & Youth 
Cushla Lucas, Operations Executive, Cancer Screening, Treatment & Support 
Dr Claire Hardie, Clinical Executive, Cancer Screening Treatment & Support 
Debbie Davies, OE, Primary, Public, Community Health 
Scott Ambridge, Acting Operations Executive, Mental Health & Addictions 
Dr Vanessa Caldwell, Clinical Executive Mental Health & Addictions  
Andrew Nwosu, Operations Executive, Healthy Ageing & Rehabilitation 
Celina Eves, ED, Nursing & Midwifery 
Angela Rainham, Locality & Population Manager  
Communications (1) 
 
Public:   3 
Media:   1 
 
1. KARAKIA 
 
The meeting opened with the Organisational Karakia. 
 
The Chair complimented Management and the team on the new look order papers and 
new processes in place. 
 
2. ADMINISTRATIVE MATTERS 
 
2.1 Apologies 
 
Apologies were received from Dr Syed Zaman, Clinical Executive, Healthy Ageing & 
Rehabilitation. 
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Unconfirmed Minutes 
 

2.2 Late Items 
 
There were no late items. 
 
2.3 Conflicts and/or Register of Interests Update  
 
No members had any conflicts that were relevant to the meeting agenda.   
Vaughan Dennison reminded the meeting that he was a Palmerston North City 
Councillor but his notification hadn’t been received in time to update the register. 
 
2.4 Minutes of the Previous Meeting 

 
It was resolved: 
 
 that the minutes of the previous meeting be approved as a true and correct 

record. (Moved Oriana Paewai; seconded Karen Naylor)  
 
2.5 Matters Arising from the Previous Minutes 
 
The General Manager, Maori Health was asked if she had looked at the Whanganui DHB 
pro equity report, as per section 3c of the previous minutes.  The General Manager 
replied that the information had been received and was currently being reviewed by Pae 
Ora. 
 
 
3. PERFORMANCE REPORTING 
 
3.1 Cluster Update for December and November 2019 
 
The individual cluster reports were considered and the following points were discussed: 
 
Te Uru Whakamauora, Healthy Ageing & Rehabilitation was pleased that two new staff 
would commence work in the next couple of months responsible for the planning, 
funding and provision of specialist services for people over the age of 65 years (55 
years for Māori).  It was acknowledged that there needed to be better visibility of the 
health and care needs of Māori over 55, collaboration with Pae Ora Paiaka Whaiora 
Hauora Māori Directorate was expected to deliver a Māori dashboard that would better 
reflect the needs and outcomes for Māori across all of the clusters.   
 
The end of the Ranfurly intermediate care trial was acknowledged with one of the 
outcomes being a focus on improving health recovery within Residential Care and home 
environments.  An evaluation was in progress and a revised approach to support the 
community was planned.  
 
There was discussion about the staff turnover and the interpretation of monthly versus 
rolling targets. 
 
Te Uru Arotau, Acute & Elective Specialist Services discussed the Short Stays in the ED 
(SSIED) result and how significant work had been undertaken to ensure no one was 
waiting overnight in ED for a bed.  Some work was still required on ED discharge 
processes that were causing delays and making it easier for clinicians to record 
discharge times.  MDHB was the only ED in New Zealand that had variance response 
management reporting and information from that was responded to from the IOC.  
Stress levels on staff had improved as staffing had been increased and the ongoing 
improvements in patient flow took effect.   Redirection for patients presenting to the ED 
and being offered alternative care was working well.  Management confirmed that for 
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patients who did not wait for treatment in ED there was a process and any patients of 
concern were followed up either directly or through their GP. 
 
The Operations Executive Te Uru Arotau was congratulated on the capital investment 
announced for the SPIRE project.  The cardiac catheterisation lab would be paying for 
itself in the second year once large numbers of patients didn’t have to be sent to 
Wellington for treatment.   
 
Referrals reporting had no visibility of equity or utilisation rates – this would be looked 
at when the Māori dashboard was being designed.  Management were asked if more 
emphasis and work could be done on planning around patient ethnicity when booking 
appointments.  It was acknowledged this was part of the out patient improvement 
programme through the creation of an access and booking policy. 
 
There had been an increase in urgent referrals needing to be seen at urology which had 
had an impact on the number of referrals accepted. Urology had recently employed a 
fifth urologist which would improve the situation. 
 
Te Uru Kiriora, Public, Primary & Community Health discussed what work was in place 
to support both the current migrants and the incoming families coming to Levin in July  
this year.  A workforce focus was on how GP Teams were culturally responsive.  The 
model for transition of the new families was being revised including the direct support 
from the primary care team.  This would be discussed further at the afternoon 
workshop. 
 
It was noted that the performance indicators reported needed to be accurate and if 
possible a lessor time lag, which was a system challenge currently. 
 
“Planned sick leave” was explained as eg planned surgeries, three staff in the Te Uru 
Kiriora team had recently undergone joint replacement surgery and associated recovery 
times. 
 
Every employee with more than two years accrued annual leave had a leave plan in 
place.  Management were asked if it would be possible to provide any trend analysis on 
the annual leave levels and it was noted this was within the workforce report produced 
quarterly by People and Culture. 
 
Te Uru Rauhī, Mental Health & Addictions discussed that the single stage business case 
was progressing well for the inpatient facility redevelopment. 
 
Recruitment had been successful and most teams were now fully staffed with the 
exception of SMOs.  Health care assistants had been increased in the wards.  Overtime 
and double shifts were being closely monitored to ensure double shifts were kept to a 
minimum. 
 
There was a pattern of critical times for patients so the access and choice primary 
health initiative programme was now open from 8.00am until 8.00pm to enable staff to 
be more responsive to people outside working hours. 
 
Te Uru Pā Harakeke, Healthy Women Children & Youth clarified that the child 
development service closed RFP and that an equity approach would be considered as 
part of the project.  Clarification was given regarding the TrendCare report that 
identified ‘insufficient care hours’ in midwifery and the additional six FTE granted to 
midwifery given the risk. 
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Te Uru Mātai Matengau, Cancer Screening, Treatment & Support discussed that the 
National Bowel Screening programme was in its early days but Māori reporting would 
be included. 
 
The Committee asked management to pass on their thanks to the staff for working 
extended hours. 
 
There was discussion about the final check campaign which was a safety and 
improvement initiative primarily aimed at ensuring every patient was identified prior to 
receiving blood or any procedure/treatment. 
 
Prostate cancer data would be available in the future, as part of the MDM development.  
A cancer dashboard was being developed and would be available in the future.  
 
It was resolved that the Committee 
 

 endorse the progress made by the Services for November & December 2019 
 note the conclusion date of Te Uru Whakamauora intermediate care bed 

initiative with Ranfurly Residential Care Centre is on 31 January 2020. 
 endorse the progress towards achieving Planned Care 
 note the workforce challenges within Te Uru Pā Harakeke.  (Moved Vaughan 

Dennison; Seconded Lew Findlay) 
 

3.2 Enable New Zealand Report to 31 December 2019 
 
The previous General Manager Enable New Zealand presented this presentation.  
Recruitment was underway for a General Manager and a preferred candidate had been 
selected with reference checks underway. 
 
It was noted that Māori data was lacking from the Enable report.   
 
It was resolved that the Committee 
 

 endorses the Enable New Zealand report to 31 December 2019.  (Moved 
Brendan Duffy; Seconded Oriana Paewai) 

 
3.3 Pae Ora Paiaka Whaiora Progress Update 
 
The General Manager, Māori Health presented this report.  Wayne Blisset’s input into 
the document was acknowledged.   
 
The report had been structured to feedback on progress against the Manawhenua 
Hauora Board work programme, which derived from MDHB’s Māori Health Strategic 
Framework, Ka Ao Ka Awatea.  Updates were provided on the Māori workforce in the 
DHB and how the Hawkes Bay DHB were 7 years in to their Māori workforce 
programme.  The HR team had been asked to look into work already done to prevent 
duplication of effort.  The issue of lack of budgeted funding to increase Māori/Iwi 
provider funding was discussed.  There was a need to work through dis-investment 
strategies for this to occur.   
 
At a national level the Ministry’s Māori Directorate was working on transitioning away 
from the principles of the Treaty to the articles of the Treaty of Waitangi.  Given the 
Health and Disability Act 2000 incorporates the principles and not the articles, the GM 
Māori Health advised that we were waiting on advice on how we transition.   
 
It was resolved that the Committee 
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 endorses the Pae Ora Paiaka Whaiora progress report.  (Moved Materoa Mar; 

Seconded Jenny Warren) 
 
3.4  Clinical and Professional Report: Nursing and Midwifery 
 
The Executive Director, Nursing and Midwifery presented this report.  The report was 
taken as read.  The difficult areas were the ageing workforce within nursing and 
midwifery and recruitment of midwives, which was a national problem, not just a 
regional problem.  Positives included the number of new graduates that had been 
employed including four new midwifery graduates in January. 
 
There were now ten nurse practitioners within the secondary services and nearly 40 
across the district.  CCDM was having a positive impact currently achieving 60 percent 
across all five standards.  The CCDM Governance Group reported quarterly to the 
Board. 
 
Whilst Māori nursing was being supported and recruited to, it was not captured in the 
report.  There was now a Māori Nursing and Midwifery forum, which had met three 
times in 2019 with dates set for 2020. 
 
It was resolved that the Committee 
 

 endorses the progress Nursing and Midwifery has made in the 2019/2021 work 
plan initiatives.  (Moved Muriel Hancock; Seconded Karen Naylor) 

 
3.5  Manawatū District Health and Wellbeing Plan Update 
 
The Locality and Population Health Manager presented this report.   The report was 
taken as read.  Going forward she would be working on an updated population profile for 
Manawatū District along with the other TLA areas we cover.  Manawatū District was 
growing much faster than was predicted (as were other TLA areas in our District).  Some 
issues associated with the growing Manawatū District population included a lack of 
available housing, people being pushed out to rural areas for cheaper housing and 
becoming isolated and older people not being able to move into town from rural areas.    
 
There was continued collaboration with Manawatū District Council in this area.  Over the 
next few months there would be engagement sessions particularly for Iwi in Feilding, 
rural marae and for the communities of Apiti and Tangimoana.   
 
Collaboration was also happening with Horowhenua Council.  They were assisting with 
promotional material to help attract GPs to the area.  All local TLAs had shown a 
willingness to work together with MDHB to improve wellbeing, it was an evolving work 
in progress. 
 
It was resolved that the Committee 
 

 endorse the progress that has been made in relation to the Manawatū Health 
and Wellbeing Plan.  (Moved Heather Browning; Seconded Vaughan Dennison) 
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4. INFORMATION PAPERS 
 
4.1 Committee’s Work Programme 2019/20 
 
The General Manager, Quality & Innovation presented this report.  The report was 
taken as read.  Management were queried if an annual report on the disability strategy 
was enough focus on this area.  This would be considered when the next work 
programme was set. 
 
It was resolved that the Committee 
 

 endorses the update on the 2019/20 work programme.  (Moved Oriana Paewai; 
Seconded Muriel Hancock) 

 
4.2 2020/21 Annual Plan Approach and Priorities 
 
The General Manager, Strategy, Planning & Performance and Strategy and Planning 
Advisor presented this report.  The report was taken as read.  There was a workshop in 
the afternoon where this would be outlined in more detail.  
 
It was resolved that the Committee 
 

 endorse the 2020/21 Annual Plan Approach and Priorities.  (Moved Oriana 
Paewai; Seconded Materoa Mar) 

 
Member Naylor abstained from the vote.  
 
 
5. LATE ITEMS 
 
There were no late items. 
 

 
6. DATE OF NEXT MEETING 
 
17 March 2020, Boardroom MidCentral District Health Board, Gate 2 Heretaunga Street, 
Palmerston North. 
 
 
7. EXCLUSION OF PUBLIC 
 
It was resolved: 
 
 that the public be excluded from this meeting in accordance with the Official 

Information Act 1992,section 9 for the following items for the reasons stated: 
 

 (Moved Brendan Duffy; seconded Vaughan Dennison) 
 
Confirmed this 17th day of March 2020. 
 
………………………………. 
Chairperson 

Item Reason Ref 
“In committee” minutes of the 
Health and Disability Committee 
previous meeting 

For reasons set out in the order 
paper of 26.11.2019  
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Health & Disability Advisory Committee 
 Schedule of Matters Arising, 2019/20 as at 11 March 2020 

Matter Raised Scheduled Responsibility Form Status 
Update re Treaty of Waitangi Policy review process Bd July 19 6-weekly T Te Huia Inc in HP report Ongoing 
Consumer feedback re Choices, particularly intensive 
wrap-around services 

Oct 19 Apr 20 G Brogden Inc in ENZ report Scheduled 

Mental health business case Nov 19 March 20 
April 20 

V Caldwell 
S Ambridge 
N Wanden 

Separate report Scheduled 

Consider if an annual report on the disability strategy is 
enough focus in this area when preparing the next 
Committee Work Programme 

Feb 20 April 20 B Duffy Not a report, for Chair 
consideration. 

To be 
considered 

Provide trend analysis on holiday levels above two years Feb 20 July 20 K Anjaria Report Scheduled 
      
Completed      
Declined referrals:  further information Nov 19 Feb 20 L Horgan Inc in Cluster report Completed Feb 
Risk 805 - Follow-up process and procedures:  
explanation 

FRAC Nov 19 Feb 20 L Horgan Inc in Cluster report Completed Feb 
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For: 

 Decision 

X Endorsement 

 Noting 
 

To Health and Disability Advisory Committee 

Author Cluster Leadership Group 

Endorsed by Kathryn Cook, Chief Executive 

Date 5 March 2020 

Subject Cluster Update for January 2020 

RECOMMENDATION  

It is recommended that the Committee: 

 endorse the progress made by the Services for January 2020 

 note the OPAL (Older People’s Acute Assessment and Liaison) unit continues 
to deliver positive patient outcomes 

 note planning at the local level is well established to prepare for the likelihood 
of Covid-19 being present in our community 

 note Te Uru Rauhī have been experiencing higher than anticipated demand 
through the Acute Care team which has had a flow on effect to the acute 
inpatient ward  

 note Te Uru Pā Harakeke maternity services will commence operational 
management of Te Papaioea Birthing Centre from 1 April 2020. 

Strategic Alignment 

This report aligns to MidCentral DHB’s Strategy and the implementation of its 
Annual and Operational Plans, Locality Health and Wellbeing Plans and Cluster 
Health and Wellbeing Plans. 
 
 
1. PURPOSE 
 
The purpose of this report is provide the Health and Disability Advisory Committee 
with a summary of the performance against plans, budget and targets and to 
advise any current and emerging matters in: 
 
 Te Uru Whakamauora - Healthy Ageing and Rehabilitation 
 Te Uru Kiriora - Primary Public and Community 
 Te Uru Rauhi - Mental Health and Addictions 
 Te Uru Pā Harakeke - Healthy Women Children and Youth 
 Te Uru Mātai Matengau - Cancer Screening, Treatment and Support 
 Te Uru Arotau - Acute and Elective Specialist Services 

 
Each areas report is appended. 
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As agreed in the Board's reporting framework at each Committee meeting a cluster 
will provide an in depth presentation.  On this occasion, Te Uru Arotau Acute and 
Elective Specialist Services. 
 
 
A SUMMARY OF THE SIX HEALTH AND DISABILITY SERVICE CLUSTERS 

Te Uru Arotau – Acute and Elective Specialist 
Services 

Te Uru Kiriora – Primary, Public and 
Community Health 

Te Uru Arotau is responsible for the planning, 
funding and provision of secondary care 
(hospital level) services: 
 Medical services and subspecialties 
 Surgical services and subspecialties 
 Anaesthetics and Intensive Care Unit 
 Medical/Surgical inpatient wards 
 Medical Imaging and Hospital Pharmacy 
 Emergency services 

Te Uru Kiriora is responsible for the planning, 
funding and provision of:  
 Primary and community based services via a 

range of contracted partners’ Public health 
services spanning health promotion, 
protection, regulation, and clinical care 
delivery  

 Specialist sexual health services  
 Child and adolescent dental services for 0-18 

year olds across the district  
 Community based nursing services including 

District Nursing and Primary Health Care 
nursing in partnership with Primary Care and 
the Central Primary Health Organisation  
 

Te Uru Pā Harakeke – Healthy Women 
Children and Youth 

Te Uru Rauhī – Mental Health and Addictions 

Te Uru Pā Harakeke is responsible for the 
planning, funding, commissioning and provision 
of: 
 Primary and secondary maternity care, 

secondary obstetrics and gynaecology 
services, including antenatal day unit, 
inpatients, outpatient clinics, community 
midwifery services and lactation services; 

 Family centred inpatient, outpatient and 
community care for neonates (including 
neonatal intensive care), children (including 
high dependency care) and young people - up 
to their 16th birthday as inpatients and until 
end of school for ongoing ambulatory care. 

 The commissioning of appropriate services to 
help improve the local population’s health 
needs with a particular focus on the first 1000 
days and youth oriented care. 
 

Te Uru Rauhī is responsible for the planning, 
funding and provision of: 
 General adult mental health in community 

(moderate to severe and inclusive of co-
existing problems) 

 Primary Mental Health & Addictions 
 Mental Health Acute Inpatient services 
 Eating disorders  
 Maternal Mental Health  
 Community Rehabilitation  
 Child Adolescent and Family  
 Alcohol & other Drug Specialist Services  
 Maori Mental Health  
 Older Adult Mental Health Services 

(Community and Inpatient) 
 24 hour Mental Health Acute Care Team 

Te Uru Mātai Matengau – Cancer Screening, 
Treatment & Support 

Te Uru Whakamauora – Healthy Ageing and 
Rehabilitation 

Te Uru Mātai Matengau is responsible for the 
planning, funding and provision of: 
 Prevention and early detection (screening) 

programmes  
 Cancer diagnostic and treatment services   
 Cancer support services 
 Palliative care services 
 Non-malignant haematology services 
 Regional services for treatment and screening 

 

Te Uru Whakamauora is responsible for the 
planning, funding and provision of specialist 
services for people over the age of 65 years (55 
years for Maori) and those between the ages of 
16-64 with a physical disability, with a focus on 
assessment, treatment and rehabilitation.  
Services are structured into: 
 ElderHealth 
 Rehabilitation 
 Therapy Services 
 Supportlinks 
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SERVICE: Te Uru Whakamauora 

Healthy Ageing and Rehabilitation 

FOR PERIOD: January 2020 

PREPARED BY: Andrew Nwosu, Operations Executive  

Syed Zaman, Clinical Executive  

Pauline Holland, Planning & Integration Lead 

 
 
1. PERFORMANCE OVERVIEW 
 
Te Uru Whakamauora is generally on track with all initiatives under the Annual, 
Operational and Performance Improvement Plans.  There are no emerging risks or 
areas of concern. Items of note are discussed under Significant Matters. 

Plan   Initiative Rating & 
Trend 

A Increase uptake of integrated falls and fracture liaison service  G ● 
A Improve consistency, quality and efficiency of Home and Community Support  G ● 
A Improve process for the management of PPPR applications  G ● 
A Increase support for older people managing their long term conditions G ● 
P Implementation of “Red to Green” on wards G ● 
P Develop Complex patient pathway Plans for improved Discharge Planning G ● 
P Develop Escalation Plans to manage surge G ● 
P Timely transfers of care: Improving Acute to Rehab pathways G ● 
O Improve patient flow throughout the hospital, reducing barriers and delays  G ● 
O Improve models of care for the older person with frailty  G ● 
O Refine models of care for Older Persons (acute) Assessment and Liaison  G ● 
O Support regional improvements for people and whānau living with dementia G ● 
O Enhance orthogeriatric and general surgical models of care  G ● 
O Promote wellness and age friendly environments for older people G ● 
O Develop a more responsive and effective rehabilitation model G ● 

 

Rating & Trend Legend 
G On track, 

progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed as 
planned. 

 Improved from 
last report. 

 Regressed from last 
report. 

● No change from 
last report. 

  

Plan Legend 
A Annual Plan P Performance 

Improvement Plan 
O Operational Plan   
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1.1 Performance Indicators – January 2020 
 

 

Te Uru Whakamauora continues to focus on improved compliance and monitoring 
of key performance indicators. The current occurrence rate of patient falls were off 
track for January. Te Uru Whakamauora has focused on initiatives to reduce these 
adverse patient events. It is expected that this will improve over the next reporting 
period. Though our hospital acquired Urinary Tract Infection rates are improving, 
year to date variance remains offtrack due to the cumulative effects from previous 
months.  
 
Work continues with the business intelligence teams to ensure the underlying data 
powering the dashboard is accurate and reflective of cluster activity in relation to 
bed day usage. Currently 22 percent of the data is attributable to non Healthy 
Ageing and Rehabilitation patient admissions. 
 
Staff turnover for January exceeded targets, variables such as staff retirement and 
changes in personal circumstance were significant contibutors. These metrics will 
continue to be closely monitored.  
  
For January staff sick leave and annual leave balances over two years exceeded 
target. This continues to be a work in progress. Increasing staff capacity is being 
actively worked upon via recruitment and encouraging healthier working practices 
by ensuring staff take accrued annual leave.  
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2. SIGNIFICANT MATTERS 
 
2.1  OPAL Inpatient Unit 
 
The OPAL (Older People’s Acute Assessment and Liaison) unit continues to deliver 
positive patient outcomes. The efficiency of the unit and its ability to assist with 
system level issues such as Emergency Department (ED) wait times and average 
length of stay is being proactively addressed: 
 
 The entry criteria for the unit is being reviewed so that those most likely to 

benefit from the additional investment in Allied Health staff, to enable safe and 
timely transfer of care, are prioritised for admission 

 Approval has been given for the conversion of a space on the OPAL unit into a 
gym area, further enhancing opportunity to improve physical and functional 
ability prior to transfer back to the community 

 An assessment bay will be opened on the unit, comprising two assessment 
trolleys, enabling rapid transfer of suitable patients to the unit from the ED and 
ultimately allowing direct admission to the unit from the community following 
General Practitioner (GP) referral. The assessment bays were a critical part of 
the Ward 25 (OPAL) reconfiguration proposal to ensure better use of our 
specialist resource (geriatricians) and free up capacity within Medical 
Assessment and Planning Unit. 

 A fast-track system to facilitate rapid transfer from the ED to the OPAL unit is 
being developed, based on utilisation of the Rockwood Clinical Frailty Scale in 
the ED. The Charge Nurse and Associate Charge Nurses are partnering with ED 
and the Post Emergency Department Assessment and Liaision unit to help 
facilitate rapid transfer of suitable patients from ED to the OPAL unit. 

 
2.2  STAR 2  
 
The Red to Green system for identifying and minimising potential delays and 
wasted days in hospital is now business as usual.  
 
The partnership between the Te Uru Arotau and Te Uru Whakamauora in relation to 
the management of hip fractures, specifically the fast-tracking of uncomplicated hip 
fractures from Ward 24 to STAR 2, continues to produce positive outcomes. Since 
the pilot began on 21 October 2019, 35 percent of the hip fracture cohort were 
eligible for fast tracking.   
  
Of those who were fast tracked: 
 
 There was an improvement (reduction) in Average Length of Stay (ALOS) on 

Ward 24 = 2.6 days, compared to 7.2 days previously. 
 ALOS on STAR 2 also improved: 13 days, compared to 15.2 days previously. 
 Combined ALOS for hip fracture patients (Ward 24 and STAR 2) showed 

marked improvement, currently 15.6 days, compared to 22.4 days previously. 
 Averagely patient function improved as evidenced by collated outcome measure 

scores by approximately 73 percent ( admission to discharge) 
 
From December 2019, the pilot has included patients from Horowhenua. The 
expectation is that including the Horowhenua residents will result in 50 percent of 
eligble patients being fast-tracked, thus complying with national standards. From 
an equity standpoint, quarter two data indicates that 100 percent stroke patients 
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are being transferred to STAR 2 within seven days of admission, thus complying 
with national recommendations for stroke care and confirming that, despite the 
implementation of the hip fracture fast-track service, stroke patients are not being 
disadvantaged. We continue to monitor these metrics. Our collaboration with Te 
Uru Arotau continues as we look to strengthen the peri-operative management of 
all patients admitted with hip fracture. 
 
2.3 Creating Hospital Capacity 
 
Te Uru Whakamauora’s draft OPAL Community Service business case that looks to 
implement a locality based and partnership focussed approach to the management 
of older people with fraility was agreed in principle by the Organisational 
Leadership Team in December 2019. Further financial modelling is currently 
underway and the proposal will be re-presented in March 2020. 
 
We have successfully recruited to the role of Elder Health Clinical Nurse Specialist, 
Team Leader, with a start date of 9 March 2020.  
 
We are currently focusing on the recruitment of two additional consultant 
geriatrician positions to enable an enhanced specialist geriatric presence in ED, 
further supporting the management of older people with frailty who are uable to be 
accommodated on the OPAL unit. We envisage that at least one of these 
geriatricians will be in place by July 2020. 
 
2.4 Intermediate Care Pilot 
 
The Intermediate Care pilot began in November 2019 with the aim of creating 
additional capacity in the hospital and providing an improved model of care for 
older people.  
 
Patients who no longer required acute services, but who were not yet ready to go 
home were transferred to step down beds at Ranfurly Resident Care Centre (RRCC) 
in Feilding where they could continue to rehabilitate while being supported by a 
multi-disciplinary team.  
 
During the pilot, patients referred to the service worked towards independence in 
daily activities, under the supervision of the RRCC staff, the facility staff provided 
and managed medication and liaised with the patient’s GP if any issues arose. 
 
All bar one patient, were discharged back to their own homes and had better 
functional ability on discharge.  
 
The pilot ceased on 31 January 2020, 100 hospital bed stays were saved by the 
pilot.  
 
Valuable lessons were learnt from the pilot which was a great example of 
collaboration with the community partners and GP teams.  Following conclusion of 
the pilot, patients who would have been eligible for the service will continue to be 
seen under the Health Recovery Bed Pathway.  The results and feedback of the 
pilot will be critical in enhancing this pathway and improving how care is delivered 
in satellite beds across the district. 
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2.5  Risks 
 
Vacancies exist within our Occupational Therapy (OT) service, these span 
community, rehab and acute services. As an interim measure we are reviewing 
staffing to area allocations and service delivery parameters to ensure optimal 
service continuity whilst vacancies are filled. 
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SERVICE: Te Uru Kiriora  

Primary, Public and Community Health 

FOR PERIOD: January 2020 

PREPARED BY: Deborah Davies - Operations Executive,  

Alison Russell - Planning and Integration Lead 
 

1. PERFORMANCE OVERVIEW 

Te Uru Kiriora is generally on track with all initiatives under the Annual, Operational 
and Performance Improvement Plans.  Continued risk is from Coronavirus which, 
along with other items of note, is discussed under Significant Matters.  
 
Plan  Initiative Rating 

& 
Trend 

 Better Population Health Outcomes Supported by Primary Health Care 
A Increase enrolment numbers across the MidCentral District with a focus on Māori  G  
O Drive effective integrated Locality based care delivery through locality team 

prototype development  and workforce planning  
G ● 

P Pharmacy Improvement Programme  G ● 

P Improve management of Long Term Conditions with a focus on Chronic Pain, 
Diabetes and Respiratory Care 

G ● 

 Improving Child Wellbeing 
A Improve access to youth friendly and appropriate primary health care services to 

improve health outcomes  
G  

O Achieve equity in immunisation coverage rates across priority groups of infants 
and children 

A ● 

 Improving Wellbeing Through Prevention 
A Increase Cervical Screening coverage rates for Māori, Asian and Pacific women to 

achieve and sustain equity 
A ● 

A Reduce the prevalence of smoking, particularly for Māori and increase uptake of 
smoking cessation support services   

A ● 

A Promote and enable wellbeing in communities through health policy initiatives G ● 
 Better Population Health Outcomes Supported by a Strong and Equitable Public 

Health and Disability Strategy 
P Strengthen community based Acute and Urgent Demand model of care and 

delivery  
G  

O Improve patient health care outcomes and experience in primary care and 
community settings through scaling of Health Care Home  

G ● 

A Strengthen delivery of Whānau Ora “closer to home” increasing number of whānau 
who benefit from collective impact participation  

G ● 

 
Rating & Trend Legend 
G On track, 

progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed 
as planned. 

 Improved from 
last report. 

 Regressed from last 
report. 

● No change from 
last report. 

  

Plan Legend 
A Annual Plan P Performance 

Improvement Plan 
O Operational Plan   
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1.1 Performance Indicators  

 
 
THINK Hauora enrolment for Māori is static.  The enrolment team has completed a 
project plan (approved by Ka Ao Ka Awatea Leadership Group) outlining actions to 
target specific populations.  The targeted outcomes include: 
 
 enrolment barriers for Māori within the enrolment processes are clearly 

identified and communicated to stakeholders 
 Māori enrolments are prioritised by General Practices (GPs) 
 enrolment is included as part of the Equity Training delivered to GPs. 
 
Key areas of focus are: 
 
 on-going liaison with GPs to remove process barriers 
 use of data to identify where the unenrolled population are domiciled 
 collaboration with Māori service providers to increase Māori enrolment 
 continued collaboration with community programmes, service providers and 

other government agencies. 
 
An upcoming new initiative is direct enrolments at a Poly Ora/Ora Konnect 
community day late March.  
 
Quit smoking advice data is not complete, however stable data is expected to be 
available at the end of this quarter.  THINK Hauora has recently created a new 
Smoking Brief Advice/Cardiovascular Risk Assessment (CVRA) role to support 
Integrated Family Health Centres and GP Teams to engage with priority populations 
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to increase assistance for stop smoking and to increase CVRAs to improve heart 
health. 
 
An immunisation action plan is in place with a key focus on engagement with Lead 
Maternity Carers, with the Executive Director of Nursing and Midwifery raising this 
with the College of Midwives nationally.  This is a key opportunity area to ensure 
that our hapu wāhine are receiving necessary information to make informed 
choices regarding immunisation.   
 
The Ministry of Health (MoH) has advised that there will be sufficient Measles, 
Mumps, Rubella (MMR) vaccine available to vaccinate more broadly in line with the 
National Immunisation Schedule.  The focus is on ensuring infants receive their 
MMR vaccinations on time and improving the immunity of 5-14 year olds.  This 
includes the active recall of all children in this age range who have not had any 
MMR vaccination.  Scoping is underway of community pharmacy capacity 
requirements to deliver MMR to adolescent and young adult catch up populations.  
 
To further improve cervical screening the review of the current range of providers 
and access is underway alongside communication with Māori wāhine and increasing 
access to free cervical smears.  THINK Hauora has recently employed a new Sexual 
Health/Cervical Screening Facilitator to work closely with providers and look for 
alternative cervical screening opportunities for our priority populations. 
 
Child and Adolescent Oral Health arrears are 6.4 percent adverse, and remain a 
key focus area particularly adolescent Māori.  (See 2.1 for an update on recent 
‘pulse check’ following on from the Culture survey and subsequent service 
reconfiguration).  Service delivery across January was limited due to contractual 
arrangements with therapy teams with full delivery beginning 3 February with near 
full recruitment. Service delivery for 2020 has commenced with reconfigured teams 
with a focus on equity and overdue populations.  
 
Annual leave over two years continues to steadily decline with 4.3 percent of staff 
remaining in this category.  This is a significant reduction from 30 staff who totalled 
eighteen percent one year ago. There has been a significant reduction in sick leave 
over the reporting period.   
 
 
2. SIGNIFICANT MATTERS 
 
2.1 Child Adolescent Oral Health 
 
A ‘pulse check’ to gain a sense of service culture mid way through the 
reconfiguration was undertaken at a recent staff inservice day.  Whilst not 
mandatory, we received a 100 percent return rate which was very pleasing 
demonstrating a high level of engagement.   
 
Areas explored included collaboration, employee engagement, inclusion, job 
enablement, work processes and managing change.  Areas that demonstrated 
positive results included collaboration and how the teams are working together, 
being enabled to effectively meet patient needs, opportunities to be involved in 
decision making and employee engagement.  Areas for further development 
included primarily how communication is undertaken.  
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Overall this is a significant advancement on the service status of one year ago. 
Recruitment is near completion for the Manager position, which will be critical in 
this upcoming year.    
 
2.2 Pharmacy Improvement Programme  
 
The Pharmacy Improvement Programme involves a team of pharmacists working 
across a range of GP teams targeting three key areas; reduction in medicine 
related harm, reduction in unwarranted variation and reduction in medication 
waste. 
 
Polypharmacy is a term used to describe a patient who is taking multiple 
medicines.  Problematic polypharmacy is associated with reduced adherence to 
therapies, significant costs to patients and health services, and poor health 
outcomes such as; adverse drug events, drug interactions, admissions to hospital 
and death.  Older people are those aged over 65-years, are more susceptible to 
medicine related morbidity and mortality, especially those who are frail or have 
multiple comorbid conditions.  The frequency of adverse drug events increases with 
the number of medicines taken; from 13 percent with two medicines and 58 
percent with five medicines to 82 percent when seven or more medicines are 
taken. Problematic polypharmacy is more likely to occur in frail older people. 
 
Data from the Health Quality and Safety Commission New Zealand places 
MidCentral District Health Board (MDHB) at a polypharmacy rate of 5.1 percent. 
This is the second highest in NZ.  The national average is 4.1 percent.  
 
The Primary Care Support Pharmacist (PCSP) team have been working with 
patients (mostly face to face) in general practices, aged care residential facilities 
and MASH Trust to advise patients on how to best use their medicines, check 
usage, avoid new prescriptions for medicines they have at home and make 
recommendations to prescribers for medicines that can have doses reduced, be 
replaced with more appropriate/safer medicines or be stopped.   
 
The team works alongside community pharmacies to communicate 
recommendations and reduce waste.  In the year ending 31 March 2019 over 4.2 
tonnes of medicines were disposed of as unusable in our district alone. 
 
Some examples of harms intercepted by PCSP include: 
 
 two antidepressants prescribed (with one inadvertently not stopped) and the 

incorrect dose of an antiplatelet medication for the same patient 
 frail, elderly lady in rest home with vomiting due to medications for rheumatoid 

arthritis (affecting liver enzymes) referred to GP/ Rheumatologist 
 Warfarin levels out of range (risk of stroke) and patient struggling with 

monitoring; a different anticoagulant was suggested 
 chronic constipation picked up and appropriate medication suggested   
 inhalers for asthma not being used properly as didn’t understand purpose and 

use. 

2.3 School Based Health Service  
 

The School Based Health Service (SBHS) is currently delivered in a number of 
schools across the MDHB area. Delivery in decile 1-3 schools has been operating 
for a number of years and was expanded in 2019 to include decile 4 schools.  
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Additional contract to expand this further to decile 5 schools has been received and 
we are in the final stages of extending to these schools.  A range of service delivery 
models are in place to meet schools needs.  
 
An additional decile 5 service will be delivered in six schools within the region to 
include Feilding High School, Freyberg High School, Longburn Adventist College, 
Mana Tamariki, Manukura and TKKM o Te Rito.  The service plan is in place for 
delivery to commence in term one 2020.  Recruitment is near completion and 
engagement with College Principals has been undertaken.  This is timely with the 
confirmed resourcing for support staff by the Ministry of Education into three of 
these schools and therefore the SBHS will be able to be established within a 
stronger platform to support youth health.  
 
2.4 Coronavirus Update (Covid-19)  
 
A Public Health Emergency of International Concern (PHEIC) was declared by the 
World Health Organisationon 31 January 2020, with New Zealands risk assessed as 
high regarding the likelihood of more imported Covid-19 cases.  The first New 
Zealand case was confirmed 28 February 2020.  Border measures are in place for 
New Zealand with these being reviewed every 48 hours.  Daily MoH 
communications inform our local situation and resultant communications for such 
aspects as case definition and travel advice.  
 
Planning at the local level is well established to prepare for the likelihood of Covid-
19 being present in our community.  At the beginning of March case numbers are 
in excess of 81,000 people worldwide, with an increasing incidence outside of 
mainland China.  The Action Planning Group as per the MDHB Pandemic Plan 2019-
2022 has been stood up with a number of key workstreams.  The Public Health Unit 
and THINK Hauora are working closely together regarding both hospital service and 
Primary Care preparedness.  Processes are in place to receive suspect cases, 
adequate supplies of personal protective equipment and continuous update of 
consistent communications for both health care providers and the public. Other 
important areas of consideration currently are the interface with Aged Residential 
Care and high needs communities including refugee populations, and preparation 
for an active Influenza campaign given the timing of these events and risk of 
amplified impact for both our most vulnerable populations and health care staff.  
 
The impact of the potential of Covid-19 on a range of providers is being felt and 
careful planning will be required as we progress. 
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SERVICE: Te Uru Rauhī  

Mental Health & Addictions Service  

FOR PERIOD: January & February 2020 

PREPARED BY: Scott Ambridge, Operations Executive 

Dr Vanessa Caldwell, Clinical Executive 

Richard Hodgson, Planning & Integration Lead 

 
 
1. PERFORMANCE OVERVIEW 

Te Uru Rauhī is on track with all initiatives under the Annual, Operational and 
Performance Improvement Plans.  Items of note are discussed under Significant 
Matters and current/emerging risks. 
 
Plan Initiative Rating & 

Trend 
 Inquiry into Mental Health & Addiction – He Ara Oranga  

(also read in conjunction with sections below)  
A Work with the Service Alliance Group to implement a district wide plan that 

supports increased access and capacity to adopt early intervention models of 
care and recovery 

G ● 

A Work with the Primary Health Organisation (PHO), Non-Government 
Organisations (NGOs), Iwi and Kaupapa Māori services on establishing a range 
of low threshold community based services that support resilience, connection 
and wellbeing 

G  

A Partner with the public health service and the sector to expand capability and 
capacity in suicide prevention and develop high profile campaigns focused on 
prevention 

G ● 

A Develop the acute model of care and progress initiatives to address the critical 
gaps for those experiencing psychiatric distress (ie home based treatment 
teams, multi-function planned respite) 

A  

 Population Mental Health 
A Develop Iwi and community partnerships that support a purposeful focus on 

addressing the inequities for Māori and prioritise investment towards improving 
Maori outcomes 

G  

A Work in partnership with the community to develop and pilot community-based 
services that expand access in the Horowhenua and Tararua areas G ● 

A Work with the PHO to improve the overall physical health outcomes for people 
with mental health and addictions conditions A  

A Develop initiatives to increase the diversity of the workforce and work in 
partnership with Pae Ora to improve the cultural competency G ● 

 Mental Health & Addictions Improvement Activities 
A Drive whole of system improvement across the six domains of quality and 

against the Health Safety Quality Commission (HSQC) quality improvement 
programmes (incl. zero seclusion) 

G ● 

A Commence transitioning to a person centered model of practice and explore 
ways to use data and technology to increase workforce effectiveness and 
mobility 

A  

A Complete business case to Government to secure funding for progressing 
redevelopment of acute mental health inpatient (Ward 21) facility G ● 

 Maternal Mental Health & Addictions 
A Improve equity of access and reduce waiting times for young people and 

pregnant Māori women and their whānau G ● 
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Rating & Trend Legend 
G On track, 

progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed 
as planned. 

 Improved from 
last report. 

 Regressed from last 
report. 

● No change from 
last report. 

  

Plan Legend 
A Annual Plan P Performance 

Improvement Plan 
O Operational Plan   

 
Notes  
 It has time some time to establish the acute model of care, focus will now shift 

to progressing a number of key initiatives.  
 A review will be undertaken on the shared care programme1 by the Clinical 

Programme lead. This work will commence in April. 
 Focus has been on reframing the current model of care to be more person 

centered and integrated across the continuum of care which has focused on 
ways of working rather than technology.  

 
1.1 Performance Indicators – December 2019 

 
 
Key Performance Indicators:  
 
KPI 2 and 8: These KPI’s remain a key improvement focus for our teams. The 
review of the pilot over the Christmas period was completed and identified the 
critical importance of working within a more integrated, person centred model of 
care and the need to establish other acute alternatives (see Section 2.3 below).      
 
KPI18: A project to develop new integrated “shared care” partnership model that 
addresses the barriers faced by people and their whānau when accessing secondary 
mental health services will commence in April. The initial focus is on developing a 
model where the community worker and the inpatient nurse work in partnership to 
                                       
1 Developed in 2015 the aim of the program was to support people with co-existing conditions to be 
supported in general practice. The goal was to reduce dependency on secondary mental health 
services by improving integration and providing other options for people 
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coordinate care that is person/whānau centred and enables improved transition for 
people through community and inpatient services.  
 
KPI 19: The table below by team relates to KPI19:  

 
 
This KPI remains a key focus for the Palmerston North Community Mental Health 
Team. The most common reason for not being able to see a client within the 
seven-day period is that the client has rescheduled the appointment.  
 
KPI 34: Given the consistently low results, a small project team has been set up to 
check the accuracy and reliability of this KPI which will also include benchmarking 
with other DHB’s. 
 

 
It is pleasing to see the positive result for complaints due to a concerted effort by 
the team to be more responsive to feedback from our customers.  Annual leave in 
excess of two years: 14 staff (of 297) have leave balances in excess of two years. 
Annual leave plans are currently being developed for these individuals. 
 
1.2 Ethnicity Data 
 
The table below identifies ethnicity data against key areas within secondary mental 
health and addictions services: 
 
   Māori  Pasifika  Asian  Other  Total 

Admission to Ward 21  210  12  8  305  527 

People on Mental Health Act  761  57  9  942  1760 

People under Community Treatment Orders  664  54  4  772  1490 

Total Population 
 

36,422  
(20%) 

5,463 
(3%) 

16,390 
(9%) 

123,835 
(68%) 

182,110 
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The data shows that Māori provides a snapshot of ethnicity and highlights that 
Māori are over represented across all of these areas and highlights the inequality 
and challenge that is in front of secondary services and is a specific priority for Te 
Uru Rauhī to address.  
 
 
2. SIGNIFICANT MATTERS  

 
2.1 Request for Proposals (RFP) – Ministry of Health  
 
Access and Choice Primary Mental Health & Addictions Services 
 
The contract for the Primary Mental Health Access and Choice Program has been 
received and is currently being reviewed and will be forwarded to the Clinical 
Executive for signing in the next two weeks. The anticipated start date for the 
contract is likely to be early March.  
 
It is important to note that in terms of prioritising investment approximately 50 
percent of the new roles are going directly to Iwi and Kaupapa services.  
 
In the meantime work has already commenced. Health Improvement Practitioner 
Training is underway and recruitment to new roles will commence in the next few 
weeks.  
 
Expansion and/or Replication of Existing Māori and Pacific Primary Mental 
Health and Addiction Services 
 
Te Tihi o Ruahine Alliance led the response in conjunction with the District Health 
Board that was submitted on the 26 November 2019. The decision was expected in 
January 2020, however we have been notified that a response is not likely until 
March 2020.    
 
Youth Primary Mental Health 
 
The Ministry of Health has released a RFP for Youth Primary Mental Health Services 
that covers both existing and new services. Te Uru Rauhī will be leading the RFP 
response in partnership with Whakapai Hauora and working closely with its Cluster 
Alliancing Group, and members of the Waiora Iwi Network Group to ensure that a 
strong equity focus is embedded in the response. The response date is 9 March 
2020. 
 
2.2 Older Adult Model of Care 
 
Work is underway to ensure the current inpatient ward (Star 1) is balanced with 
current demand.  
 
A number of workshops are planned in March and April across the Rohe to seek 
feedback on the future of older adult mental health services, in parallel with current 
research both in New Zealand and internationally.  
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2.3 Acute Alternatives 
 
Work on developing acute alternatives is continuing in three main areas: 
 
1. Working with Kainga Ora (Housing NZ) to investigate options in the 

Horowhenua area that will support a multi-function, planned and unplanned 
respite service including providing support for those discharged from 
inpatient care as a “step down” to support supported re-integration for those 
who may need extra time. The Ministry of Health are supporting a bid under 
the Proceeds of Crime funding opportunity which has recently reopened to 
support this project. 

2. Developing person centered integrated care pathways that ensure services 
and supports are synchronised around the person and their whānau at any 
point along the journey of care.  

3. Developing other options for people experiencing mental health illness and 
distress that increases access and improves care closer to home. 

 
2.4 Inpatient Facility Redevelopment 
 
As previously reported, workshops and consultations have been held over the past 
year to engage stakeholders in the design of a new inpatient facility.  Aligned to 
this, work on a new model of care, work with Unison, Iwi and Kaupapa Māori 
provider’s network, and leadership workshop sessions have contributed to this 
development. 
 
The steering group which will oversee this development has met and will assist in 
the finalising of the business case prior to presentation to the Board.   
 
 
3. CURRENT/EMERGING RISKS 
 
3.1 Demand 
 
We have been experiencing higher than anticipated demand through our Acute 
Care team which has had a flow on effect to the acute inpatient ward. In February 
2020 the average bed days in the ward were 28. Complexity and acuity of patients 
is the primary driver which has slowed discharges. Compounding this is the use of 
short term locums in the ward after they have gone through a long period with 
stable medical support. The Associate Director of Nursing is working closely with 
the senior nursing staff to ensure safe staffing is in place as well as a “daily huddle” 
to provide support shared decision making across the service.  
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The graph below shows the converse trend of new referrals into the crisis response 
team which is up 20 percent on last year. 
 

 
 
As noted previously other acute alternatives remain extremely limited in the 
community, particularly after hours and the weekends and is a specific focus of the 
clinical work programme over the next 12 months.  
 
3.2 Financial Sustainability 
 
Financial sustainability remains a significant challenge for Te Uru Rauhī which is 
predominately being driven by staffing costs. Whilst these cost pressures remain 
any opportunities to reinvest in the new model of care will remain extremely 
challenging.  Request for Proposals from the Ministry will provide new opportunities 
to invest, however these do little to change the current pressures on secondary 
services in the short to medium term.     
 
Actions to date include implementing a consistent cross-cluster approach to 
managing the use of specialing (including protocols for accessing Bureau staff), 
internal processes for approval of overtime and increased rigor on rostering 
including planned and unplanned leave.   
 
3.3 Workforce 
 
Consistent with the agreed structure a number of key appointments have been 
made to the Te Uru Rauhī leadership team to provide much needed impetus to 
move forward on the programme of work.  
 
Dr Peter McGeorge – Interim Medical Lead (Contracted) 
 
Peter is a highly experienced NZ psychiatrist who has been most recently working 
in Australia on integrated community models of care and service design. Peter joins 
us on contract for 0.3FTE until July and his focus will be on supporting our medical 
team, clinical pathways and our strategic planning for integrated models of care.  
 
Jon Gullidge – Associate Director of Nursing 
 
Jon is an experienced senior nurse with a strong background in workforce 
transformation, change management and education. He has worked in a number of 
roles, including most recently in one of the UK's largest acute National Health 
Service Trusts, establishing a new clinical role as well as education and 
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developmental pathways for non-registered professionals.  He maintains UK 
registration as an Advanced Nurse Practitioner, Public Health Nurse and a Mental 
Health Nurse.  
 
Stacey Wilson – Clinical Programme Lead 
 
Stacey has been on secondment as Associate Director of Nursing until Jon started.  
Stacey has a long standing career in the field of mental health and addictions and 
the tertiary education sector. Her work in nursing education and mental health and 
addiction research is nationally and internationally recognised.   
 
The role will be critical at working across the system to lead the development and 
delivery of person/whānau centred models of care that focus on removing the 
barriers and silos that prevent effective integrated care and improved outcomes.  
 
Kathy Tyacke – Service Development Lead 
 
Kathy has a background in occupational therapy and has worked for many years as 
a management consultant focussed on system and process improvement, 
programme evaluation and strategy development and more recently as a senior 
manager with Francis Health. The role will oversee the quality improvement 
programme as well as strengthening our business intelligence capability. 
 
Other Workforce Matters 
 
While the majority of teams are near fully recruited we are focused on Registered 
Nurse vacancies in Ward 21 and Senior Medical roles.  It is anticipated that a fully 
staffed ward will reduce security costs.   
 
Efforts to recruit Senior Medical Officers continue, including the pop up site which 
has generated some interest.  In a joint effort, we are supporting the recruitment 
of the long standing vacancy for Capital and Coast District Health Boards Forensic 
Psychiatrist based in Palmerston North and the potential for this 0.5FTE role to be 
shared across our team. 
 
An interview for the medical lead role occurred in early March 2020. An offer is 
currently being put together. 
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SERVICE: Te Uru Pā Harakeke 

Healthy Women Children and Youth 

FOR PERIOD: January 2020 

PREPARED BY: Sarah Fenwick, Operations Executive 

Dr Jeff Brown, Clinical Executive 

Barb Bradnock, Planning & Integration Lead 

 
 
1. PERFORMANCE OVERVIEW 
 
Te Uru Pā Harakake is on track with the majority of initiatives under the Annual, 
Operational and Performance Improvement Plans.  There are two risks, which are 
Medical Workforce and Midwifery.  These are discussed under Emerging/Current 
Risks.  Items of note are discussed under Significant Matters. 
 
 Initiative Rating & 

Trend 
A Increase number of Māori women registered with a Lead Maternity Carer within   

the first trimester of pregnancy 
G ● 

A Reduce equity gap between Māori and non-Māori babies who are exclusively or 
fully breastfeeding    

G ● 

A Reduce rate of Māori sudden unexpected death in infancy G ● 
A Promote the “5 things to do in the first 10 weeks of pregnancy” initiative  G ● 
A Increase support to first time parents requiring education, advice and guidance  

as they transition to parenthood following the birth of their baby  
G ● 

A Deliver district wide breast feeding strategic plan A  
A Identification of infants with an unhealthy weight enabling access to appropriate 

interventions through referrals 
G ● 

A Increase engagement with family harm training G ● 
A Cross cluster development of Child Health Nurse Practitioners G ● 
A Support Housing NZ client families to access and engage with health and social   

services through one point of contact 
G ● 

A Support a sustainable midwifery workforce G ● 
A Develop the Nurse Practitioner workforce  G ● 
A Strengthen the P2A transition programme - complete evaluation of programme G ● 
A Improve understanding around service options for transgender young people G ● 
A Scope opportunities to develop a connected early intervention approach for  

learning and behaviour with Ministry of Education and CAFMHS 
G ● 

A Implement findings of Massey research into childhood obesity engagement  G ● 
O Develop strong relationships with Iwi across the district G ● 
O In partnership with Pae Ora new names are gifted to the cluster G ● 
O Develop a cross cluster collaborative approach with Te Uru Arotau and Paiaka 

Whaiora to better support whanau who do not engage with services 
G ● 

O Identify and evaluate opportunities for RNs to increase scope in Gynaecology G ● 
O Increase clinical procedures in the outpatient setting G ● 
O Investigate POAC opportunities to provide care closer to home G ● 
O Improve experience for women experiencing miscarriage A  
O Increase access to SUDI prevention activities, education and parenting support to 

rangatahi and their whānau    
G ● 

O Cross cluster collaboration with Te Uru Rauhī to improve maternal mental health G  
O Increase the number of midwifery students on clinical placement and quality of 

the practicum experience 
G ● 

O Sustain appointment of midwives to established positions employed by DHB A  

O Increase participation in formal training in leadership positions G ● 
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P Planned Care ESPI 2 compliance  A  
P Planned Care ESPI 5 compliance  A  
P Reduce shorter stays in the Emergency Department  A  

 
Rating & Trend Legend 
G On track, 

progressing as 
planned 

A Behind plan - 
remedial action 
plan in place 

R Behind plan 
- major 
risks and 
exception 
report 
required 

D Not 
completed 
as 
planned 

N Action not 
commenced 
yet 

 Improved from 
last report. 

 Regressed from 
last report. 

● No change 
from last 
report. 

 

Plan Legend 
A Annual Plan P Performance 

Improvement 
Plan 

O Operational 
Plan 

 

 
 
1.1 Performance Indicators – January 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Work is continuing to create a dashboard that meets clinical governance and 
operational reporting requirements. Exception reporting is noted as follows: 
 
 Acute readmissions within 28 days for January 2020 have all been reviewed and 

were appropriately readmitted. 
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 Caesarean rates increased in January 2020. This was due to repeat elective 
caesareans, not first time caesareans where numbers are decreasing. 

 Emergency Department (ED) stays less than six hours improved slightly in 
January 2019, despite an increase of 39 patients seen in the reporting period. 
Further information is sought for all cases and identified remediable actions 
implemented.  Many relate to lack of senior ED staffing overnight. 

 Outpatient non-attendance breached in all areas in January 2020.  This was due 
to the holiday period, despite efforts being made to accommodate patient’s 
needs when allocating appointment times.  This will be closely monitored in 
February 2020. The new Whānau Equity Facilitator is working across the cluster 
to improve attendance at appointments. 

 Slow progress continues to be made with annual leave balances over two years 
with leave plans in place for all staff with high balances, actual number reduced 
by two this month.  

 
 
2. SIGNIFICANT MATTERS 
 
2.1  Breast Feeding Strategic Plan 
 
MidCentral District Health Board (MDHB) Breast Feeding Strategic Plan is now 
complete and is awaiting sign off.  The document will be avilable on the website 
from April 2020. 
 
2.2  Planned Care ESPI 2 
 
Gynaecology is compliant with achieving the First Specialist Appointment (ESPI 2) 
target. Close monitoring is in place to ensure on-going compliance.  Paediatrics was 
noncompliant at end of January 2020 with twelve patients waiting over four 
months.  This was due to a four Full Time Equivalent (FTE) gap in the Resident 
Medical staff roster, necessitating the cancelling of outpatient work. Nurse 
Practitioner clinics are being used to help recover the position. Joint Senior Medical 
Officer (SMO) and Nurse Practitioner clinics commenced at Feilding Integrated 
Family Health Centre in February 2020 to improve access, and will also help the 
recovery of the position and the increasing pressure for space in Palmerston North 
Health clinic.   
 
2.3 Planned Care ESPI 5 
 
Gynaecology is currently not compliant with the Planned Care ESPI 5 treatment 
target, with fourteen patients waiting longer than four months for surgery. This is 
despite the team using all available additional theatre sessions.  A number of 
planned Friday sessions have not been able to be utilised due to no anaesthetist 
being available. Long-wait patients are being compromised by the significant 
number of elective caesarean sections bookings and a number of urgent 
presentations requiring surgery.  Outsourcing options are limited locally meaning 
there is minimal opportunity to improve the position through this method.  Out 
placed options are also being explored. 
 
2.4  Shorter Stays in ED (SSIED) 
 
The compliance for ED stays less than six hours in January 2020 is Paediatric at 
87.4 percent and 63.6 percent for Gynaecology. Investigations are undertaken by 
Charge Nurses for each breach. Results demonstrate that for paediatrics the 
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breaches could be attributed to the increase in locum Registered Medical Officers 
(RMOs) less familiar with processes and ED delays in notifying the paediatric team 
(linked to lack of senior ED staff especially overnight).  Gynaecology attributed 
breaches investigated to delays in referral to the gynaecology service.  The teams 
are working on improving their response times, a formalised process for 
documenting findings and the creation of a corrective action plan.  Expectations 
have been clearly articulated to RMOs regarding the need to respond in a timely 
manner. 
 
2.5  Te Papaioea Primary Birthing Unit 
 
Te Uru Pā Harakeke Healthy Women Children and Youth maternity services will 
commence operational management of Te Papaioea Birthing Centre from 1 April 
2020, with a handover of services ceremony scheduled for 26 March 2020.  A 
steering group is governing the transfer with work streams in place covering the 
following topics: 
 
 Workforce 
 Facilities 
 Finance 
 Risk  

 
Workforce consultation is now complete with outcomes agreed in the following 
areas: 
 
 A flexible rostering model 
 The relocation of antenatal clinic  
 Leadership of the Centre 

 

It has been agreed that the antenatal clinic will not be moved to Te Papaioea at 
this stage.  Robust engagement with unions at all stages of the process has 
occurred along with meetings with Lead Maternity Career stakeholders to ensure 
they feel heard.  All midwifery staff have been offered roles within the District 
Health Board (DHB) with most midwives taking up the offer.  Roster schedules will 
be completed on time in line with the Multi-Employer Collective Agreement.  
 
Work is being undertaken to ensure that Te Papaioea is compliant with DHB 
requirements in relation to inpatient care facilities.  This includes security and 
electrical requirements. Work is in progress with Spotless to move food, cleaning 
and waste removal back from private providers by 1 April 2020.  Information 
Systems (IS) are engaged and have a robust plan in place to ensure transfer of 
systems to MDHB from 1 April 2020.  Risk has been identified within IS around 
potential hardware availability issues due to Coronavirus (COVID-19).  Risk 
mitigation is in place. 
 
The project team are working with the finance team to ensure that the project is 
tracking against financial requirements.  
 
 
2.6  Child Development Service Registration for Proposal (RFP) Update 
 
Budget 2019 announced additional National funding to the Child Development 
Service to be used to improve the health and social outcomes of children who are 
not meeting their developmental milestones and have additional needs.  
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As part of this funding a RFP process was embarked on looking at innovative and 
appropriate opportunities to utilise the funding allocation. 
 
MDHB was successful in a RFP focussed on improving the point of entry co-
ordination and integration of early intervention services for children aged zero to 
eight years. This piece of work underpinned by Enabling Good Lives (EGL) 
principles and Good Start in Life practice guidance, will scope, design and develop 
systems and pathways to coordinate the receipt of all referrals received into Early 
Intervention Providers including the DHB and Ministry of Education.  This is in order 
to improve timely access and reduce multiplicity of referrals and services. 
 
MDHB entered into a transparent closed tender process to select a project manager 
to progress the project. Negotiations are currently in progress, with the preferred 
provider who has experience working in the disability sector. Work on the project 
will commence in April 2020. 
 
The Central region work is being coridinated by the Technical Advisory Service 
(TAS), who are acting as fund holder and administer funds in accordance with 
approved implementation plans submitted to and approved by the Ministry of 
Health each financial year.  The DHB will invoice TAS in March for the project 
funding. 
 
It is anticipated that some of the funding allocation will be utilised to reduce the 
Psychology wait list and options are being explored. 
 
 
3. EMERGING/CURRENT RISKS 
 
3.1 Medical Workforce 
 
Previous HDAC reports have highlighted gaps in the Paediatric RMO roster from 
December 2019 for two quarters. RMOs have now been recruited and commenced 
in late February. It is expected that the ESPI 2 position will begin to improve.  
 
Staffing issues remain in Obstetrics and Gynaecology with two SMO vacancies and 
three gaps in the House Officer roster in quarter three.  Locum cover is being used 
to ensure clinical safety and compliance is maintained. 
 
3.2 Midwifery 
 
Midwifery workforce risks remain with robust action plans in place to mitigate the 
national and local shortfall of midwives. As highlighted in previous reports, clinical 
risk, due to acuity, has determined that additional midwifery FTE resource was 
essential and six additional FTE agreed to. Despite local, national and international 
recruitment efforts MDHB have been unable to recruit midwives to the additional 
six FTE posts. To mitigate risk this FTE is now being used in alternate ways, four 
FTE Nurses and 1.2 FTE Care Assistants have been recruited into the additional 
funded FTE freeing up time to ensure midwives can be prioritised to care for 
antenatal, labour, birth and immediate postnatal (first two hours after birth) care 
for women.  Engagement with the unions has occurred. 
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SERVICE: Te Uru Mātai Matengau  

Cancer Screening, Treatment and Support 

FOR PERIOD: January 2020  

PREPARED BY: Cushla Lucas, Operations Executive 

Dr Claire Hardie, Clinical Executive  

Denise Mallon, Planning & Integration Lead 
 
 
1. PERFORMANCE OVERVIEW  
 
Te Uru Mātai Matengau is generally on track with all initiatives under the Annual, 
Operational and Performance Improvement Plans.  There are no emerging risks or 
areas of concern.  Items of note are discussed under Significant Matters.  
 

 Initiative Rating & 
Trend 

A Work with Ministry of Health to implement the Cancer Action Plan G ● 

A Work with Central Cancer Network to implement Regional Services Plan  G ● 

A Implement the pro-equity plan for Breast and Bowel Screening  A ● 

A Implement Bowel Screening / Bowel Cancer Improvement Programme  G ● 

A Minimise breaches of the 62 day FCT waiting times  G ● 

A Increase support for women to live well beyond breast cancer  G ● 

A Replace linacs, including implementation of regional outreach programme G ● 

P Improve stewardship of blood and blood products  G ● 

O Meet 14 day wait time for Category B radiation treatment  A  

O Develop and implement a cancer prevention strategy G ● 

O Implement a tumour stream framework  G ● 

O Develop a strategic plan for the Regional Cancer Treatment Service  G ● 

O Implement an Advisory Oncology in Primary Care service  G ● 

O Agree and implement a supportive care work programme  G ● 

O Implement systems to capture patient reported outcome measures  G ● 

O Launch Cancer Society volunteer programme  G ● 

 
Rating & Trend Legend 
G On track, 

progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed as 
planned. 

 Improved from 
last report. 

 Regressed from last 
report. 

● No change from 
last report. 

  

Plan Legend 
A Annual Plan P Performance 

Improvement Plan 
O Operational Plan   
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1.1 Performance Indicators – January 2020 

The range of indicators reported has increased this month to more broadly 
represent performance across the cancer continuum.  This is work in progress.  
Over time further indicators, trend graphs and equity measures will be added.   
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New indicators include: 
 BreastScreen coverage and Did Not Attend (DNA) rates for all women, and for 

Māori women specifically 
 Bowel screening participation rates, noting that the volumes are too small at 

this stage for meaningful equity measures; this will be available from July 2020 
 Faster Cancer Treatment 31 day target, which measures the time to treatment 

once a decision to treat, is made  
 Timeliness indicators for access to radiotherapy for Category B radiation 

patients (14 days) and all radiation patients (28 days) 
 
Acute readmissions within 28 days – all individual cases have been reviewed and 
there are no issues or trends of note. 
 
Hospital Acquired Urinary Tract Infection - all individual cases have been reviewed 
and there are no issues or trends of note.   
 
Category B radiation waiting times - Category B radiation waiting times - four 
patients exceeded the 14 day target in January. Three started on day 15 due to 
Public Holidays while the fourth patient was due to complexity of planning.  Each 
circumstance has been reviewed and pathways changed to meet target.  
 
ED stays less than 6 hours – 13 patients breeched in January.  Ward capacity was 
the main barrier to faster transfer.  All cases presenting to the Emergency 
Department (ED) are now reviewed by the Regional Cancer Treatment Service 
(RCTS) Clinical Nurse Specialists to determine reasons for presentation and to 
assess better mechanisms to manage deterioration.  This is work in progress, but 
over time supports a nurse-led model for acute assessment on the RCTS Day Unit.   
 
Average length of stay for acute admission - all individual cases have been 
reviewed and there are no issues or trends of note.  Potentially the target of four 
days is not reflective of contemporary practice in oncology care, especially inpatient 
radiation treatment.  The target will be reviewed against national benchmarks 
before the next reporting period.  
 
Bed utilisation – this measure reflects RCTS utilisation which has been trending 
downwards with more treatments accessible in the outpatients setting.  Of note 
total bed utilisation for the unit was 101 per cent for the month with 81 per cent of 
this for cancer patients.  The remaining bed days support other hospital specialties.   
 
Quit smoking advice for inpatients – a process issue has been identified and is now 
resolved.  All cancer inpatients receive advice on quitting smoking.    
 
Sick leave - all individual cases are reviewed; there are no issues or trends of note.    
 
Annual leave – all staff have leave plans in place.   
 
Screening updates are provided under Significant Matters. 
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2. SIGNIFICANT MATTERS  
 
2.1 Equity Programme 
 
The Equity Programme has three areas of focus this quarter.  These are breast and 
bowel screening, strengthening Te Hononga (Māori Cancer Advisory Group) and the 
development of a governance framework to oversee and monitor the initiatives of 
Goal One of the Health and Wellbeing Plan.   
 
Bowel screening health promotion activities continue including the use of the 
inflatable colon at multiple community events which is a proven tool to capture 
people’s attention.  A highlight has been the training of 18 Pacifica senior students 
from Amanaki Science, Technology, Engineering and Mathematics (STEM) Academy 
to be programme champions going forward. 
 
The BowelScreen Outreach Programme, to contact and support people who have 
not returned their kits, is now established for priority populations.  Māori are being 
contacted personally by one of the four Māori Cancer Coordinators, and the Pacific 
Health Team at THINK Hauora will do the same for Pacific participants. 
 
BreastScreen coverage for wāhine is 64 per cent overall, however this varies 
significantly when comparing between age groups, with women 65-69 years 
achieving 70 per cent coverage whereas younger women (45-49 years) have only 
60 per cent coverage.  Last year in Tararua marketing material published ahead of 
the Dannevirke mobile unit visit focused on younger local wāhine and was 
positively received.  This approach will now be taken for each region on the mobile 
unit schedule.    
 
A focus is underway to better support wāhine to attend BreastScreen.  Experience 
has shown that wāhine who are contacted personally by a member of the support 
to services team are more likely to attend when invited or to subsequently attend if 
a first appointment hasn’t met their needs, and therefore they have not attended. 
This process is going to be enhanced to address non-attendance rates.  
 
The breast and bowel screening equity plans have been reviewed by Manawhenua 
Hauora who has requested that the equity korero in each plan is strengthened. This 
remains work in progress. 
 
A kaupapa Māori governance group is being established.  This group will partner 
with the Te Uru Mātai Matengau Governance Group in providing assurance and 
driving the cancer programme forward.  
  
2.2 Bowel Screening Pathway 
 
Participation is incrementally increasing each week.  The percentage of positive 
results (samples returned where the presence of blood is detected) is consistent 
with national rates.  All people with a positive result have had their colonoscopies 
booked within the 45 working-day target.  Thirty colonoscopies have occurred, with 
a significant number of people having polyps removed - which otherwise might 
progress to cancer if left untreated.  One bowel cancer has been found. 
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2.3 Linear Accelerator (Linac) Replacements – Palmerston North  
 
The linac replacement programme is on track.  The extended hours’ roster is 
working well.  All patents are treated within timeframes and close monitoring 
continues to ensure staff wellbeing.  Formal notification has been received that the 
new machines will be funded via a Crown Equity Contribution. 
 
2.4 Regional Linac Programme  
  
The Regional Linac Programme, focusing on the new sites in Hastings and New 
Plymouth, has commenced with a startup meeting held in early February. A draft 
Model of Care paper, business case and associated project documents are being 
finalised and the steering group is scheduled to meet in late March / early April.    
 
2.5 Blood Stewardship (Performance Improvement Plan)  
 
This programme is to ensure the optimal stewardship of blood and blood products, 
with a particular focus on safety.  Progress this month is as follows.  
 
Guidelines are being refreshed to change the cadence of how blood products are 
transfused.  Where clinically appropriate, transfusions should be given a unit at a 
time, followed by testing the haemoglobin level before proceeding to further units.  
This not only optimises blood product use overall but improves safety as patients 
have less product and are treated for a much shorter time.  
 
Process improvements are underway for people with known anaemia who require 
surgery.  Proactive management ensures the patient has optimal health pre-
surgery and reduces the need for blood products post-surgery.  
 
The local version of the ‘Final Check’ - a hospital wide campaign that focuses on 
accurate patient identification - is on track for roll out mid-year.  A member of the 
consumer council has joined the project group overseeing the roll out.  
 
Year to date blood expenditure is $144k favourable to budget and blood product 
wastage is the lowest in the country compared to other DHBs. 
 
2.6 Tumour Stream Programme 
 
The Tumour Stream Programme is a clinical governance partnership between Te 
Uru Arotau, Te Uru Pā Harakeke and Te Uru Mātai Matengau for cancer diagnosis 
and treatment.  There are nine tumours streams, one for each of the main cancer 
types, of which four are established.   
 
The Tumour Streams report collectively to one Governance Group, which is also 
responsible for MidCentral District Health Board’s performance against the national 
Faster Cancer Treatment Programme. Progress this month is as follows.  
 
Two of the nine multidisciplinary meetings (MDM) have now moved to the new 
electronic MDM system, with a further four planned in the next three months.  Qlik 
dashboards, encapsulating all MDM generated data, are built as each meeting 
transitions.  In time this will provide an extensive resource to drive clinical audit. 
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From March a new process will be implemented that consolidates the referral 
pathway for breast imaging and biopsy, via the Breast Imaging Service in 
Amesbury Street.  Previously referrals were split between the Medical Imaging 
Service at Palmerston North Hospital and Amesbury Street, which was a source of 
confusion for referrers and resulted in delays to diagnosis and treatment.   
 
An internal audit, and consequent development of an action plan, is underway to 
improve the patient journey for people with upper gastrointestinal cancer.  These 
patients have complex treatment and potentially, as result of that complexity, 
experience unwarranted delays.  Some of these cancers, in particular pancreatic 
cancer, progress quickly and treatment options can be limited.   
 
A study is to commence in March to explore improvement opportunities for people 
who require liver resection due to their cancer.  These patients have a small 
number of secondary cancer deposits in the liver, predominantly from a colorectal 
cancer, and need specialist surgery in Auckland.  Although affecting only a small 
number of people this is a complex and complicated pathway, which patients and 
clinicians anecdotally report can be onerous and potentially improved.   
 
A new process has been implemented for people with suspected lung cancer.  This 
is a simple partnership between the RCTS and the Transitory Care Unit (TCU) to 
provide more flexible options for post biopsy recovery.  Patients needing to recover 
into the evening, after TCU closes, can now stay in the RCTS Day Unit and be cared 
for by existing ward staff.  Previously biopsies were only booked in the morning, to 
allow time for recovery in TCU, which limited appointment options and didn’t 
always align with specialist availability to perform the procedure.  This barrier is 
now eliminated.  Improving access to diagnosis means treatment can occur faster.     
 
All audits / improvement plans include engaging with patients and whānau to 
capture the specific issues experienced and identify priorities for improvement.  An 
equity lens is applied to all aspects of the programme.  
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SERVICE: Te Uru Arotau 

Acute & Elective Specialist Services 

FOR PERIOD: January 2020 

PREPARED BY: Lyn Horgan, Operations Executive 

Barbara Ruby, Planning & Integration Lead 

 
 
1. PERFORMANCE OVERVIEW 
 
Te Uru Arotau is generally on track with all initiatives under the Annual, 
Operational and Performance Improvement Plans.  There is one current risk, which 
is Senior Medical Officer (SMO) vacancies, discussed under Emerging/Current 
Risks.  Items of note are discussed under Significant Matters. 
 

Plan Initiative Rating & 
Trend 

 
A 

Improve delivery of Planned Care interventions to meet prioritised population 
health needs and timely access – utilising outsourcing and outplacing options 
to maximise capacity for planned surgical interventions 

G ● 

 
A 

Reduce variation and improve access to cardiac care services – access to 
echocardiography and local Interventional Cardiology service G ● 

 
A 

Improve planned care services across the system through an agreed system 
wide three year improvement plan for planned care G  

A Sustain achievement of the minimum requirements for colonoscopy wait 
times G  

 
A 

Zero patients waiting longer than four months for a first specialist 
assessment – streamline referral management and triaging processes A  

 
O 

Develop and pilot a community-based model of care for musculoskeletal 
services G  

O Refurbish current building footprint to enable extra theatre capacity G  
 

O 
Partner with Pae Ora and Healthy Women Children and Youth to pilot an 
engagement conduit for proactive engagement with Māori Whānau to support 
attendances for planned assessment 

G  

 
O 

Minimise avoidable repeat hospital admissions for people with COPD through 
triaged follow up and intervention G ● 

 
O 

Establish Clinical Pharmacist support service to patients presenting to ED who 
have long term health conditions where medicines management may have, or 
did, contribute to hospital presentation 

G ● 

 
O 

Improve patient flow throughout the hospital, reducing barriers and delays to 
assessment, treatment and discharge through Timely Care programme A  

P Planned Care Improvement, ESPI 5 compliance R  
P Outpatient ESPI 2 compliance A  
P Takatu, Emergency Department Performance R  
P Medimorph (General Medicine) A  
P Surgical Acute Care Improvement A ● 

 
 Quality and Reducing Variation 

 Uru Arotau Quality Improvement Plan G ● 

 Pharmacy Improvement Programme G ● 
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Rating & Trend Legend 
G On track, 

progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed 
as planned. 

 Improved from 
last report. 

 Regressed from last 
report. 

● No change from 
last report. 

  

Plan Legend 
A Annual Plan P Performance 

Improvement Plan 
O Operational Plan   

 
1.1 Performance Indicators – January 2020 
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 Acute readmissions within 28 days – these have been reviewed and there are 

no issues or trends of note.  This indicator is expected to improve in February. 
 Emergency Department stays less than six hours – ward capacity was the main 

barrier to faster transfers.  An update on actions to improve this indicator is 
provided under Significant Matters. 

 Average length of stay – actions continue with the patient flow programme 
which will improve the Shorter Stays in Emergency Department (SSIED) and 
average length of stay results.  An update on actions to improve this indicator is 
provided under Significant Matters. 

 Outpatient services not engaged (SNE) – for Māori this continues to be high; a 
focused programme for outpatient services (commenced in January 2019) which 
includes improving SNE rates.  Te Uru Arotau, Te Uru Pā Harakeke and Pae Ora 
Paiaka Whaiora have partnered for the introduction of a Whānau Equity 
Facilitator role.  This role will support a direct focus on Māori equity and system 
engagement to support attendances for planned assessments. 

 Bed day usage – this measure reflects the total bed utilisation of 115 percent 
for Te Uru Arotau.  The usage for January was 30 percent above the target of 
85 percent.  This reflects the inpatient volumes that have remained consistently 
high for the past 12 months. 

 Quit smoking advice for inpatients – action plans are in place for all areas to 
increase the provision of brief cessation advice to smokers. 

 Annual Leave – all staff have leave plans in place. 
 
 
2. SIGNIFICANT MATTERS 
 
2.1 Planned Care 
 
Work continues on the SPIRE (Surgical Procedural Interventional Recovery 
Expansion) programme of work following the announcement in January 2020 from 
the Ministry of Health (MoH) that we have been advised of the $26 million funding 
allocation.  We are developing a single stage business case to be presented to the 
Government’s Capital Investment Committee which will detail the medium term 
solution of two additional theatres, additional perioperative and procedure rooms 
and a cardiac catheterisation laboratory which will provide us with a tactical, 
integrated and pragmatic interim solution while an Acute Service Block is planned 
and delivered. 
 
The project will be overseen by a Steering Committee with a Project Control Group 
advancing the work programme.  A Strategic Capital Investment Group is being 
established to oversee MidCentral District Health Board’s (MDHB) long term 
strategic property plan including the Acute Services block and interim projects such 
as SPIRE. 
 
2.1.1 Planned Care Performance 
 
MDHB is delivering to our base volumes and as much of the additional volumes as 
our capacity allows. 
 
ESPI 2 and 5 Performance 

 
Steady progress is being made in recovering Elective Services Patient Flow Indicator 
(ESPI) 2 and 5 performances.  
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Work continues on being ESPI 2 compliant.  ESPI 5 compliance was required by 30 
November 2019 (except for Orthopaedics for which compliance was required by 31 
December) and this was not achieved.  Orthopaedics and General Surgery were not 
expected to achieve target and a revised recovery plan for these is with the MoH.  
MDHB has received verbal approval and is awaiting this in writing. 
 
Planned Care Strategies 
 
Ongoing strategies to achieve Planned Care and ESPI targets include: 
 
 outsourcing and outplacing of procedures to CREST 
 additional outpatient clinics being held where appropriate 
 the use of non-contact/virtual clinics where appropriate 
 ensuring patients have access to clinical assessment/advice if required and are 

kept well informed of any delays. 
 
Compliance continues to be an ongoing challenge with services affected by facility 
constraints, staff vacancies, sick leave and shortages in critical skill sets such as 
Anaesthetic Technicians. 
 
Three Year Planned Care Improvement Plan 

 
As part of the new MoH Planned Care Strategy, it is a requirement for all District 
Health Boards to formulate a three year improvement plan for Planned Care.  The 
draft plan is well progressed and on schedule to send to the MoH as required in 
April 2020. 
 
Referrals Accepted or Declined by Specialty 
 
There are a number of categories for which a referral is declined including available 
capacity, insufficient information on referral, not eligible or advice is provided to 
referrer negating the need for an appointment.  The majority of declined referrals 
are attributed to capacity.  This information can be seen in Appendix 1. 
 
2.2 SSIED and Patient Flow 
 
The organisational SSIED result for January 2020 was 80 percent.  This was an 
improvement over December’s result of 74 percent but is still not close to the 
expected performance of 95 percent. 
 
Daily presentations to the Emergency Department (ED) continue above average, at 
129.3 based on the last 12 months versus 125.7 in the same period last year.  This 
is 3.6 patients on average more per day. 
 
There is an increase in acute medical admissions in the last 12 months.  This is 144 
versus 128 average admissions per week in comparison with the same period last 
year.  This is 16 patients on average more per week. 
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Major programmes continue, focused on improving the flow of patients throughout 
the hospital and into the community and a number of new strategies are being 
applied to support improved performance: 
 
 rationalising Acute Demand 
 ED surge capacity 
 escalation planning 
 improving staff and patient safety. 
 
Current initiatives to improve patient flow include: 
 
 opening all available inpatient beds 
 focusing on proactively identifying two patients before 10 a.m. who can be 

appropriately discharged from the medical wards 
 revised home-based warding following the opening of the Older Person’s 

Assessment Liaison (OPAL) Unit 
 utilisation of the patient journey boards. 
 
There has been a reduction in the number of patients waiting overnight in the ED 
for an inpatient bed.  Te Uru Arotau has developed a winter action plan to provide 
proactive mitigations to support seasonal surges in acute demand. 
 
Te Uru Arotau is partnering with Te Uru Kiriora on a Primary Options for Acute Care 
(POAC) pathway for improving the management and community based support of 
people presenting with acute Chronic Obstructive Pulmonary Disease (COPD) to the 
ED.  This commenced in February and has a focus on proactive transfer to primary 
health care team providers (where appropriate) of people presenting to ED with 
pre-arranged General Practitioner Team follow up within two to three days. 
 
POAC ED Redirections began on 27 May 2019 and thus far: 
 
 1,243 patients that have presented at ED targeted for POAC ED Redirections 
 88 patients declined the service for a variety of reasons 
 1,155 patients accepted the service 
 6 patients have accepted the ED/COPD pathway which began Monday, 10 

February 2020. 
 
As the acute demand and the number of presentations to the ED have increased 
over the previous 12 months, there has been a rising trend in the number and 
therefore percentage of people who did not wait to be seen.  This is outlined in the 
table below with January data. 
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Month/Year 
Did Not Wait 

(DNW) 
Number of 

Presentations 
Percentage 

(DNW) 
01/02/2019 378 3,628 10% 

01/03/2019 407 4,104 10% 

01/04/2019 406 3,847 11% 

01/05/2019 354 3,945 9% 

01/06/2019 392 4,002 10% 

01/07/2019 334 4,065 8% 

01/08/2019 411 4,142 9% 

01/09/2019 440 3,929 11% 

01/10/2019 359 3,891 9% 

01/11/2019 361 3,773 10% 

01/12/2019 459 3,946 12% 

01/01/2020 430 3,998 11% 

 
As work continues to improve the flow through to inpatient wards, this will free up 
the capacity of the ED to be able to see patients that are waiting to be seen.  We 
would then expect to see a reduction in the patients who did not wait to be seen. 
 
Additional Emergency Department and Assessment Capacity 
 
Placement of three pre-fabricated pods adjacent to the ED for use as acute 
assessment units (two) and an ED observation and assessment space continues to 
be advanced.  A team has developed the acute assessment model of care and is 
now looking at the internal design and clinical set up requirements for each pod, 
including what equipment will be required.  These pods are seen as pivotal to 
increasing the capacity for ED observation and acute assessment. 
 
National Trauma Network – Quality Improvement Facilitator Training 

 
As part of building quality improvement knowledge and skills across the trauma 
system the Health Quality and Safety Commission, in conjunction with the National 
Trauma Network, is funding scholarships for one person per District Health Board 
to participate in a quality improvement facilitator course.  MDHB has secured a 
place for the ED Clinical Nurse Specialist for Trauma to participate in this with a 
focus on Traumatic Brain Injury. 
 
This focus will support work being undertaken as part of the regional trauma 
network and also building MDHB Quality Improvement expertise and capacity. 
 
Hospital Pharmacy Initiatives 

 
The Hospital Pharmacy provides a range of ‘take home’ packs for the ED to provide 
simple analgesia and antibiotics for those individuals and their family/whānau who 
cannot afford to obtain these from a community pharmacy.  This is based on ED’s 
understanding and assessment of patients’ circumstances. 
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The Hospital Pharmacy team, in partnership with the Pae Ora Paiaka Whaiora, is 
scoping an improvement activity across primary and secondary care to improve 
appropriate treatment and management of gout for our district with a specific 
emphasis and focus on our Māori population. 
 
2.3 Diagnostic Wait Times 
 
December results are below, with angiography services achieving target. 
 

Modality Target  
  Oct 19 Nov 19 Dec 19 Jan 20 
CT 95% within 6 weeks 96% 84% 77.5% 75% 
MRI 90% within 6 weeks 77% 74% 79% 81% 
Angiography 
(elective) 

>95% within 3 months 100% 100% 100% Not yet 
available 

 
It is important to note that the diagnostic wait time indicator is only a measure for 
outpatient and community referred examinations.  It does not include inpatient or 
ED referrals.  The recent increase in acute inpatient admissions and ED workload 
has had a significant impact on the wait time indicator. 
 
Computed Tomography (CT) performance reduced in January 2020.  Throughput 
has increased in CT by 10 percent when compared with the same period last year.  
On the last day in January and into February 2020 the machine had unplanned 
downtime and this has had an impact on the result. 
 
The Magnetic Resonance Imaging (MRI) result improved slightly.  Additional staff 
commenced at the end of January; the February target is expected to improve 
further.  The MRI is currently working more than eight hours each day. 
 
We expect that both CT and MRI results will improve in February. 
 
An increase in acute cases for both modalities is being experienced, with MRI 
having to postpone sessions of routine appointments booked in January to 
accommodate the acute demand. 
 
2.4 Equity Dashboard 
 
Te Uru Arotau, Pae Ora Paiaka Whaiora and Data Quality and Health Information 
are partnering to co-design an Equity Dashboard with a focus on Māori which will 
demonstrate Māori utilisation rates.  An initial focus is looking at Māori who present 
to the ED. 
 
 
3. EMERGING/CURRENT RISKS 
 
SMO vacancies continue to be a challenge in Anaesthetics, Orthopaedics and 
General Surgery for Te Uru Arotau.  Recruitment for both locum and permanent 
staff in all these specialty areas has been under way for some time to ensure a full 
staffing complement.  We have been successful with locum cover for Orthopaedics 
with a short term contract for six months. 
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The current four SMO vacancies in Anaesthetics are also now affecting services.  
Anaesthetic recruitment is looking positive.  However, the lead-in times for 
overseas SMOs to fill the vacancies is up to five to six months. 
 
Staffing levels are a challenge for Anaesthetic Technicians; which is a national 
problem.  Locum Anaesthetic Technicians are being utilised as appropriate and five 
MDHB Anaesthetic Technicians are currently on the national training programme. 
 
The Medical Imaging fluoroscopy unit equipment failed its annual review by the 
physicist in January.  The machine has now been decommissioned as a result.  
Arrangements are in place with some patients to be seen at Wairarapa or Hutt 
DHBs.  A business case is being finalised to enable replacement of this equipment. 
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APPENDIX 1 
 
 
Table 1:  Referrals Accepted and Declined 
 

Specialty December 2019 January 2020 

Total 
Received 

Accepted Declined 
Due to 

Capacity 

Percentage 
Declined 

Total 
Received 

Accepted Declined 
Due to 

Capacity 

Percentage 
Declined 

Cardiology 79 36 22 28% 39 15 0 0% 
Dental 97 56 0 0% 106 71 0 0% 
Diabetes 4 4 0 0% 0 0 0 0% 
Ear Nose Throat 248 246 0 0% 254 254 0 0% 
Endocrinology 4 4 0 0% 2 2 0 0% 
Gastroenterology 95 94 0 0% 70 68 0 0% 
General Medicine 69 69 0 0% 47 46 0 0% 

General Surgery 244 215 0 0% 205 190 0 0% 
Gynaecology 98 75 0 0% 99 79 0 0% 
Haematology 42 42 0 0% 53 53 0 0% 
Maxillo-Facial 8 8 0 0% 4 4 0 0% 
Dermatology 50 42 0 0% 40 32 0 0% 
Infectious Diseases 5 5 0 0% 3 3 0 0% 
Neurology 52 50 1 2% 46 35 6 13% 
Ophthalmology 219 196 9 4% 167 163 0 0% 
Orthopaedics 298 296 0 0% 292 287 0 0% 
Paediatric Medicine 64 62 0 0% 67 67 0 0% 
Respiratory 48 46 0 0% 36 32 0 0% 
Urology 84 45 37 44% 88 70 16 18% 
Rheumatology 13 7 0 0% 15 14 0 0% 
Total 1,821 1,598 69 4% 1,633 1,485 22 1% 

 
NB: The process to review and triage referrals is a continous one across rolling 

months.  For example; a referral may be received at the end of one month 
and processed early in the following month. 
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Endorsed by Kathryn Cook  
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Subject Pae Ora Paiaka Whaiora Hauora Māori Directorate 
Progress Update against the Manawhenua Hauora Work 
Programme 

RECOMMENDATION 

It is recommended that the Committee: 

 endorses the Pae Ora Paiaka Whaiora progress report against the 
Manawhenua Hauora Board Work Programme 2019/2020 
 

 

Strategic Alignment 

This report aligns to the DHB’s Maori Health Strategic Framework Ka Ao Ka 
Awatea and the Manawhenua Hauora Boards Work Programme for 2019/2020.  
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1. OVERVIEW  
 
 MANAWHENUA HAUORA BOARD WORK PROGRAMME 2019/2020  

(Appendix 1) 
RATING  

 THOUGHT LEADERSHIP  

MW 1. To provide clear and cohesive governance leadership for Māori health across the 
DHB region A  

MW 2. To provide direction, investment priorities and focus areas to MDHB on Māori 
health needs and priorities to support equity of outcomes for Maori G  

MW 3. To provide strategic advice on the priorities and focus areas to MDHB across all 
strategic planning processes G ● 

 MONITORING AND REPORTING  

MW 4. To provide a clear direction and purposeful strategies for Māori health gains 
across the district G ● 

MW 5. To monitor Māori health gains in the district through impacts of MDHB's health 
service delivery and investment G ● 

 STEWARDSHIP  
MW 6. Provide expert advice, direction and counsel on important issues that impact on 

Māori at a governance level G  

 
Rating & Trend Legend 
G On track, 

progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed as 
planned. 

 Improved from 
last report. 

 Regressed from last 
report. 

● No change from 
last report. 

  

Plan Legend 
AP Annual Plan P Performance 

Improvement Plan 
O Operational Plan MW Manawhenua 

Hauora 

 
 
1.1 Thought Leadership  
 
National Māori Health Action Plan – He Korowai Oranga 
 
Manawhenua Hauora Board and Māori health providers met with the Ministry of 
Health to provide feedback on the draft national Māori Health Action plan.  Treaty 
principles as they apply to the health and disability sector, have been adapted from 
the recommendations made in the stage one report for WAI 2575, the Health 
Services and Outcomes Kaupapa Inquiry. The principles are: 
 
 Tino rangatiratanga 
Providing for Māori self-determination and mana motuhake in the design, delivery 
and monitoring of health and disability services. 
 

 Equity  
Being committed to achieving equitable health outcomes for Māori.  
 

 Active protection 
Acting to the fullest extent practicable to achieve equitable health outcomes for 
Maori.  This includes ensuring that the Crown, its agents and its Treaty partner 
under Te Tiriti are well informed on the extent, and nature, of both Māori health 
outcomes and efforts to achieve Māori health equity.  
 

 Options 
Providing for and properly resourcing of Kaupapa Māori health and disability 
services.  Furthermore, the Crown is obliged to ensure that all health and disability 
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services are provided in a culturally appropriate way that recognises and supports 
the expression of hauora Māori models of care. 
 

 Partnership 
Working in partnership with Māori in the governance, design, delivery and 
monitoring of health and disability services – Māori must be co-designers, with the 
Crown, of the health and disability system for Māori. 
 
A further workshop has been set in Palmerston North on 16 and 17 April for 
Ministry, Whiti ki te Uru and Central Region GMs Māori to go over the final draft 
plan.  The Ministry will also be workshopping it’s Māori Workforce Development 
plan and Treaty framework.  This will allow us to have input into national 
developments with a focus on supporting us locally.  
 
Paiaka Whaiora Hauora Māori Hauora Māori Planning processes  

 
After careful consideration and review of the processes for Māori health planning 
and monitoring, decisions have now been finalised on how improvements will be 
made.  Given that Pae Ora, Paiaka Whaiora is not a cluster but has the functions of 
commissioning and enabling, Pae Ora will not be producing a Māori Health and 
Wellbeing Plan separate to the plans of cluster and enabler services.  This decision 
arises from a strong intention to integrate the work between Pae Ora and other 
services.  Both the cluster plans and the annual planning process has demonstrated 
the integrated services model approach has worked well.  Going forward HDAC will 
now receive reporting of Māori health initiatives and improvements demonstrated 
throughout cluster and enabler reporting.  Responsibility for performance will also 
sit with the relevant cluster and enabler services.   
 
The operational plan 2020/21 for Pae Ora Paiaka Whaiora is currently being 
developed.  The purpose of the operational plan is to provide clarity on 
responsibilities for key initiatives aligned to the Māori health strategy Ka Ao Ka 
Awatea and actions within the annual plan.     
 

 
 

A review/refresh of Ka Ao Ka Awatea 2017-2022 is due to HDAC in October 2020.  
The review/refresh will consider the Ministry’s move from the principles to the 
articles of the Treaty, the stage one primary care results of the WAI 2575 Hauora 

Ka Ao Ka Awatea

MDHB 10 year 

strategy 

Iwi Wellbeing Plans 

Cluster Wellbeing 
Plans

Enabler Wellbeing 
Plans 

Locality Wellbeing 
Plans 

Annual Plan

Operational 
Service Plans 

Performance 
monitoring and 

outcomes 
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claim and the Ministry’s five year Māori Health Action Plan currently in final stages 
of development. In addition, the Tumu Rautaki will have engaged all relevant iwi 
Ngāti Raukawa, Muaūpoko, Rangitāne ki Tamaki Nui a Rua and Ngāti Kahungunu ki 
Tamaki Nui a Rua in iwi health and wellbeing planning.  The results of this work will 
ensure the expectations and aspirations of iwi are included into overall DHB 
planning.  Good time will be given for this piece of work to ensure successful 
engagement of iwi on their terms. 
 
Commissioning for Māori Health Services    
 
Pae Ora Paiaka Whaiora has now recruited to the Tumu Rautaki – Strategy 
Integration Lead role.  Adele Small started with MDHB in February and is working 
through the existing contracts the DHB has with Iwi/Māori providers to understand 
what is being contracted for.  In addition, the Tumu Rautaki is getting an 
understanding of current performance and is working with other cluster 
commissioners to understand contracts that are focussed on Māori populations 
such as Tamariki Ora-Wellchild services.  Once there is good understanding of the 
contracts, provider engagements will begin to discuss how services are operating. 
Pae Ora will partner the Strategy, Planning and Performance service to move to 
outcomes based contracting. A stock take is being undertaken on contracting for 
outcomes across the sector currently.  Evidence to date would suggest that outside 
of the Whānau Ora Commissioning agencies, little is occurring in this space and 
that we may be one of the first DHBs to introduce an outcomes based 
commissioning framework.   
 
 
2. MONITORING AND REPORTING 
 
Equity Monitored Across the System  
 
The final draft Māori health dashboard will go to Manawhenua Hauora in April for 
endorsement.  It will then be tabled with HDAC on the 28 April for consideration.  
The dashboard will include the entire report against indicators to help the Board 
understand and respond to the inequities fully.  The quarter two non-financial 
monitoring report in February demonstrated that both hospital and primary care 
services did not achieve their smoking targets and are in red.  Moreover, the 
indicator ‘Help to quit smoking in maternity’ shows that 23 Māori women were 
offered advice to quit but none were recorded as accepting cessation support.  
Given that smoking is a key contributor to complex co-morbidities and early death, 
it’s important we understand the issues for why Māori are not quitting at both an 
operational and governance level.  While Iwi provider contracts for quitting 
smoking are performing they too will be reviewed for how we can achieve more 
with the resource allocated for smoking.    
   
Equity of Funding for Māori Providers  
 
As the Ministry of Health’s Māori Health Directorate develops its next five year 
Māori Health Action Plan for DHBs implementation, each DHB has been provided 
with its funding movements for years 2014/15 to 2018/19 for Kaupapa Māori 
Service delivery.  There is clear evidence that ‘By Māori for Māori’ services are 
effective particularly if high trust contracts are established and relationships are 
good between provider and DHB.  MidCentral DHB is currently checking its baseline 
information against the Ministry’s report.  Once any changes are completed, DHBs 
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will be sent the final version.  The results of this analysis will help inform future 
investment by DHB.   
 
 
3. STEWARDSHIP 
 
Te Reo training for Organisational Leadership Team  
 
The Organisational Leadership Team is committed to learning the beauty of te reo 
and tikanga related to this district.  MDHB has partnered Massey University to 
deliver this certified training over a ten-week period.  This faculty is currently the 
DHB's preferred provider for translation for te reo and assisted the DHB to develop 
the Te Wao Nui a Tāne concept for the Integrated Services Model. MDHB is the first 
government organisation to embark on such a course with Massey University. We 
expect Te Kārere and Maori Television to cover this story at the signing of the 
memorandum of understanding between the organisations.   
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Appendix One: 
 
MANAWHENUA HAUORA & MIDCENTRAL DISTRICT HEALTH BOARD:  2019/2020 WORK PROGRAMME  
 

Manawhenua Hauora and MidCentral DHB:  2019/20 Shared Work Programme 

  Objective  Focus Area  Measures  Responsibility 

        MidCentral DHB  Manawhenua Hauora 

        TH
O
U
G
H
T LEAD

ERSH
IP

 

To provide clear and 
cohesive governance 
leadership for Māori 
health across the DHB 
region 

Identification of local 
Māori health 
priorities to direct 
investment and focus 
from the DHB 

 

Paiaka Whaiora – Hauora Māori Cluster is established in 
synchronicity with other Clusters   

All Kaupapa Māori contracts sit with Paiaka Whaiora by 
June 19 

Relevant Māori health priorities are identified across all 
Clusters and Enablers as part of the 5 year planning 
process. 

Incorporate local 
Māori health priorities 
into AP, budget 
planning and portfolio 
work‐plans as advised 
by Manawhenua 
Hauora 

Agree a framework for 
service specification 
review and 
redevelopment in  of 
Iwi/Maori provider 
contracts by June 30 
2019. 

Consider and Endorse all 
MDHB Cluster and 
Enabler 5 year Plans 
prior to MDHB Board 
Approval 

Support the 
Establishment of Paiaka 
Whaiora in accordance 
with the 
recommendations 
provided by 
Manawhenua Hauora in 
September 2018 

To provide direction, 
investment priorities and 
focus areas to MDHB on 
Māori health needs and 
priorities to support 
equity of outcomes for 
Maori 

Equity assessment 

Cluster and Enabler 
Plan Reporting  

 

How equity is being applied in MCDHB is reported 
quarterly to Manawhenua Hauora 

 

 Equity results in respect of Māori Health, including 
trends and emerging trends, reported to Manawhenua 
Hauora and MidCentral DHB’s Board six monthly 

Equity of funding for Māori Providers is addressed 
moving from the 17/18 baseline of 1% of total revenue to 
3% by 19/20 

Provide Cluster and 
Enabler specific 
measures of success in 
addressing Māori 
Health Equity actions 
as identified in the 5 
Year Plan 

Provide advice on Equity 
needs from Māori 
perspectives, identifying 
key issues for 
consideration in 
determining local Māori 
health priorities and 
strategies in context 
with the Locality Plans 
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      Actively support the 
development of the 
Paiaka Whaiora Alliance 
Group 

To provide strategic 
advice on the priorities 
and focus areas to MDHB 
across all strategic 
planning processes. 

Strategic Imperatives  

Cluster development 

Community 
integration and 
cohesion 

Strategic imperatives will deliver on Manawhenua 
Hauora aspirations 

Consistently obtain 
Manawhenua Hauora 
input across strategic 
imperative 
development. 

Ensure the monitoring 
and reporting of 
progress against the 
strategic imperatives 
is provided to 
Manawhenua Hauora. 

Work in partnership with 
the MDHB Board to 
ensure the Treaty 
Partnership is enacted at 
Governance level to 
provide clear leadership 
and direction for the 
organisation to give 
effect to the Treaty of 
Waitangi 

M
O
N
ITO

RIN
G
 AN

D
 

REPO
RTIN

G
  

To provide a clear 
direction and purposeful 
strategies for Māori 
health gains across the 
district  

Development of a 
Māori health strategy 

 

Monitoring and reporting against Ka Ao Ka Awatea, 
clearly identifies the performance of Clusters and 
Enablers in meeting the health and wellbeing 
aspirations of the Māori communities across the 
district.  

Position Statement of Whānau Ora is adopted to 
provide a clear governance expectation of MDHB’s 
commitment and delivery methodology for health’s 
contribution to Whānau Ora across the District 

Quarterly reporting 
against Ka Ao Ka 
Awatea is provided to 
Manawhenua Hauora 
from Clusters 

Clusters and Enablers 
identify key actions 
quarterly that can 
address the health 
inequities currently 
experienced by Māori 
across the district 

Receive quarterly 
report from MCDHB as 
to how whanau ora is 
being implemented by 
the DHB. 

Monitor and review 
performance as 
governance Iwi partner 
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To monitor Māori health 
gains in the district 
through impacts of 
MDHB's health service 
delivery and investment 

 

Equity and Health 
Needs Assessment 
(as above) 

Monitor trends in Māori Health via the Locality Plans 
(as above) and health equity tools 

All Clusters and Enablers to report against their 
identified equity actions quarterly to Manawhenua 
Hauora 

Provide quarterly 
report as to how 
Locality Plans are 
addressing Maori 
Health  

As above 

Local, regional and 
national priority 
measures  (as 
attached) 

Quarterly review of results against local, regional and 
national Māori Health measures reported to 
Manawhenua Hauora and MidCentral DHB's Board (NB:  
this includes Whānau Ora.) 

Manawhenua Hauora will monitor implementation of 
Māori workforce development against the MDHB 
Kaimahi Ora Whānau Ora – Workforce Development 
Strategy and Implementation Plan 2017 ‐ 2022 

Provide quarterly 
reports 

Accurate and 
meaningful data 
profiles are provided 
as part of the 
reporting process to 
Manawhenua Hauora  

Provide direction and 
advice on reports 

Manawhenua Hauora 
will monitor Whānau Ora 
position paper and assist 
to hold the organisation 
to account. 

Monitor investment in 
Iwi/Māori providers 
workforce development 
and  Whānau Ora 

 

    Annual Report of results against Ka Ao Ka Awatea is 
reported to Manawhenua Hauora and MidCentral 
DHB’s Board as part of MDHBs Annual Report 

Provide annual 
reporting of 
performance against 
Ka Ao Ka Awatea 

Provide advice on report 
and assist to identify 
priorities for the 
following year 

      Support and monitor the Regional Māori Health 
Priorities identified via Te Whiti Ki Te Uru and 
Board’s Annual Forum, i.e.: 

 Use of the national Māori indicator report 
to drive improvements in the health 
outcomes of Māori in our region. 

Provide quarterly 
reports 

Provide advice on 
reports 
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STEW
A
RD

SH
IP

 

Provide expert advice, 
direction and counsel on 
important issues that 
impact on Māori at a 
governance level 

Major service 
changes  

 

Any potential Major service change proposals are 
actively considered by Manawhenua Hauora during the 
design phase to ensure any likely impact on Māori 
Health and Equity Issues considered at the earliest 
possible point 

 

Provide report on any 
potential or major 
service proposals prior 
to a final position  

Provide critique, 
direction and 
considerations on any 
major proposal for 
change  with a specific 
focus on health gains for 
Māori and any potential 
impacts  

Significant service 
plans, e.g. site 
redevelopment and 
central Alliance 

 

Manawhenua Hauora views are sought regarding the 
Long Term Investment Plan being developed for 
MidCentral DHB as a Treaty Partner,  

All significant 
investment plans are 
submitted to 
Manawhenua Hauora 
for consideration at 
the earliest possible 
time 

Provide direction. 
Advice, guidance and 
critique across all 
aspects of design, 
development and 
implementation of the 
Long Term Investment 
Plan.   

   
  Manawhenua Hauora views sought on the Central 

Alliance Strategy being developed by MidCentral and 
Whanganui DHBs 

Develop Strategic Plan 
for Central Alliance 
that actively considers 
both Iwi Relationship 
Boards perspectives as 
part of the Alliance 

Provide advice and 
direction on Central 
Alliance Strategic Plan in 
partnership with Hauora  
A Iwi. 

 
 
Supporting Arrangements 
   
To support this work programme, the following hui arrangements have been put in place: 
 Two Board to Board hui between Manawhenua Hauora and MDHB's boards per annum 
 Six‐monthly review meetings between Manawhenua Hauora's Chair & Deputy Chair and MDHB's Chair and CEO 
 Six‐weekly meetings of Manawhenua Hauora, with MDHB management in attendance 
 Participation (through Chair) in Te Whiti Ki te Uru – the Central Region's Māori Relationship Forum 
 Participation (through Chair and Deputy Chair) in annual planning workshops and other appropriate workshops, forums as necessary 
 Ongoing engagement and consultation by Manawhenua Hauora with the Governors of the 4 Iwi Boards regarding Māori Health priorities and outcomes  
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For: 

  Approval 

 X Endorsement 

 Noting 
 

To Health and Disability Advisory Committee 

Author Greg Brogden, Acting General Manager, Enable New Zealand 

Endorsed by Kathryn Cook, Chief Executive 

Date 4 March 2020 

Subject Enable New Zealand Report to 31 January 2020 

RECOMMENDATION 

It is recommended that the Committee: 

• endorses the Enable New Zealand Report to 31 January 2020 

  

 

Strategic Alignment 

This report is aligned with the District Health Board’s (DHB’s) strategy, 
specifically to achieve equity of outcomes, and sets out performance results for 
Enable New Zealand. It also identifies activity that will further develop Enable 

New Zealand’s capability and capacity across a number of the DHB’s enablers.  
  

The report aligns to all three of the Strategic Goals embedded in Enable  
New Zealand’s Operational Plan.   
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1. PURPOSE 
 

The purpose of this report is to set out Enable New Zealand’s performance against 
its Operational Plan and advise of any current and emerging matters. 

 
 
2. SERVICE OVERVIEW 

 
Enable New Zealand is a semi-autonomous business unit of MidCentral District 

Health Board. 
 
It provides local, regional and national disability support services to over 75,000 

disabled people and whānau across New Zealand through a range of contracts 
managed on behalf of the Ministry of Health (MoH), Accident Compensation 

Corporation (ACC) and DHBs. 
 
 

3. AIM AND PRIORITIES 
 

The aim of Enable New Zealand is encapsulated within its shared purpose: 
 

“To support disabled people and whānau to live everyday lives in their 
communities” 

 

This statement embodies why Enable New Zealand exists and guides the decisions 
it makes and the priorities it sets. 

 
 
4. PERFORMANCE OVERVIEW 

 
 

Initiative 
Rating & 
Trend 

 Strengthen and enhance existing services to provide a quality customer experience 

O Actively seek feedback, measure, monitor and interpret our performance  G ● 

O Deliver responsive and accessible customer services across all areas of the 

organisation aligned to the customer’s requirements 
G ● 

O Partner with key stakeholders to deliver long term sustainable outcomes for 
the customer 

G ● 

 Employ efficient delivery practices and maintain a culture of effectiveness and 

responsiveness in all areas of work 
O Develop a quality driven practice model to drive service excellence G ● 

O Our infrastructure is healthy and our technology drives enhanced performance 
in the delivery of services to our customers 

A ● 

O We nuture a positive and diverse workforce culture and a healthy workplace 
that reflects our values and respects the dignity and privacy of all stakeholders  

G ● 

O We cultivate competency and capability in our workforce that is flexible and 
responsive to the current and future needs of the business and service 
requirements 

G ● 

 We aggressively pursue opportunities to grow and develop sustainable services 

O Meet a broader range of customer needs to remain competitive in the changing 
market 

G ● 

O Increase the total number of customers that purchase services directly from 

Enable New Zealand 
G ● 

O Increase the number of primary customer contracts G ● 

O Grow diversified revenue streams G ● 

O Ownership and Governance G ● 
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Rating & Trend Legend 

G On track, 
progressing as 
planned. 

A Behind plan – 
remedial action plan 
in place. 

R Behind plan – 
major risks and 
exception report 
required. 

D Not completed 
as planned. 

 Improved from 

last report. 
 Regressed from last 

report. 

● No change from 

last report. 

  

Plan Legend 

A Annual Plan P Performance 
Improvement Plan 

O Operational Plan   

 
4.1 Performance Indicators 

 
Regional 
 

Mana Whaikaha Regional Results Launch of Prototype to 31 
January 2020 

Total number January 
2020 

Total Disabled People active in the 
database 

2226 31 

People allocated to a MoH connector (and 
are still allocated to a MoH Connector) 

869 52 

People allocated to their own / 
Independent Connector 

121 11 

People in queue (awaiting allocation to a 
connector) 

283 32 

Total, completed, allocated to connector 
or in queue 

1,273 95 

People who have had a financial outcome 720 143 

 
National   
 
Key Performance Indicator/Measure Target Achieved 

Percentage of Band 1 Equipment delivered within 5 working days.
     

90% 94% 

Percentage of Complex Housing Modifications completed within 120 
working days (MoH).  

60% 92% 

Percentage of Equipment provided to Service Users supplied from 
refurbished stock (MoH). 

35% 30% 

Grabrails Installation Non-Urgent (ACC) 95% 100% 

Enablement Programme – Exiting RTL platform  100% 100% 

  
The table below sets out the number of customers accessing Enable New Zealand’s 
contracted services, for the financial year to date at 31 January 2020. 

 
Client volumes by Service MDHB Region All Service Regions 

Housing Service 117 1244 

Equipment Service 1989 24194 

Hearing Aids Service 688 14929 

Spectacles Service 954 14578 

  
Referral numbers for Housing and Spectacles requests remain consistent over the 
past few months with no significant movement for either service. Last month’s 

figures showed an increase in the Hearing service requests, however this appears 
to be a one off event and not a trend as the requests have reduced back to similar 

numbers we have experienced in the past. Based on overall service regions 
Midcentral currently average between five to nine percent of the total demand 
across the Enable New Zealand region for these services. 
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5. SIGNIFICANT MATTERS  
 

5.1  Mana Whaikaha Prototype  
 

As the prototype heads into the final stages of the initial period, Mana Whaikaha 
has engaged with various representatives from the Disabled Community, Enable 
New Zealand and MoH to explore possible structural models going forward as of 1 

July 2020. It is important to note that whilst robust conversations are underway, 
the outcome of the MoH budget bid is unlikely to be known prior to May 2020. For 

this reason, it is essential that Enable New Zealand and the MoH continue to have 
open dialogue heading into what could be another period of change.     
 

The MoH held a market sounding information session for all stakeholders of the 
prototype on 25 February 2020. The aim of the briefing was to identify what 

alternative operating models could be available beyond the prototype. Their stated 
belief was ”that Mana Whaikaha would be better served if the disabled community-
owned and lead the future of the organisation”. The principles of Enabling Good 

Lives and key features of the prototype were reinforced as essential components of 
any future model. 

 
The sessions were seeking feedback from the various stakeholders on their views 

of what that model could look like and how it could work.  
 
With Phase 1 of the Customer Relationship Management (CRM) system well 

embedded the team are now working through the roll out plan for Phase 2. The 
upgrade of the CRM will allow us, as an organisation, to better understand the 

demographics of our local community as well as monitor service time frames, case 
stages and outcomes reached by the disabled community.  
 

5.2 Enablement Programme 
 

The Enablement Programme Leads and Senior Management Team are finalising 
project initiation documentation for implementing a Contact Centre management 
system and retiring the end of life Enterprise resource planning (JD Edwards) 

technology system. Business requirements will be documented by the project 
teams followed by selection of the implementation partners from the pre-approved 

supplier panel.  
 
The Round Trip Logistics replacement project remains open while the system is 

fully bedded in. This allows the project team to consider enhancements to the 
system for external customers or internal users. This is in line with the Agile 

project methodology that defines the Minimum Viable Product required to go live. A 
“backlog” of work is created that can be prioritised and worked on as resources 
permit.   

 
Meeting the timeline for Tranche 1 of the project remains the only concern for the 

project at this stage. The slippage has not had an impact on service delivery but 
will delay the start of Tranche 2 work.  
 

5.3 Contract Matters 
 

Enable New Zealand is waiting for the MoH to confirm previous advice on the 
Equipment and Modification Service contract, due to expire 31 March 2020, as to 
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whether it will be rolled over for another 2-3 years. This is a significant contract for 
the organisation. 

 
5.4 Community Initiatives 

 
Further development of the EASIE Living Professional Advisor role has seen 
workshops around Carer Support and Continence held for family members acting in 

an informal caregiver role for their elderly relatives.  The workshops act within the 
Disability Information Advice Service (DIAS) function and are designed to provide 

tips for family members to allow them to support their whānau to live 
independently for longer. 
 

EASIE Living has recently engaged with local groups such as Altogether Autism, 
Parent to Parent and Autism New Zealand around developing a more paediatric 

offering in store by way of a Sensory Space. The purpose of this space is to allow 
families and Occupational Therapists to bring clients and whānau in to engage with 
the space and understand their needs and preferences. It will also test consumer 

demand for a larger public sensory space within the region. This soon to be opened 
room sits alongside a new sensory range and adapted footwear range to broaden 

the client base catered to instore. 
 

Firstport attended Show Your Ability nationwide to engage with the disability 
community and continue to build awareness of the strong DIAS function it offers 
via the website and social media pages. They have been garnering feedback which 

will be distributed across their media platforms to drive further engagement. 
 

5.5 New General Manager 
 
Michelle Riwai will be joining Enable New Zealand as the new General Manager, 

starting her appointment on 6 April 2020.  
 

Michelle is coming to Enable New Zealand from the Wellington City Council where 
she is currently employed as the Manager of City Housing. While working for the 
Wellington City Council and Housing New Zealand prior to that, her work included 

social issues relating to disability. Michelle is looking forward to building on this 
experience to address the social outcomes and needs that her new role with Enable 

New Zealand will address. 
 
A powhiri will be held for Michelle on 6 April at the DHB, in the garden of 

tranquillity to mark the start of her role. 
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1. PURPOSE 
 
This report provides the Committee with an update of progress on the 
implementation of Ka Ao Ka Awatea – Māori Strategic Framework 2017 – 2022 
(Ka Ao Ka Awatea) to assist MidCentral District Health Board (MDHB) in 
advancing the agenda for improved equity of health outcomes and Māori health 
across the district.  
 
 
2.  BACKGROUND 
 
In partnership with THINK Hauora (formerly Central Primary Health 
Organisation), and Te Tihi o Ruahine Whānau Ora Alliance, MDHB developed Ka 
Ao Ka Awatea in 2017 as an integrated strategic response to Māori health across 
the Manawatū district. The context from which Ka Ao Ka Awatea was created 
was the Regional Māori Health Action Plan, entitled Ka Pō, Ka Ao, Ka Awatea that 
was launched by Compass Health in 2011 providing an organisation wide 
package of practical, clinical and cultural solutions to the recurring questions of 
how to make a difference for Māori health, with particular focus on primary care. 
 
Ka Ao Ka Awatea - the Māori Health Strategy (2017 – 2022) is the overarching 
strategy for Māori health in the MidCentral region.  It reinforces the notion to 
better align health resource to facilitate change and improvement in Māori health 
outcomes and emphasises the importance of solid, sound relationships and 
working in partnership to improve the wellbeing of whānau. 
 
Advancements have been made since the 2017 against the Ka Ao, Ka Awatea 
strategy which have been reported on most recently through the Manawhenua 
Hauora work plan.  Alignment of priorities which are: whānau free of violence, 
women’s health, mental health and addictions, elder people, child health, 
workforce development and investment and development in iwi and Māori 
providers has also been incorporated into the 2020/21 DHB annual plan.  The 
deliberate focus in Ka Ao Ka Awatea calls for stronger relationships and 
collaboration both within the health sector and across sectors.   
 
Ka Ao Ka Awatea as a framework brings together the Whānau Ora Outcomes, 
the National Health Targets, the System Level Measures and the contributory 
measures as well as the Strategic Imperatives of both THINK Hauora, Te Tihi o 
Ruahine Whānau Ora Alliance and MDHB. He Korowai Oranga – MoH Māori 
Health Policy Framework (2014) provides the foundation with equity, integration 
and Cultural Identity providing the values and principles of implementation.  
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Fig 1: Te Anga – The Framework  
 
 
 

 

 
3. IMPLEMENTATION 
 
Ka Ao Ka Awatea was initially integrated into the system through the 2017/18 
planning process to support portfolio managers and operational leads to focus on 
the identified key priority areas for Māori Health.  This coincided with the 
Ministry of Health’s requirement for a stand-alone Māori Health Plan.  This 
approach was continued through for the 2018/19 planning year as MDHB was 
moving towards implementation of the Integrated Services Model (ISM) 
approach. 
 
During 2019/2020 as the ISM model developed, the accountability framework 
was adjusted to sit across the clusters. The plan was then included as part of the 
internal planning advice and reference material.  Accountability and 
responsibility for reporting against the key data points remained the 
responsibility of each cluster.  This was a deliberate strategy to ensure equity is 
“everyone’s business”.  
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4. PARTNERSHIP MODEL APPROACH  
 
To support the partnership a Leadership Group for Ka Ao, Ka Awatea was 
established in primary care to drive the utilisation of Ka Ao, Ka Awatea across 
THINK Hauora, General Practice Teams and the wider health workforce in the 
Central region.  The Leadership Group is jointly supported by both THINK Hauora 
and Te Tihi and currently meets monthly.  With a focus on data, the group is 
responsible for ensuring the key imperatives within Ka Ao, Ka Awatea are 
actualised and all work emanating from THINK Hauora is conducive to advancing 
Māori health and reducing inequities across our population.  
 
The Leadership Group is currently in the process of resetting their direction with 
a focus on contract and programme review, as well as new innovation that 
drives equity for whānau Māori.  In resetting this direction, the Leadership Group 
will look to incorporate Pae Ora Paiaka Whaiora to ensure representation from 
MidCentral DHB. The Leadership Group is focused on refreshing Ka Ao, Ka 
Awatea to ensure it remains relevant with the current environment, such as 
accurately reflecting Te Tiriti obligations and incorporating the stage one primary 
care results of the WAI 2575 Hauora claim and the Ministry’s five year Māori 
Health Action Plan.  A Project Plan is currently being developed that will detail 
the approach for the refresh, including the estimated time-frame for completion.  
Ensuring Pae Ora Paiaka Whaiora representation on the Leadership Group will 
enhance the collective approach between partners across primary and secondary 
care and will provide consistency with our efforts across the sector to deliver on 
improved and integrated services for whānau and advance Māori health 
outcomes. 
 
Nationally this is one of the few Māori Health Strategies that has been co-
produced by primary care, a Whānau Ora Alliance group and a DHB. More 
commonly each organisation would have their own separate strategies focused 
independently of one another. Ka Ao Ka Awatea is a deliberate and focused 
strategy at breaking down the barriers between services and sectors to create a 
shared commitment and responsibility to improving Māori health.  
 
 
5. MDHB PLANNING 2020/21 
 
The 2020/21 Annual Plan is well advanced with its first iteration now submitted 
to the Ministry for feedback.  The direction for the annual plan has been guided 
by Ka Ao Ka Awatea and its priorities.  While the Manawhenua Hauora Board 
priorities derive from Ka Ao Ka Awatea, it has been agreed that MDHB needs to 
consult the four iwi of the district specifically on their expectations and 
aspirations for health and wellbeing, so that these can be aligned with DHB 
planning.  The refresh is therefore timely given the amount of change and 
additional requirements particular by the Ministry.  The partnership approach 
across Te Tihi, THINK Hauora, Iwi and DHB for the refresh of the strategy is vital 
if we want to make a significant impact on Māori health gain going forward.     
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6. MONITORING  
 
It’s important to make note of the November WAI 2575 report findings at this 
point where the Crown acknowledged that health outcomes for Māori has not 
substantially improved since 2000: Māori continue to experience the worst 
health outcomes of any population group in New Zealand.  The Tribunal found 
that the reforms ushered in by the Act in 2000 failed to consistently state a 
commitment to achieving equity of health outcomes for Māori.  The Tribunal 
found serious Treaty breaches concerning the way the Crown holds the primary 
health care sector to account and reports on its performance, finding that there 
were few mechanisms in place to ensure accountability and that those 
mechanisms that did exist were rarely used in relation to Māori health.  
 
The Tribunal further found the Crown fails to ensure that Māori have adequate 
decision-making authority and influence when it comes to the design and 
delivery of primary health care services.  It found that the Act’s provision for 
Māori representatives on DHB's does not fully reflect the principle of partnership, 
and that no other Treaty-consistent partnership arrangements exist at the DHB 
level.  Further, the Crown fails to properly resource and support Māori-controlled 
Primary Health Organisations and Māori health providers to deliver quality health 
care to Māori communities, in breach of the Treaty principles. 
 
Keeping in mind the findings of WAI 2575 Pae Ora Paiaka Whaiora has begun to 
work on the issue of improved Māori equity reporting to governance.  To date 
reporting against Māori health improvement within MDHB has been adhoc with 
little clarity about how the system is achieving across the key Māori health 
priorities within the strategy Ka Ao Ka Awatea.  In January 2020 Pae Ora Paiaka 
Whaiora partnered Strategy, Planning and Performance to develop a Māori 
Equity dashboard that will assist the health systems governance and senior 
management to better monitor Māori health improvement.  The dashboard will 
include both primary and secondary care monitoring.  Key indicators are being 
identified from the non-financial quarter reporting framework and THINK Hauora 
reporting to ensure consistency and alignment.  It is expected that the 
dashboard will be with the Organisational Leadership Team in March ready for 
the Committees consideration in April.    
 
Services are being guided to re-orient the way they deliver and to consider how 
whole families are supported toward greater health and wellbeing outcomes.  
Challenges on how the system views consumers more as customers has been 
more recently advocated for.   New investment into the Pae Ora Directorate in 
2017 has made an exponential difference for the organisation particularly into 
secondary care however more investment into Iwi/Māori providers is a key 
priority for Ka Ao Ka Awatea and results today needs to be improved.  The work 
inside of Whānau Ora commissioning agencies has evidenced that Kaupapa 
Service Delivery models are successful however the work and effort needs to be 
scaled up, better resourced and more flexible in its contracting requirements.   
 
This report needs to be read in conjunction with the Committees Equity Update 
report tabled today which provides a full report against the Trendly data 
currently used as a proxy Māori health dashboard for MDHB.  In addition, when 
analysing the DHB non-financial monitoring quarter two report to the Board in 
February 2020 we have identified that eleven of the measures do not report by 
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ethnicity.  These are being worked on currently.  There are fourteen indicators 
that are not performing for Māori and in some cases they are worsening.  Dr 
Janine Stevens will be attending the meeting to talk about this more to assist 
the Committee to better understand the details.   
  
 
Ka kohi te toi – ka whai te maramatanga 
When knowledge is gathered – enlightenment will follow 
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1. PURPOSE 
 
This report provides the Committee with an update of progress on the Equity 
Work Programme to support MidCentral District Health Board (MDHB) in 
advancing the agenda for improved equity of health outcomes across our 
communities. An update on equity indicators is also provided for the Committee.  
 
 
2.  EQUITY WORK PROGRAMME SUMMARY OF PROGRESS 
 
The ongoing focus of the equity work programme is on the development of 
relevant tools, resources and relationships to support our health workforce to 
take action to reduce health inequities.  The recent focus has been on:  
 
 Delivery of Unconscious Bias training sessions for the cluster services.     
 Engagement with Cluster Planning & Integration Leads to develop key 

approaches to support pro-equity action in their specific service areas.     
 Continued partnering with Te Tihi and THINK Hauora to revise, refine and 

increase engagement with Equity Tools in the primary and secondary care 
sectors. 

 Engagement with Information Systems and Data Analyst team members 
regarding the potential for development of a local Māori equity health 
dashboard. 

 Creation of an electronic repository for equity-focused tools and resources.  
 
2.1 Delivery of Unconscious Bias Training Sessions 
 
In November 2019, the Health Quality and Safety Commission (HQSC) released 
an educational video series focused on understanding bias in health care for 
Patient Safety Week.  In alignment with this work, the Pae Ora team delivered 
an interactive educational session on Unconscious Bias as part of the MedLed 
educational programme.  The session was very well-attended and feedback from 
attendees was favourable, highlighting significant interest within the 
organisation in gaining greater understanding of sources and impacts of bias in 
health care.  As a result of this session, multiple enquiries have been received 
regarding further training opportunities and some additional sessions have been 
delivered in response to specific requests eg to the Child and Adolescent Oral 
Health Service as part of their in-service training day, and as part of the formal 
teaching programme for pre-vocational doctors.  This training was also provided 
to the Board at its induction in February alongside the Treaty of Waitangi 
session.   
 
2.2  Engagement with Planning and Integration Leads to Determine 

Pro-equity Support Needs   
 
Planning and Integration Leads across multiple clusters have identified staff 
training to increase awareness and understanding of bias in health care as an 
area of focus to support cluster activity to challenge and address inequity. 
Engagement with all Planning and Integration Leads has begun to determine 
what is required to support this mahi with an emphasis on ensuring preferred 
activities have relevance for our diverse workforce and that sustainable delivery 
of training is achievable.  A “train the trainers” approach with cross-cluster 
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support for development and delivery has been suggested and agreed in 
principle as a sustainable way forward. Activities related to unconscious bias 
training have been included in annual planning for the 2020/21 year and further 
engagement with Planning and Integration Leads, including leadership and 
ongoing support from Pae Ora to develop and deliver educational resources, is 
planned for the next quarter.            
     
2.3  Ongoing Refinement of the Te Tihi o Ruahine Equity Tool 
 
In the previous report to the Committee, changes in key staff at Te Tihi were 
highlighted as slowing progress towards ongoing refinement of the Equity Tool 
that has been utilised in primary care.  Since that time, a number of hui have 
been held with a working group consisting of staff from Te Tihi, THINK Hauora 
and Pae Ora to re-invigorate this mahi.  A revised primary care programme has 
been developed and delivered to a number of general practice teams across the 
district. The revised programme consists of two key face-to-face sessions, with 
the first being largely educational and the second being focused on supporting 
practices to develop their own equity action plan with support from the 
facilitation team from Te Tihi and THINK Hauora.  To date, this training has not 
been delivered in a secondary care setting however opportunities to further 
adapt and develop the content to increase the utility of a similar approach in the 
hospital setting is being considered.        
 
2.4 Engagement around the Potential for a Local Māori Health Equity 

Dashboard      
 
Two hui, led by Tracee Te Huia – General Manager, Hauora Māori, have been 
held with members of Information Systems, Strategy Planning and Performance, 
and Data Analytics teams since January 2020 to discuss the opportunity for 
development of a local Māori health equity dashboard.  Discussions to date have 
been focused on the intended purpose of such a dashboard, which health 
indicators could be included based on currently available data, practical 
considerations for setting up a dashboard (including platform to use, potential 
data sources, required dashboard functionality), and alignment with 
Manawhenua Hauora priorities. A further hui is planned to continue the progress 
of this work.   
   
2.5 Creation of an Electronic Repository for Equity-focused Tools and 

Resources 
 
A wide range of equity-focused tools and resources have been gathered over the 
last two years through the work of Pae Ora and the wider organisation to 
progress the equity agenda.  Recently, a local repository (internal to the 
organisation) where electronic documents, tools and resources can be stored to 
enable easy access for all MDHB staff has been set up.  This will provide a single 
point for our staff to access relevant information that can support them in 
building awareness, promoting understanding and taking action to challenge 
inequities within their sphere of influence and across our system.   
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3.  MONITORING HEALTH EQUITY 
 
We continue to utilise readily available data sources to monitor progress against 
the national Māori Health Targets. This current report draws on the latest 
available data from the Trendly database.  Moving forward we will use the Māori 
Health Equity dashboard for the purposes of updating the Committee on Māori 
health improvement performance.  Discussions have begun with the clusters on 
the areas of non-performance and Pae Ora is partnering services on initiatives to 
improve performance.   
 
3.1 Trendly Data 
 
The most recent Trendly dashboard data is presented below for all 20 DHBs, 
firstly for Māori and then for non-Māori.  
 
This is followed by Table 1, which presents data for MidCentral DHB only and 
compares the indicators reported to the Committee in September 2019 with the 
most up to date Trendly information available for those same indicators.  There 
is also a brief accompanying commentary highlighting the key issues of inequity 
that are described in the MidCentral Trendly data.  
 
This report should be read in conjunction with the Ka Ao Ka Awatea progress 
update report to the Committee in March 2020. 
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Trendly Dashboard Data for Māori (all DHBs, as at 09 Mar 2020) 

  
 
Trendly Dashboard Data for non-Māori (all DHBs, as at 09 Mar 2020) 
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The following table contains MidCentral DHB-specific data only, sourced from Trendly, and compares data previously presented to the 
Committee in September 2019 with the most recent data as at March 2020.  
 
Table 1:  MidCentral DHB specific health data, sourced from Trendly, Māori compared with non-Māori, comparison of data as at 

September and data available as at March 2020  

Please note: The grey shading in some cells of the table indicates that there is either no data at all or no new data 
available in the published Trendly database for these indicators since the last time we reported to the Committee in 
March 2019. 

Target attained Within 10% of target 

10-20% away from target More than 20% away from target 

  

 As reported to HDAC in September 2019  Most recent data as at 9 March 2020 

 Data period Target Māori Non-
Māori Data period Target Māori Non-

Māori 

PHO Enrolment Jul-Sep 2019 90% 81.0% 97.0% Jan-Mar 2020 90% 84.0% 97.0% 

ASH (0-4 yrs) Yr to Dec 18 - 6393 5106 Yr to Sep 19 - 7030 5308 

ASH (45-64 yrs) Yr to Dec 18 - 8043 3883 Yr to Sep 19 - 7395 3915 

Breastfeeding (3 mths) Jan-Jun 2018 70% 43.0% 58.0% Jul-Dec 2018 70% 49.0% 58.0% 

Breast Screening (50-69 yrs) Apr-Jun 2019 70% 66.0% 78.2% Oct-Dec 2019 70% 65.8% 78.2% 

Cervical Screening (25-69 yrs) Jan-Mar 2019 80% 64.6% 78.3% Jul-Sep 2019 80% 66.2% 75.6% 

Immunisation (8 months) Apr-Jun 2019 95% 83.6% 92.6% Oct-Dec 2019 95% 79.1% 92.7% 

Immunisation (Influenza) Mar-Sep 2018 75% 42.0% 55.0% No new data available for this indicator 

Mental Health Yr to Mar 2019 - 297 100 Yr to Sep 2019 - 327 97 

Oral Health Jan-Dec 2017 95% 72.3% 121.3% Jan-Dec 2018 95% 51.7% 125.4% 

SUDI 2012-2016  - 1.49 - No new data available for this indicator 
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Key points to note from the Trendly data contained in Table 1:  
 

 PHO enrolment rate has increased by 3 percent for Māori and remains below 
the target of 90 percent. The rate has stayed the same for non-Māori and 
exceeds the national target. Inequity between Maori and non-Māori 
continues.  

 
 ASH rate (0-4yrs; per 100,000 population) for Māori has increased by 10.0 

percent); for non-Māori it has increased by 4.0 percent.  Inequity between 
Maori and non-Maori continues to increase; the rate for Māori is 32.5 
percent higher than the rate for non-Māori. 

 
 ASH rate (45-64yrs; per 100,000 population) for Māori has decreased by 8.0 

percent; for non-Māori it has increased by 0.8 percent.  Inequity for Māori 
continues; the rate for Māori is approximately twice as high as the 
rate for non-Māori.  

 
 Breastfeeding (3mths) – the rate has increased by 6 percent for Māori and 

remained the same for non-Māori. The rates remain well below the national 
target of 70 percent for both groups.  Inequity between Māori and non-
Māori continues; the rate for Māori is 9 percentage points lower than 
the rate for non-Māori. 

 
 Breast screening coverage has essentially remained the same for both Māori 

and non-Māori women. Inequity between Māori and non-Māori women 
continues to exist. The national target has been exceeded by 8.2 
percent for non-Māori women but has not been achieved for Māori 
women (4.2 percent below target). 

 
 Cervical screening coverage has increased slightly for Māori women (up 1.6 

percentage points to 66.2 percent) and has decreased slightly for non-Māori 
women (down 2.7 percentage points to 75.6 percent). Inequity between 
Māori and non-Māori continues to exist. Coverage for Māori women is 
13.8 percent below target; for non-Māori women it is 4.4 percent 
below target. 

   
 Immunisation (8 months) coverage continues to decline for Māori babies 

(down 4.5 percentage points to 79.1 percent) whilst it has remained the same 
for non-Māori babies. Inequity between Māori and non-Māori continues 
to increase. The national target (95 percent) has not been achieved 
for either Māori or non-Māori babies. 

    
 Immunisation (Influenza) - No new Trendly data is available for this indicator 

since the last report to the Committee in September 2019. 
    
 Mental health indicator - The rate (per 100,000 per year) of use of compulsory 

community treatment orders (Section 29) has increased for Māori and 
decreased slightly for non-Māori.  Inequity between Māori and non-Māori 
has increased. 

 
 Oral Health – The percentage of preschool children enrolled with community 

oral health services has decreased by 20.6 percentage points for Māori 
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children, whilst it has increased slightly for non-Māori children. Inequity 
between Māori and non-Māori children has increased substantially. 

 
 SUDI – no new Trendly data is available for this indicator since the last report 

to the Committee in September 2019.
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 For: 

 Approval 

X Endorsement 

 Noting 
 

 To  Health and Disability Advisory Committee 

 Author  Susan Murphy 

 Manager, Quality Improvement and Assurance 

 Endorsed by  Judith Catherwood  

 General Manager, Quality and Innovation 

 Date  25 February 2020 

 Subject  Clinical Governance and Quality Improvement Report 

 
 RECOMMENDATION 

 It is recommended that the Committee: 

 
 note the content of the clinical governance and quality improvement report 
 
 endorse the creation of a refreshed approach to the ongoing implementation of 

The   Quality Agenda (Clinical Governance Framework) 

 endorse progress in delivering improvements in Clinical Governance and Quality 
Improvement 

 
 
Strategic Alignment 
 
This report is aligned primarily to MidCentral District Health Board’s (MDHB) strategic 
imperative of Quality and Excellence by Design. 
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1. PURPOSE 
 

This report is for the Health and Disability Advisory Committee’s (HDAC) information 
and discussion. It provides information about aspects of the clinical governance 
system and performance across the MDHB. It also provides an update on progress 
with annual plan and operational plan initiatives within the Quality and Innovation 
Enabler Team. 
 

Feedback from HDAC on the revised format of this report would be welcome. The plan 
is to work towards a concise governance focused report with dashboard style 
information. This will include trend based analysis which provides the Committee with 
conclusions, or opportunity for comments. This will support HDAC in its governance 
role for the quality and safety of care provided in MDHB. 

 
 
2. PERFORMANCE OVERVIEW 

 
Operational Plan 
 
Objective Rating & Trend 

Enabling consumers, family and whanau to work in partnership with our workforce to plan and
design delivery of healthcare 
Developing integrated feedback systems which support system wide real time 
feedback to our teams 

 

Developing and implementing a volunteer development plan for the district G 

Supporting consumers to be engaged in service planning and co-design  
G 



Supporting our workforce to have the tools and skills to be responsive to the needs 
and concerns of Māori consumers and whānau 

 
G 



Enable service and quality improvement which is led and evaluated by our Clusters and 
Consumers 
Developing our business partnership model to support success and achievement of 
organisational goals 

 
G 



Developing quality improvement tools and education programs for all our workforce  
G 



Developing our knowledge services (the library function) for the future needs of our 
clusters and enabler teams and our workforce at large 

 
G 



Facilitating clusters and enabler access to information and tools to enable clinical 
decision making, improvement and personal development through enhanced 
knowledge service (library function) 

 
G 



Implement the spiritual care strategy across the organisation G 

Create a strong clinical governance culture to successfully deliver the integrated service 
model 
Implementing the Clinical Governance Framework (the Quality Agenda) across all 
services and teams within the district 

G 

Developing our capacity and capability to enable successful certification and 
achieve continuous improvement status 

G 
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Drive culture change which enables quality and safety through distributed clinical 
leadership, a successful managerial and 
clinician partnership and an open learning organisational approach 

 
G 



Review and improve the organisational framework for policy, 
procedures and other controlled documents and enhance legislative compliance 

G � 

Review and develop the privacy function within our enabler G � 

Lead the replacement of riskman (quality, safety and risk system) within the DHB A � 

Support and enable innovative, effective business change 
Facilitating the reporting, coordination and delivery of the performance 
improvement plan and other enterprise level 
projects 

 
R 

� 

Supporting project and programme delivery using organisationally agreed 
methodologies 

G � 

Develop and evaluate the EPMO to support successful 
improvement and innovation 

G � 

Encourage a culture and delivery of innovation so we become known as a EMPO 
centre of excellence 

G � 

 
 
G 

On Track, progressing 
as planned 

 
A 

Behind plan – 
remedial action plan 
in place 

 
R 

Behind plan – major 
risks and exception 
report 
required 

 
D 

Not completed as 
planned 

 
� Improved from last 

report 

 
� Regressed from last 

report 

 
� No change from last 

report 

 

 
All activities are progressing within our annual and operational plan. 
 
The replacement of Riskman is progressing with a number of alternative products 
about to be assessed against our requirements.  HDAC should note the current 
platform is stable and performing as normal. 
 
The Performance Improvement Plan is reported to Finance Risk and Audit Committee 
(FRAC) and Board every six weeks.  Mitigation plans are in place for areas behind 
schedule and are scrutinised by FRAC. 
 
 
3. UPDATES 

 
3.1  The Quality Agenda - Clinical Governance Framework 
 
The MidCentral District Clinical Governance Framework (The Quality Agenda) is 
complete and implementation is progressing well. This document has a wide scope, 
and includes our approach to clinical governance development, quality assurance and 
control and the further development of quality improvement methods and 
infrastructure within the District Health Board (DHB). 
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The Framework covers the development of the clinical governance structure, 
implementation of an enhanced quality improvement system across MDHB and 
improvements in our quality assurance and control management approach.  
 
The Framework embeds Māori worldview and Whānau Ora across all three areas. 
 
Appendix one provides the committee with an update on progress.  As the majority of 
initial actions are completed, it is proposed a refreshed plan for development of our 
clinical governance and quality improvement arrangements is developed for the 
2020/21 year.   This will be reported to HDAC once completed. 
 
3.2  Shared Governance/Subcommittee Work Programmes 
 

It is planned to revise the clinical governance subcommittee structure.  This is work in 
progress.  The current subcommittee work programmes are reported in Appendix 
two. These are reported and discussed at the Clinical Board throughout the year. This 
document outlines the subcommittees that report, their planned actions and 
milestones that have been achieved in the last quarter. This plan is being reported for 
the first time and is in development.  It is planned all subcommittees activities will be 
reported quarterly and any significant risks or concerns highlighted to HDAC. 
 
3.3 Quality Improvement 
 
MDHB has a number of quality improvement programmes which are being developed 
or being implemented. These include the following:  
 
Quality 
Initiative  

Goal Implementation 
Status 

Completion 
Date 

Mahi Tahi – 
Better 
Together 

 Foster, support, enable and 
respect the key role that 
whānau, friends and caregivers 
have in the healthcare journey 

 Welcome, encourage and 
support whānau to be part of 
the care team to provide 
support and assistance to their 
loved one in hospital 

 Support person and whānau 
centred care through 
manaakitanga and by not 
limiting, but instead enabling 
whānau to access the ward 
whenever they wish to be with 
their loved ones 

 

Mahi Tahi is now 
in place 
throughout all 
tower block adult 
inpatient wards 
and the STAR 2 
ward.  It is soon 
to be introduced 
into STAR 1, 
followed by 
Maternity 
Services, STAR 4 
and then Ward 21 

June 2020 

Nga Pou o te 
Oranga 
(Fundamentals 
of Care) 

 Clarify what best practice 
holistic, culturally responsive, 
patient and whanau 
fundamental care should look 
like 

 Build staff confidence and 
competence to deliver culturally 
responsive care that is 
appropriately bespoke to 
specific needs and 
circumstances, without harmful 
or unwarranted variation 

Two pilot sites 
have been 
identified and will 
start in March 
2020. 

June 2021 
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 Improve people’s experience 
and provision of the physical, 
psychosocial and relational 
aspects of fundamental care. 

Please ID me  Broad approach to patient 
identification and procedure 
matching. All procedures and 
interventions are in scope. 

 Ensuring all 
procedures/interventions have 
appropriate identification of the 
patient. 

 The patient identification 
process is clear and robust to 
ensure safe and effective care is 
implemented. 

Two pilot sites 
have been 
identified to start 
in April 2020 

June 2021 

Critical 
Haemorrhage 
Project – 
Trauma 
Network 
Programme 

 Reduce mortality and associated 
multi-organ failure from critical 
haemorrhage caused by trauma 

 Building quality improvement 
knowledge and skills in trauma 

 Providing analytics and research 
support to the network 

 Deliver a long term outcomes 
survey to enable the network to 
understand how injured people 
recover and ensure that their 
recovery is better supported 

Clinical Nurse 
Specialist from 
MDHB is 
attending Ko 
Awatea Quality 
Improvement 
Advisor training 
from March – Nov 
2020 with a 
project focus on 
critical 
haemorrhage. 

Quality 
Improvement 
training Nov 
2020. 
Trauma 
Network 
programme 
2022. 

Serious 
Adverse 
Events and 
Consumer 
Eengagement 
– Mental 
Health & 
Addictions 

 Part of a national improvement 
programme from HQSC looking 
at serious adverse events in 
mental health services 

 Better engage with 
consumers/family/whanau at 
the time of event, during the 
review and when developing 
recommendations 

 A family liaison person is 
identified within 24 hours of the 
event occurring 

 Consumers/family/whānau 
whanau are made aware and 
are engaged in  the process of 
review and development of 
recommendations 

Project team has 
been developed. 
Attended HQSC 
learning events 
on the 
programme. 
Implementation 
plan being 
developed. 
 

July 2021 

 

A short and summative progress report will be created to provide HDAC with status 
updates each quarter about these and other improvement initiatives. This will be 
provided in full at the next meeting identifying any challenges to implementation or 
record success and achievements. 
 
3.4 Quality and Safety Markers 
 

The July to September 2019 results are presented in Appendix three – Quality and 
Safety Markers. The results for October – December 2019 are not due to be released 
until March 2020. Targets were met for five of the 10 markers that are measured 
nationally.  
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The percentage of patients assessed as being at risk of falls and having an 
individualised care plan has improved slightly this quarter. A change in the way we 
audit this information is the reason why this number remains below target, and not 
due to a change in staff practice.  
 
Improvements to the reporting of care plans are being implemented and will be 
completed by August 2020. 
 
An action plan to ensure the safe surgery measures are achieved is in place and is 
expected to deliver compliance to target by April 2020.   
 
The patient deterioration marker decreased slightly this quarter.  The deteriorating 
patient subcommittee is delivering education to staff to ensure early warning scores 
are being calculated correctly.  
 
The percentage of patients that triggered an escalation of care increased this quarter. 
This target is currently undergoing national review by the HQSC and a revised target 
is expected by the end of the year.  
 
An action plan to increase compliance with hand hygiene has been approved and is 
being implemented. Improvement is expected by June 2020. 
 
3.5 Consumer Experience 
 
Appendix 4 provides an overview of the feedback received for the period of November 
2019 to January 2020.  There has been an improvement in the number of days to 
resolve and respond to complaints with the average number of days currently at 12 
compared to 15 days during the previous reporting period.  
 
A new service provider, Ipsos Limited, was appointed to facilitate and conduct the 
National Patient Experience Surveys for both in-patients as well as primary health 
care patients.  The change provides opportunities to enhance our feedback system 
and make changes to the current Patient Experience Survey questions set.   
Enhancements to the reporting portal are also planned.  There are also plans to 
increase participation from under-represented groups (in particular Māori and Pacific 
peoples).    
 
The new provider also provides a user-friendly reporting system that allows 
appropriate reporting and analysis of quantitative and qualitative results that will be 
accessible to a wider range of front line leaders within MDHB. 
 
3.6 Incident Reporting 
 
The number of incidents reported across MDHB remains stable with an average of 427 
per month which includes both patient and staff incidents. The top reported 
categories remain conduct/behaviour/abuse, clinical management, occupational 
health safety/hazards/security, skin integrity and medication incidents. 
 
Appendix five – Incident Reporting provides further information and detail. 
 
 
 
 
 
 
 

83



3.7 Potential or actual serious adverse events 
 

A serious adverse event is one that causes or has potential to result in a lasting 
disability or death of a patient, and is not related to the natural course of the 
patient’s illness or underlying health condition. 
 
For the period 1 November 2019 – 31 January 2020, 11 new potential or actual 
serious adverse events were reported in MDHB.  Six incidents were pressure injuries 
under the same classification of clinical management. One incident was a patient fall 
which resulted in a fracture. 
 
 These are listed below: 
 
MDHB (excluding Mental Health & Addiction Service) 

 

Type Number 
Clinical process 
(assessment, diagnosis, treatment and general care) Pressure 
Injuries (>stage 3) 

0 
 
6 

Consumer/patient falls 1 
Medication management 0 

 
Always Report and Review (including near misses) 

 

Type Number 
Clinical Process 0 

 
The above numbers exclude serious adverse events in the Mental Health and 
Addictions Service which are reported to the HQSC and Ministry of Health separately. 
There have been four potential SAC 2 events reported. 
 
Mental Health and Addictions Service 

 

Type Number 

Behaviour (eg intended self-harm, aggression, assault, dangerous 
behaviour, suspected suicide) 

4 

 
These actual serious adverse events were all reported as being suspected suicides; all 
occurred in the community. 
 
3.8 Certification 
 
The next full certification audit under the Ministry of Health’s Health and Disability 
Service Standards will be conducted over the week of 12 – 15 May 2020 inclusive. A 
team of auditors, along with HealthCERT staff from the Ministry of Health, will be on 
site to audit MDHB against the full suite of standards. It is also an opportunity to 
close off the current corrective actions that MidCentral DHB received from its 
surveillance audit in November 2018. 
 
Progress towards completion of the 20 corrective actions received from the November 
2018 audit are well underway and MDHB is confident that sixteen out of the twenty 
will be closed off at next audit.  
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Four corrective actions remain active with work continuing to progress. By next May it 
is planned that all corrective actions will be closed. 
 
Workshops have been held to discuss each standard and what services need to do to 
ensure compliance against these. These sessions were well attended and feedback was 
positive on the practical ways in which services can ensure compliance. 
 
3.9 Clinical Governance and Quality Dashboard 
 

The Quality and Innovation Enabler is working toward delivery of a Clinical 
Governance and Quality dashboard. Currently information is available through 
multiple electronic or paper based platforms and partially reported in this paper.  
This process is inherently very time consuming and manual.  Some data we require is 
currently not reported but is available in the data warehouse, and other important 
quality or clinical outcomes are not current recorded, but a system to collect this is 
required.  The overall aim is to use one data visualization platform that can report on 
the Clinical Governance and Quality measures across the district. Work continues with 
analytics to create this dashboard. Once it is completed, it is envisaged that this 
report will change and be condensed to incorporate the dashboard measures, trend 
reporting and progress against them. This will replace the majority of the appendices 
in this report into a more succinct and governance focused visual dashboard. 
 
 
Appendices: 
 
Appendix 1 - Quality Agenda Implementation Plan 
Appendix 2 – Shared Governance Subcommittee status report  
Appendix 3 - Quality and Safety Markers  
Appendix 4 - Feedback 
Appendix 5 - Incident reporting 
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Appendix 1 - Quality Agenda Implementation Plan 

Plan Owner:  Judith Catherwood                            Approved by:  Kathryn Cook                                                Date: February 2020 
 
The Quality Agenda – Clinical Governance Framework is a central support to our Clusters, our entire health and wellbeing workforce, consumers and 
communities. The implementation plan will progress in phases over the course of 2018/19/20. The document sets out a vision for all aspects of safety 
and quality.  It  includes  a plan  to update our  clinical  governance  structure  and  approach,  embed quality  improvement methods  and workforce 
development and improve our quality assurance and control systems and culture. The phases will address development of the quality agenda within 
the MidCentral DHB and with all partner providers and agencies taking a sector wide approach. 

 

Rating & Trend Legend 
 
 
G 

On Track, 
progressing as 

planned 

 
A 

Behind plan – 
remedial action plan 

in place 

 
R 

Behind plan – major 
risks and exception 
report required 

 
D 

Not completed as 
planned 

 


Improved from last 
report 

 


Regressed from last 
report 

 


No change from last 
report 

 

 
 

Actions  Person 
Responsible 

Due  Status  Comments 

Approve, launch and publish  Judith 
Catherwood 

Dec 2018   Completed. 

Identify implementation lead  Judith 
Catherwood 

Nov 
2018 

 Confirmed and completed. 
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Actions  Person 
Responsible 

Due  Status  Comments 

Develop communication plan and core messages  Jonathon 
Howe 

Ongoing   Document has been widely circulated 
and  is  being  embedded  into  Cluster 
plans. 
Q&I intranet has been launched. 
Action complete. 

Building Quality and Safety Capability across the District      

Sourced  from  “NHS  Building  Capacity  and  Capability  for 
Improvement” 2017 and “From Knowledge to Action; A framework 
for building quality and safety capability in the New Zealand Health 
System” HQSC 2016. 

    

Develop  a  partnership  and  plan  with  HQSC  and/or  other 
DHBs/agencies  to  plan  and  roll  out  the  programme  for  capability 
building 

Judith 
Catherwood 

Feb 2019   Local and national training continues 
to be provided.  Local  training on QI 
methods commenced in March 2019. 
MDHB will continue to participate  in 
national  programmes.  Action 
completed. 

Enable and promote access to Improving Together e‐Learning Modules
(HQSC) for all staff and providers district wide. 

Susan 
Murphy 

Feb 2019   Complete. Further e‐learning modules 
are also being explored. 

Develop  a  staged  education  programme  suitable  to  meet  the 
knowledge  to  action  requirements  of  all  including  front  line  staff 
across our district, clinical and operational leaders, executive, service 
improvement  leads.  There  will  be  an  annual  workshop  for 
Committee/Board members. Level 1 quality improvement education 
programme,  identifying  improvement,  identifying problems, change 
ideas,  testing  and measuring  change  (All  front  line  staff).  Level  2 
programme  of  quality  improvement  education, measurement  and 
using data and leading teams in QI. (Clinical and operational leaders) 
Level  3  programme  suitable  for  executive  or  senior  leadership  on 
improvement  methodology,  understanding  variation,  coaching 
teams, sponsoring or leading improvement, and implementation and 
supporting  spread.  (Executive  level  including  cluster  and  service 
improvement leaders). All education programmes will  be 

Judith 
Catherwood 
and  Lee 
Welch 

February 2020   Quality  training  pathway  plan 
developed  and  is  available  on  the 
quality sharepoint site. 
The  first  2  courses  have  been 
delivered. 
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Actions  Person 
Responsible 

Due  Status  Comments 

underpinned  by  Treaty  partnership  principles  and  include  explicit
bicultural ideas and approaches as included in The Quality Agenda 

    

Support and enable MidCentral DHB  staff and all providers district 
wide in engaging in national and local quality assurance and support 
training and initiatives 

Judith 
Catherwood 

Ongoing   HQSC  delivered  event  reviewer 
training in partnership with Q&I team 
in November 2018. 
MH&A Quality  Improvement  (QI) 
Programme  is  being  rolled  out 
nationally and MDHB engaged. A 
further QI programme for Trauma 
care  has  been  launched  and 
MDHB has secured a place on this 
training. 
MDHB  is  actively  engaged  in  all 
national programmes delivered by 
HQSC. 
Action is now business as usual. 

Develop toolkit for use by all staff/teams/services/clusters, ensure it 
includes a Treaty lens and an Equity focus 

Susan 
Murphy and 
Quality 
Team 

  December 2019 
Completion  date 
extended  to 
March 2020 

 Toolkit  being  revised  to  add  in 
Enterprise  Project  Management 
Office templates. 

Building a Culture of Quality Assurance and Improvement across the 
District 

    

Develop  quality  assurance  and  improvement  team  resources  and
capability to support delivery of framework 

Judith 
Catherwood 

April 2019   Restructuring  complete.  Within 
current  FTE  and  budget  roles  are 
recruited although this is restricted 
due  to  financial  constraints  in 
2019/20.    Further  development 
planned in 2020/21. 

Further develop the shared governance model  in all professions and
providers across the district and support implementation in all teams 

Celina Eves, 
Gabrielle 
Scott,  Jeff 
Brown 

April  2019 
Completion date 
extended  to 
March 2020. 





Nursing, Allied Health and Medical 
leads  have  a  shared  governance 
model in place. 
Clinical  Council  engaged  in 
implementation of model to all teams.  
Workshops  held.    Action  is  now 
business as usual. 
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Actions  Person 
Responsible 

Due  Status  Comments 

Develop  the  audit  and  research  support  systems  to  support 
teams/clusters taking a district wide approach where possible. Ensure 
bicultural measures and Māori evidence based research is considered 
and included. 

Kelly Butler 
and  Nicola 
Buckland 

Ongoing   Clinical audit and research week in 
June 2019 was a great success. 
Clinical  Audit  Framework  has  been 
drafted.   Research  programme being 
progressed.   Research coordinator has 
completed  the  work  with  PaeOra.  
Next phase of work to be planned on 
extending audit and research. 

Complete procurement for electronic clinical audit tool to support our
Clusters 

Colin 
Thompson 
and Clinical 
Reference 
Group 

June  2019 
Completion date 
extended  to 
March 2020 

 Proposal  with  Digital  Services  on 
procurement of surgical audit tool. 

Implement  speaking  up  for  safety  and  promoting  professional
accountability programme 

Gabrielle 
Scott and 
Keyur 
Anjaria 

April 2019   PPA went live at the end of July. Action 
completed  and  monitoring  and 
reporting  is  part  of  PIP.  Action 
completed. 

Develop  a  reward  and  recognition  programme  and  awards  system
across the district to support the Quality Agenda 

Judith 
Catherwood 
and  Keyur 
Anjaria 

April  2019 
Completion date 
extended  to 
February 2020. 

 Rewards  and  Recognition  Steering
Group  established.  Work  programme 
being established.  

Implement an end to end consumer experience plan  including revised
whole of system customer feedback system 

Mariette 
Classen 

June 2019   New feedback framework has been 
successfully implemented. 
Improvements with regards to quality 
of responses as well as response times 
have been reported. Action 
completed. 
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Actions  Person 
Responsible 

Due  Status  Comments 

Develop clinical risk management process: development, reporting  Darren 
Horsley 

April 2019   Clinical Board reporting requirements 
agreed and in place. 
Action completed. 
 
 
 
 
 

 
Clinical Governance Structure across the District      

Review  and  make  recommendations  for  improvement  in  clinical 
governance  structures,  meeting  approach,  membership  and 
reporting to Clinical Board 

Judith 
Catherwood 

March 2019   Revised  structure  and  work 
programme agreed and implemented. 
Action completed.  A further refresh to 
reduce  complexity  of  the 
subcommittee  structure  is  being 
planned. 

Review  and  make  recommendations  to  support  effective  clinical 
governance structure within clusters including ensuring appropriate 
linkages with other providers 

Judith 
Catherwood 

April 2019   As per above each Cluster will have a 
formal  clinical  governance  structure 
reporting to the Clinical Board. 
Clusters have incorporated clinical 
governance into their Cluster quality 
plans. Action completed. 

Develop  reporting  to  HDAC  from  across  the  clinical  governance 
system to ensure a whole of system approach is taken and considered 
at Committee 

Judith 
Catherwood 

June  2019 
Completion date 
revised to March 
2020 

 Clinical  Board  dashboard  clinical 
measures  have  been  agreed  and 
finalised  and  will  form  basis  of 
reporting to HDAC in future. This will 
be  progressed  in  Qlik  dashboard 
reporting format and is work in 
progress. 

Ensure  effective  relationship  and  reporting process  is  in place with
outside agencies e.g. HQSC, HDC etc. 

Judith 
Catherwood 

Ongoing   Strong relationships and reporting 
approaches  in  place.  Action 
completed. 

Establish  professional  councils  and  shared  governance 
approach/structures/leadership and work programme 

Celina Eves, 
Jeff  Brown 
and 
Gabrielle 
Scott 

June 2019   Nursing and Midwifery arrangements 
in place and  finalised.     Allied Health 
Group confirmed and in place. Medical 
Leads Group in place. All groups have 
met  and  have  agreed  their  terms  of 
reference. Action completed. 
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Actions  Person 
Responsible 

Due  Status  Comments 

Transition to the new structures and evaluate  Judith 
Catherwood 

Dec 2019   Under review. 

Clinical  Governance  and  Improvement  Measures  ‐  Dashboard
Development across the Clusters 

    

Develop data analytics capacity to support quality and  improvement
measures and indicators i.e. principal data analyst 

Darryl 
Ratana 

Jan 2019   A  revised  approach  to data  analytics 
support  to  the  business  is  being 
progressed in partnership with Digital 
Services.   

Ensure an equity focus and Treaty ‐ bicultural lens is applied across all 
dashboard measures and indicators 

Tracee Te 
Huia 

Ongoing   Equity measures and dashboard  is  in 
progress.   

Develop  and  agree  core  indicators  and measures  for  reporting  at
Clinical Board and HDAC 

Judith 
Catherwood 

June  2019 
Completion date 
revised to 
March 2020 

 Clinical Dashboard of measures and 
indicators  agreed  to  form  basis  of 
future reporting. Awaiting 
progression into Qlik system. 

Work with Clusters to develop appropriate measures and indicators  Colin 
Thompson 

June  2019 
Completion date 
revised  to  June 
2020 

 Each Cluster has identified their first 
clinical measures  and  indicators.  A 
process  of  achieving  value  driven 
outcome measures has commenced 
in Uru Arotau. After evaluation, the 
process  will  be  extended  to  other 
areas. 

Develop and agree measures and indicators for Professional Councils  Celina Eves, 
Gabrielle 
Scott, Jeff 
Brown 

June  2019 
Completion date 
revised to June 
2020 

 Nursing and Midwifery have agreed 
their initial measures. 
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Actions  Person 
Responsible 

Due  Status  Comments 

Develop  outcome  based  commissioning  framework  to  support 
Cluster planning process 

Craig 
Johnston 

June 2019   Outcomes framework has been 
developed. Action completed. 

Develop  dashboard  presentation,  functionality  and  usability  for 
teams, Clusters etc. 

Darryl 
Ratana 

August 2019 and 
ongoing 

 First Qlik  dashboard  visualisation  of 
Executive level measures completed.  

Support education and workforce development necessary to support
dashboard use 

Darryl 
Ratana 

March 2019 
onwards 

 Training  has  been  delivered  for 
analytics staff.   This will be extended 
to the wider workforce.   

Consumer and Community Engagement across the District      

Complete  and  implement  the  consumer  engagement  framework. 
Partner  with  Pae  Ora  regarding  Māori  worldview  concepts  of 
engagement to include within the framework. 

Mariette 
Classen 

Dec 2019   Framework document completed 
with input from Pae Ora including 
translations and artwork. 
Implementation  being  progressed  by 
Consumer Experience Manager. Action 
completed. 

Implement  relationship  based  practice  educational  programme  in
partnership with Central Region 

Lee Welch  July 2020   Agreement  to  progress  this  training
with  Professional  Leads. Due  to other
education priorities  this  year,  this will
be delayed to July 2020. 

Increase  use  of  patient  reporting  outcome/evaluation measures  in
practice and in clinical governance reporting 

Darryl 
Ratana 

Ongoing   Clusters  have  identified 
PREMS/PROMS as critical measures in 
their  Cluster  Plans.    This  will  be 
developed once other priority work on 
dashboards is completed. 

Engage consumers and communities in all aspects of work via locality 
forums,  Cluster  Alliance  Groups,  Consumer  Council  and  other 
relevant governance or engagement meetings 
 
 

Judith 
Catherwood 

Dec 2018 and 
ongoing 

 Consumer Council in place and active. 
Consumer  panel  in  place  to  support 
consumer input to all require planning 
processes. Action Completed. 
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Evaluation and Review District Wide         

Actions  Person 
Responsible 

Due  Status  Comments 

Determine baseline measures to support future evaluation. Ensure a
Māori worldview lens is applied within evaluation and review and 
baseline measures. 

Judith 
Catherwood 

July 2020   Will be commenced in 2020. 

Regularly  review  the  implementation  programme  through  a  treaty
partnership e.g. equity requirements, bi‐cultural perspective 

GM Māori  Ongoing   Commenced and ongoing 

Evaluation of implementation of The Quality Agenda ‐ clinical 
governance framework progress 

Judith 
Catherwood 

March 2020   Not  yet  commenced.    Will  be 
considered  the  refreshed
implementation plan. 

Re‐audit: Internal Audit of Clinical Governance system  Internal 
Audit 

July 2020   Not yet commenced. 
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APPENDIX 2 
Shared Governance/Sub Committees Status Report – February 2020 
 

Group 
Accountable 
Owner(s) Planned Activities Status Milestones Achieved Challenges/Issues 

Infection 
Prevention & 
Control 

Chair: Lorraine 
Rees 

1. Implement the Infection Prevention & Control Programme. 
2. Implement the Hand Hygiene Plan. 
3. Ensure DHB meets the Infection Prevention & Control 

Standards. 

G 

Hand Hygiene plan endorsed and 
supported by OLT. 

Ongoing improvement 
required in hand hygiene 
practices 

Medicine & 
Therapeutics 

Chair: Lorraine 
Welman 

1. Providing strategic guidance for the use of and access to 
medicines. 

2. Monitoring of specialist medicines use in MDHB.  
3. Auditing of controlled Drugs, Pro re nata (PRN), 

discontinued medicines. 
 G 

 Off labels use of medicines policy 
gaining understanding within the 
organisation. 

 Management of patients own 
medication in wards. 

 Insufficient pharmacists to 
provide comprehensive 
clinical services to the 
organisation. Impacts on 
progress. 

 Lack of traction of IT 
solutions to improve 
prescribing and 
administration of 
medications. 

Choosing 
Wisely   

Chair:  Vacancy This subcommittee is on hold at this time. 
 A   Work area under review. 

 

Laboratory 

Acting Chair: 
Celina Eves 

1. Work collaboratively with Primary Health Organisations and 
DHB to encourage evidence based test referring.  

2. Education about appropriate test ordering based on 
available evidence.  

G 

 Making available a set of clinical 
guidelines on laboratory tests.  

 Phlebotomy services based at Feilding 
Health Centre.  

Serious 
Adverse 
Events 

Chair: Judith 
Catherwood    
Support: Susan 
Murphy 

1. Monitor and review all serious adverse events across the 
DHB. 

2. Monitor action plans to ensure improvements are 
implemented. 

3. Inform HQSC of serious adverse events via Adverse Event 
Brief process. 

4. Publish a quarterly report. 

G 

Consumer representative on Serious 
Adverse Event Group.   

Timely review of SAC1 and 2 
events due to staff 
availability. 
 
Timely completion of action 
plans due to staff workload. 

Product & 
Evaluation 

Chair: Vacancy  
 

A 
  

Work area under review 

Falls & 
Pressure 
Injuries 

Chair: Celina 
Eves                   
Support: Barry 
Keane                
Janine Kereama  
Di Feck 

1. Implement the falls prevention programme. 
2. Implement the pressure injury prevention programme. 
3. Review all serious falls and pressure injuries and agreed 

improvements. 
 
  

G 

  

 

Hospital 
Transfusion 

Chair: Allanah 
Killfoyle        
Support: Liz 
Thrift              
Susan Murphy 

1. Monitor Blood & Blood Product use with DHB.  
2. Implement the NZ Blood programme. 

G 

Established a new improvement 
programme (Please ID me) and initiative 
looking at patent identification and 
procedure matching. 

Educating staff on process of 
thoroughly identifying patients 
 
 
 

Deteriorating 
Patient/ 
Resuscitation 

Chair: Janine 
Kereama      
Support:  Lee 
Welch 

1. Provide oversight and expert advice about the safety, 
effectiveness and ongoing improvement of the planning 
and prevention, recognition, response and escalation 
system pertaining to the deteriorating patient.  G 

MDHB are trialing the Shared goals of care 
work stream on behalf of HQSC for the 
whole of country. A trial is about to 
commence in MAPU using the serious 
illness conversation guide training 
developed by the HQSC. Korero Mai 

Scoring system needs further 
improvement. 
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programme has been implemented 
utilizing the Mahi Tahi programme. The 
deteriorating patient governance council is 
focusing work on improving medical 
emergency team (MET) responses. 

Clinical 
Records 

Chair: Roberta 
Edwards 

1. Identify strategies for improving the quality of clinical 
records and the management system.  
 

G 
  

 
 

 

Shared Governance Groups Programme Status Report – February 2020 

 

Group 
Accountable 
Owner(s) Planned Activities Status Milestones Achieved Challenges/Issues 

Restraint 
Minimisation 
& Safe 
Practice 

Chair: Barry 
Keane                
Support:  
Susan Murphy 

1. Develop & implement a restraint training programme for 
staff. 

2. Ensure DHB meets the Restraint Minimisation & Safe Practice 
Standards. 

3. Develop Restraint Champions in each service. 
4. Monitor all restraint usage and trends across the DHB. 

G 

 Restraint Safe Practice Effective 
Communication (SPEC) training completed.  

 Work progressing toward identifying leads 
in restraint that will support all services. 

 Workshop held in restraint standards for 
staff.   

Credentialing 

Acting Chair: 
Nicola Pierera  
Support: Susan 
Murphy  

1. Develop a service credentialing programme which ensures 
all services are credentialed each 5 years. 

2. Ensure individual credentialing is completed for all SMO's 
3. Ensure all recommendations are completed or escalated to 

Clinical Board. 
 

G 

 4 services credentialed in 2019. ICU, 
Women’s Health, Respiratory and Urology 
services were completed.   

 Services identified for credentialing in 2020 
and progress toward securing external 
specialist to be on each exercise. 

Ensuring an effective system 
is in place to ensure all 
recommendations are 
completed. 

Mortality & 
Morbidity 

Chair: Vacancy 1. Currently developing Mortality & Morbidity guidance 
document. 
 

A 
  

Work under review 
 

      
KEY G On track    

 A Under review    

 R Not progressed / possible delays    
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Appendix 3 - Quality and Safety Markers 
 
The quality and safety markers reported below are national measures for all DHBs 
to ensure that we are taking steps to reduce actual and potential harm to our 
patients. Most of these measures are process markers and reflect practice that will 
ensure a reduction in harm. 

 
Marker Definition NZ 

Goal 
% 

Oct – 
Dec 

2018 
% 

Jan – 
Mar 

2019 
% 

Apr – 
Jun 

2019
% 

Jul  
Sep 

2019
% 

On 
Target 

Preventing Patient Falls 
Percentage of patients aged 75 and 
over (Māori and Pacific Islanders 55 
and over) that are given a falls risk 
assessment 

 
90 

 
95 

 
96 

 
93 

 
92 

 


Preventing Patient Falls 
Percentage of patients assessed as 
being at risk have had an 
individualized care plan which 
addresses their falls risk 

 
95 

 
100 

 
81 

 
82 

 
78 

 
X 

Safe surgery: 
Percentage of audits where all 
components of the checklist were 
reviewed. 

 Sign in 
 Time out 
 Sign out 

 
 
 

100 

 
 
 

98 
80 
100 

 
 
 

98 
96 
 

 
 
 

98 
93 
100 

 
 
 
- 
- 
- 

 
 
 
X 

Safe surgery: 
Percentage of audits with engagement 
scores of 5 or higher (on a scale of 1- 
7) 

 Sign in 
 Time out 
 Sign out 

 
 
 

95 

 
 
 

98 
96 
100 

 
 
 

96 
100 

 

 
 
 

100 
98 
98 

 
 
 
- 
- 
- 

 
 
 

X

Reducing Surgical Site Infections: 
Right antibiotics in the right dose – 2 
grams or more cefazolin given 

 
95 

 
94 

 
97 

 
97 

 
98 

 
 

Reducing Surgical Site Infections: 
Antibiotic given (0-60 minutes before 
“knife to skin”) 

 
95 

 
100 

 
99 

 
99 

 
100 

 


Patient deterioration: 
Percentage of eligible wards using the 
New Zealand early warning score 

 
100 

 
100 

 
100 

 
100 

 
100 

 


Patient deterioration: 
Percentage of early warning score 
calculated correctly. 

 
100 

 
94 

 
91 

 
90 

 
96 

 
X 

Patient deterioration: 
Percentage of patients that triggered 
an escalation of care and received 
appropriate response. 

 
100 

 
89 

 
67 

 
100 

 
78 

 
X

Improving Hand Hygiene: 
Percentage of opportunities for hand 
hygiene for health professionals. 

 
80 

 
78 

 
79 

 
79 

 
76 

 
X 

Note: *Hand hygiene is audited three times a year, not each quarter. 

 On target X Not on target       
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Appendix 4 – Feedback 

Complaints 

Figure 1: Total Number of Complaints January 2019 – January 2020 
 

 
 
During the period January 2019 to January 2020, we received a total of 569 
complaints, on average this is 44 per month. The above chart demonstrates 
normal variation to the number of complaints we received each month for the 
last 13 months. 

 
Figure 2: Complaints by Issue Category January 2019 – January 2020 

 

(NB. ‘Other’ category includes but is not limited to: Diagnosis, Discharge 
planning and transfer, Confidentiality, Facilities and Staff Competency. All 
categories listed in the “other” section received less than 12 complaints and an 
average of 5 per category during the reporting period) 

 
The level of care provided remains an area of concern. As our data system 
develops we will review these areas in more detail with each service to enable 
learning to take place. 
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HDC Complaints 
 
During the period of 1 November 2019 to 31 January 2020, a total of 12 HDC 
complaints were closed and there are currently 28 HDC complaints that are open 
and at various stages of progression. 

 
Cluster Total number of open 

HDC Complaints 
(as at 25/02/2020) 

Currently with 
MDHB for 
response 

Currently 
awaiting 
further advice 
from HDC 

Uru Arotau –  
Acute and Elective Services 

12 4 8 

Uru Matai Matengau –  
Cancer Screening, Treatment 
and Support 

1 0 1 

Uru Whakamauora –  
Healthy Ageing and 
Rehabilitation 

2 1 1 

Uru Rauhi –  
Mental Health and Addictions 

10 2 8 

Uru Kiriora –  
Primary Public and 
Community Health 

1 0 1 

Uru Pa-Harakeke – 
Healthy Women, Children 
and Youth 

2 0 2 

 
Queries 

 
Figure 3: Total Number of Queries January 2019 – January 2020 

 
 
During the period January 2019 to January 2020, we received a total of 417 
queries, on average this is 32 per month. The above chart demonstrates normal 
variation to the number of queries we received each month for the last 13 months. 
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Figure 4: Response timeframes per complaint classification 
 

 
 

Feedback - Complaint Extension Letters 
 
Illustrated in the graph below, there has been a decrease in the number of 
complaints that require an extension since the last reporting period. 

 
Figure 5: Percentage of Complaints that required an extension 
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Compliments 
 
Figure 6: Total Number of Compliments January 19 – January 20 
 

 
 
In the period January 2019 to January 2020, we received a total of 501 
compliments. The average number of compliments received per month was 39. 
The above chart demonstrates normal variation to the number of compliments we 
received each month for the last 13 months. 
 
Figure 7: Compliments by Issue Category 
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National Patient Experience Survey 
 
Figure 8: Response Rate 

 
 
A summary of the four domains is found below. The results in all four dimensions 
all are within normal variation parameters. 

 
Figure 9: Score out of 10 
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Appendix 5 - Incident Reporting 
 
All incidents are assessed against the Severity Assessment Code (SAC) rating. SAC 
ratings range from one to four, with one being the most serious. All events coded 
SAC 1 and 2, have a detailed review or investigation and report. Each will have a 
detailed time lined action plan when recommendations are made as a result of any 
review or investigation. SAC 3 and 4 rated incidents are assessed to identify future 
potential risk and trends. 

 
Figure 1: Total Number of Incidents January 2019 – January 2020 
 

 
 
Figure 2: The graphic below demonstrates the top five incident categories from 
January 2019 to January 2020 
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Conduct/Behaviour/Abuse 
 
An incident that involves any of the following: intimidation, intent to harm, 
threatening behaviour, sexually aggressive or inappropriate behaviour or rape. 

 
There has been a decrease in the rates of these incidents compared to the previous 
timeframe. The rate varies and is dependent on the acuity and care requirements 
of individual patients admitted to our wards.  We will continue to monitor these 
incidents and take action to minimise these wherever feasible. 

 
Figure 3: Total Number of Conduct/Behaviour Incidents January 2019 – January 
2020 
 

 
 
Medication 
 
These incidents are defined as incidents involving medicines and IV fluids, in 
particular, errors associated with the selection of the patient, route, amount, dose, 
timing or prescription. 
 
All medication incidents are forwarded to the Chief Pharmacist, who reviews these, 
in addition to the local service review being completed. 

 
Figure 4: Total Number of Medication Related Incidents January 2019 – January 
2020 
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Patient Falls 
 
Any slip, trip or fall that may or may not cause injury, which happens to any 
patient or visitor while on MDHB property or in the course of MDHB business. 

 
Figure 5: Total Number of Patient Falls January 2019 – January 2020 
 

 
 
 
Skin Integrity 
 
Skin Integrity incidents are defined as “incidents involving pressure ulcers and 
wounds such as skin tears, blisters, bruises, burns, cellulitis, hematomas, rashes 
and other wounds”. 

 
Figure 6: Total Number of Skin Integrity January 2019 – January 2020 
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Clinical Management 
 
Clinical Management incidents are defined as incidents which involve poor or 
inappropriate delay in provision of treatment or reduced staffing levels. 

 
Figure 7: Total Number of Clinical Management January 2019 – January 2020 
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For: 

 Approval 

 Endorsement 

X Noting 
 

To Health and Disability Advisory Committee 

Author Susan Murphy  

Manager Quality Improvement and Assurance 

Endorsed by Judith Catherwood 

General Manager Quality and Innovation 

Date 26 February 2020 

Subject Potential and Actual Serious Adverse Events for January 
2019 to January 2020. 

RECOMMENDATION  

It is recommended that: 

 The potential and actual serious adverse event for January 2019 to January 
2020 be noted. 
 

 

Strategic Alignment 

This report is aligned primarily to MidCentral District Health Board’s (MDHB) 
strategic imperative of Quality and Excellence by Design. 
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1. PURPOSE 
 
This report provides the total number of potential or actual serious adverse events 
that have been reported as well as the category of serious adverse events reported 
as classified by the Health Quality and Safety Commission (HQSC).  It supports the 
Health and Disability Advisory Committee (HDAC) in its role of governing the 
quality and safety of care provided within MDHB. No decision is required. 
 
 
2. SUMMARY 
 
There have been 47 Severity Assessment Code (SAC 1), Severity Assessment Code 
(SAC 2) or Always Report and Review events for the period January 2019 to 
January 2020.  This total combines general and mental health incidents. At the 
request of the committee, trend reporting will be incorporated. 
 
 
3. TOTAL NUMBER OF POTENTIAL OR ACTUAL SERIOUS ADVERSE 

EVENTS 
 
The graph below provides the total number of potential or actual serious adverse 
events per month that have been reported.  
 

 
 
There has been a steady increase in the number of potential or actual serious 
adverse events due a change in reporting requirements.  This requires us to report 
to HQSC all stage 3, 4 or unstagable pressure injuries. This came into effect from 
July 2019. Whilst MDHB had reported pressure injuries internally in the past, they 
were not reported to the HQSC as at that time as they were not considered SAC 2 
events. The pressure injury working group is focussing on early assessment of 
pressure injuries and what interventions can be put into place straight away so that 
the pressure injury does not develop further.  
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4. NUMBER OF POTENTIAL OR ACTUAL SERIOUS ADVERSE EVENTS BY 

CATEGORY 
 

 
 
 
 
This table shows the number of potential or actual serious adverse events by 
category as defined by the HQSC. Always report and review events are considered 
preventable and represent a subset of events that are to be reported irrespective of 
whether or not there was harm to the consumer/patient. The types of events on 
the always report and review list are, wrong blood component, wrong site for a 
procedure, intervention or surgery, wrong implant or prosthesis, retained foreign 
object post procedure, wrong patient/consumer and child/infant abduction or 
discharge to the wrong family/whanau. 
 
The always report and review events in March 2019 were, wrong site x-rayed and 
retained foreign object after surgery that was removed the following day. In April 
2019 there was one always report and review event which was wrong site surgery. 
All these events have been reviewed and recommendations made for improvement. 
 
Clinical process events are categorised as events related to assessment, diagnosis, 
treatment, general care and discharge. There was one clinical process event in 
January 2019 which was a death due to sepsis. One event in February which was 
an untreated bacteraemia. Two events in March 2019 which were a healthcare 
associated infection and a lost referral which resulted in the patient requiring 
significant surgery due to the delay. Two further events occurred in August 2019 
which were unexpected deaths both related to procedures undertaken. 
 
There has been a total of 12 suspected suicides for the year January 2019 – 
January 2020. All these occurred in the community. A thematic review is underway 
for the Mental Health and Addiction Cluster at present. Whilst the focus is not on 
suspected suicide specifically, it will look at all themes in terms of serious adverse 
events and what learning opportunities can be made as a result within the service. 
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For: 

 Approval 

 Endorsement 

X Noting 
 

To Health and Disability Advisory Committee 

Author Vivienne Ayres – Manager, DHB Planning and Accountability 

Endorsed by Craig Johnston – General Manager, Strategy, Planning and 
Performance 

Date 5 March 2020 

Subject Status Update Report – Implementation of the 2019/20 
Regional Service Plan, Quarter 2  

RECOMMENDATION  

It is recommended that the Committee: 

 note the update on progress with implementing the 2019/20 Regional 
Services Plan 
 

 

Strategic Alignment 

This report concerns the collaborative programme of work undertaken as a region 
and is consistent with the five enablers of the District Health Board’s Strategy 
and Central Region’s strategic objectives. 
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1. PURPOSE 
 
This report provides an update on progress on delivering the 2019/20 Regional 
Service Plan, incorporating the national planning priorities for regions and the 
Central Region’s specific regional programmes of work.  It is for the Committee’s 
consideration.  No decision is required. 
 
 
2. BACKGROUND 
 
The Regional Service Plan includes two main components.  These are as follows: 
 
1. Actions relating to the Central Region’s strategic direction 
2. Actions to address regional priorities as set by the Ministry of Health 
 
The Regional Services Plan also sets out regional governance and leadership 
arrangements. 
 
The Regional Services Plan was formally approved by the Minister of Health in 
January 2020. 
 
2.1 Regional Priorities in the Regional Service Plan 
 
In 2019/20, the Regional Service Plan includes three strategic objectives for the 
Central Region: 
 
1. A digitally enabled health system 
2. A clinically and financially sustainable health system 
3. An enabled and capable workforce. 
 
The plan prioritises areas with clear opportunities for a regional approach. These 
are: 
 
 Cancer 
 Cardiac 
 Radiology 
 Regional care arrangements / planned care 
 Mental health and addictions 
 Regional trauma 
 
2.2 National priorities in the Regional Service Plan 
 
The national planning priorities for regions as set by the Ministry of Health are as 
follows: 
 
 Healthy ageing – implementation of the New Zealand Framework for 

Dementia Care 
 Hepatitis C 
 data and digital - regional ICT investment portfolio  
 Regional workforce 
 Cardiac and stroke services 
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3. DELIVERY OF THE REGIONAL SERVICE PLAN 
 
The Ministry of Health requires a quarterly report of progress on delivering the 
national priorities within the Regional Services Plan.  This is part of the Non-
Financial Monitoring Framework for DHBs. The Central Region Technical Advisory 
Service (TAS) prepares the reports on behalf of the DHBs.  The Ministry provides 
feedback and an assessment of progress against the planned actions and regional 
performance results using the following criteria. 
 

All health targets/deliverables/milestones have been tracking to plan.   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 required. 

 Partially 
Achieved 

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  

 
The Ministry has reviewed the report for Quarter 2 and has assigned an overall 
rating of ‘achieved’, with all regional government priorities tracking to plan for the 
period, as highlighted below. 
 
Programme Ministry 

Rating 
Comments / Highlights 

Data and Digital – 
Regional ICT 
Investment portfolio 

 Existing regional platforms maintained. 
Strengthening the clinical leadership and the governance model 
that support both the regional strategy and the current and 
future IT/digital services. 
Responsibility for the regional Service Delivery Partner (SDP) 
function has transferred from CCDHB to TAS; all regional 
functions now together under single leadership. 
Regional webPAS upgrade to version 10.14 on track to complete 
and go-live February 29 2020 (subsequent to report was 
deferred).  

Workforce  Leadership and talent management actions unlikely to proceed 
as a regional initiative – superseded by the national / Ministry 
work to develop a suite of leadership programmes. 
Developing an equity capability action plan to support 
implementation of the Central Region Equity Framework. 
TAS national workforce team has developed some workforce 
planning tools and a workforce training package. This was piloted 
with Allied Health staff in the region -.very positive feedback was 
received and the resources are now being finalised. 

Hepatitis C  Regional pathways in place.  Ongoing education and awareness 
material being provided. Nurse-led clinics being held in prisons.  
Hep C testing now in operation at the CCDHB needle-exchange 
and a similar scheme is under development for Whanganui 
needle-exchange. Work towards the establishment of a clinical 
leadership group is progressing. 

Cardiac Services  Specific changes since last quarter are: 
 MidCentral and Whanganui PHOs are finalising the Clinical 

Pathways to be localised as part of the transition from Map of 
Medicine to Health Pathways; the Network has advocated for 
Atrial Fibrillation and Heart Failure pathways to be included in 
the first six months and to be based on the 3DHB versions.  

Business case development and progress: 
 MidCentral DHB continuing to recruit for key clinical positions, 

has project management in place, and is making progress on 
compiling a Business Case for facility development that 
includes a new Cath Lab. Expecting to present business case 
in early 2020. 

 Hawke’s Bay DHB. The business case is progressing and is 
scheduled to be finalised in January. Details of a formal 
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implementation plan will be finalised if development of the 
service is approved.  

Stroke Services  Regional clot retrieval service in place since April 2019 and 
functioning well with 27 stroke clot retrieval patients having 
been treated by the regional service. Development of a business 
case for extending the regional telestroke service to 24/7  
Completion of a stocktake of all regional rehabilitation models of 
care in the region to inform the establishment of a regionally 
consistent model of care 
Preliminary work to explore opportunities in relation to a 
telerehab service for stroke 

Dementia Care  Collaboration is occurring between the regional shared services 
agencies in the development of the insights and analytics from 
the dementia stocktake survey.   
The young onset dementia guidance developed by the Regional 
Medical Leads is now integrated within the cognitive impairment 
pathway and a communications plan has been developed to 
guide promotion of this. 

 
 
4.  REGIONAL STRATEGIC PRIORITIES UPDATE 
 
TAS provides a six-monthly progress report to DHBs against the regional 
programmes of work.  The last report was provided to the MidCentral’s Health and 
Disability Services Advisory Committee in November 2019, noting that all 
programmes were on track.  The next report is due in May 2020. 
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For: 

 Approval 

X Endorsement 

 Noting 
 

To Health & Disability Advisory Committee 

Author Judith Catherwood, General Manager, Quality & Innovation 

Endorsed by Kathryn Cook, Chief Executive 

Date 5 March 2020 

Subject Committee’s Work Programme, 2019/20 

RECOMMENDATION  

It is recommended that the Committee: 

 endorses the update on the 2019/20 work programme. 

 

 

Strategic Alignment 

This report is aligned to the DHB’s Strategy and key enabler, “Stewardship”.  It 
discusses an aspect of effective governance. 
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1. PURPOSE 
 
This report updates the Committee on the 2019/20 work programme. 
 
The report is for the Committee’s consideration and no decision is required. 
 
 
2. BACKGROUND 
 
The Board has established the 2019/20 governance reporting framework to ensure 
the Board and its Committees will receive appropriate information at the right time 
to enable members to carry out their duties. 
 
Work programmes for all Committees, including the Health & Disability Advisory 
Committee (HDAC), have been developed from the framework and approved by the 
Board. 
 
 
3. 2019/20 WORK PROGRAMME 
 
3.1 General 
 
A copy of the Committee’s work programme for 2019/20 is attached.  It focuses on 
the planning, delivery, quality and performance of health and disability services 
across the district and continuum of care. 
 
A schedule of matters arising from committee meetings is maintained for the 
Committee and this is reported separately.   
 
3.2 Progress 
 
Reporting is occurring in line with the work programme.   
 
The Mental Health Unit Business Case has been delayed as further work is required 
before it be presented to the committee. 
 
This meeting, a presentation will be provided by Te Uru Arotau (Acute and Elective 
Services). 
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Health & Disability Advisory Committee | 2019-20 Work Programme 
Report Fqncy Aug Sep Oct Nov Feb Mar Apr Jun Jul Resp 

Strategy/Planning            
Health Needs Assessment & Equity Snapshot 
 to consider the health needs assessment of the district and sub-region 

Triennial 
Nov 21 

         GMSPP & 
GMP&P 

Ka Ao Ka Awatea – Maori Health Strategic Framework 
 on a three-yearly basis, review/refresh the strategy to ensure it remains relevant and 

reflects the DHB’s Strategy 

Triennial 
Oct 20 

         GMM 

Disability Roadmap 
 to determine a disability strategy and roadmap for the district, and thereafter how it has 

been advanced, changes, and priorities/investments for the future (3-5 years). 

One-off 
(Aug 19) 
then 
triennial 

X         GMENZ 
EDAH 

Locality Health & Wellbeing Plans 
 to determine how the locality plans have been advanced, what’s changed & priority 

initiatives/investments for the future (3-5 years), and to receive community feedback 

Triennial 
Apr 21 

         OEs & CEs 

Cluster Health & Wellbeing Plans  
 to determine each cluster’s planned outcomes, priorities & targets for the next three 

years, and the roadmap for achieving these, including required investment & resources 

Triennial  X   X 
(Pae 
Ora) 

  X  OEs & CEs 

Quality Improvement            
Clinical governance & quality improvement framework – progress & trends 
 to monitor the quality and safety of health care services in the district, including trends, 

performance against dashboard and markers, and confirm the adequacy of the 
programme planned or established to advance or address issues. 

 to monitor serious and sentinel events, and HDC complaints 

Qtrly  X  X  X  X  GMQ&I  

Clinical Professions 
 to monitor the quality and standard of care and processes from a professional perspective 
 to monitor the implementation of workforce strategies from a professional perspective, 

and the health of the professional workforce group across the district 

Annual  X 
AH 

  X 
N&M 

 X 
Med 

 

  EDAH, CMO 
& EDN&M 

Consumer Stories 
 to hear direct from consumers of health and disability services about their experience 

3/year 
Wkshop 

  X  X   X  GMQ&I 

Quality account 
 to determine the Quality Account for the financial year 

Annual   X       GMQ&I 

Research 
 to receive details of research activity underway within MidCentral DHB 

Annual       X   CMO 

Performance            
Cluster Reports & Health & Wellbeing Plans 
 to monitor each Cluster’s performance, including the implementation of their Health & 

Wellbeing Plans, including progress against key targets, initiatives and outcomes. 
 to monitor current and emerging matters, including quality & safety, opportunities and 

challenges, and the adequacy of any mitigations 

6-wkly X X X X X X X X X OE & CEs 
6-mthly 
deep 
dive 

MHA 
PPCH 

HWCY CSTS HAR ENZ 
 

AESS PW MHA 
 

PPCH  

Locality Health & Wellbeing Plans 
 to determine how the locality plans have been advanced, what has changed, and priority 

initiatives/investments for the future (3-5 years), and to receive community feedback 

Annual Otaki Horo  Tara Man   PN   OE & CEs & 
GMSPP 

Ward 21 Business Case 
 to determine the most appropriate means of ensuring an effective mental health inpatient 

facility is provided. 

One-off X         OEMH&A 
GMF&CS 

2018/19 Regional Service plan (implementation) One-off X         GMSPP 
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Health & Disability Advisory Committee | 2019-20 Work Programme 
Report Fqncy Aug Sep Oct Nov Feb Mar Apr Jun Jul Resp 

 to monitor the implementation of the Plan and achievement of stated outcomes.  (NB:  
detailed report to be provided from Governance SharedNet site.) 1/4 to 6/12 Nov18 

2019/20 Regional Service plan (implementation) 
 to monitor the implementation of the Plan and achievement of stated outcomes.   

Quarterly    X  X  X  GMSPP 

Equity            
Ka Ao Ka Awatea – Maori Health Strategic Framework 
 to monitor progress being made in achieving the Framework, including the 

appropriateness of initiatives and investment planned/established. 

Annual      X    GM 

Equity Targets – Progress 
 to monitor progress being made in achieving the national Maori health targets, including 

the appropriateness of initiatives planned/established 

6-mthly  X    X    GM 

Disability            
Disability Strategy 
 to monitor progress in implementing the Disability Strategy, including opportunities and 

challenges, and confirming the priorities and initiatives/investment for years ahead 

Annual         X GMENZ 
EDAH 

Governance            
Policies 
 to determine governance and significant quality & improvement policies   

Triennial           

 Serious & Sentinel Event Reporting Policy     X      GMQ&I 
            

 
Key:      
AESS Acute & Elective Specialist Services EDN&M Executive Director, Nursing & Midwifery GMQ&I General Manager, Quality & Innovation 
CE Clinical Executive EHR Elder Health & Rehabilitation GMSPP General Manager, Strategy, Planning & 

Performance 
CEO Chief Executive Officer GMENZ General Manager, Enable New Zealand MHA Mental Health & Addictions 
CMO Chief Medical Officer GMF&CS General Manager, Finance & Corporate Services OE Operations Executive 
CPHO Central Primary Health Organisation GMM General Manager, Māori   PPCH Primary Public & Community Health 
CSTS Cancer Screening, Treatment & Support GMP&C General Manager, People & Culture W&CS Women and Children’s Health 
EDAH Executive Director, Allied Health     
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Board Members Register of Interests:  Summary, February 2020 

(Full Register of Interests available on Governance SharedNet Site) 

Name Date Nature of Interest / Company/Organisation 
Browning, Heather 4.11.19 Director - HB Partners Limited 

Member -  MidCentral Governance Group Mana Whaikaha 
Board Member and Chair, HR Committee - Workbridge 

Duffy, Brendan 3.8.17 
 
 
 
8.9.19 

Chair & Commissioner - Local Government Commission 
Trustee - Electra Trust 
Member - Environmental Legal Assistance Fund, Ministry for the Environment 
Chairperson - Business Kapiti Horowhenua Inc (BKH) 
Member - Representation Commission 

Dennison, 
Vaughan 

4.2.20 Councillor – Palmerston North City Council 

Findlay, Lew 1.11.19 
 

President, Manawatu Branch and Director Central District - Grey Power 
Councillor - Palmerston North City Council 
Treasurer - Abbeyfield 

Gray, Norman 10.12.19 
 

Employee - Wairarapa DHB 
Branch Representative - Association of Salaried Medical Specialists 

Hancock, Muriel 4.11.19 Sister is casual employee (Registered Nurse, ICU) - MidCentral DHB 
Volunteer, MidCentral DHB Medical Museum 

Mar, Materoa 16.12.19 
 
 
 
11.2.20 
 

Upolo Whakarae Te Tihi O Ruahine Whānau Ora Alliance   
Chair - EMERGE Aotearoa 
Matanga Mauri Ora MoH Mental Health and Addiction 
Etipu Rea Science Challenge 
Board Member – WDHB  
Member of Cluster 
Member of local Child & Youth Mortality Review Group (CYMRG)  

Naylor, Karen 6.12.10 
 
9.10.16 

Employee - MidCentral DHB 
Member & Workplace Delegate - NZ Nurses’ Organisation 
Councillor - Palmerston North City Council 

Paewai, Oriana 1.5.10 
 
 
 
 
13.6.17 
 
 
 
 
 
 
 
 
 
 
30.8.18 

CEO - Rangitane o Tamaki nui a Rua 
Member - Te Runanga o Raukawa Governance Group 
Chair - Manawhenua Hauora 
Member - Child Health Tamariki Ora District Group 
 
Co-ordinating Chair - Te Whiti ki te Uru 
Trustee - Tararua Hauora Services Charitable Trust 
Member Alliance Leadership Team (Central PHO Board) - Central Primary Health 
Organisation 
Member Clinical Governance Group - Feilding Health Care 
Member Nga Manu Taiko, a standing committee of the Council - Manawatu District 
Council 
Member Governance Board - Te Ohu Auahi Mutunga (TOAM) 
Member - Before School Checks (B4SC) Collective 
Committee Member - Nga Kaitiaki o Ngati Kauwhata Inc 
Member - Te Tihi o Ruahine Whanau Ora Alliance 
 
Board Member - Cancer Society Manawatu 

Waldon, John 22.11.18 
 

Co-director and co-owner - Churchyard Physiotherapy Ltd 

Co-director and researcher - 2 Tama Limited 

Manawatu District President – Cancer Society   
Executive Committee Central Districts (rep for Manawatu, 1 of 2)  - Cancer Society   
Member Clinical Board - MidCentral DHB 

 
   

117



 

Board Members 

Continued 

Register of Interests:  Summary, February 2020 

(Full Register of Interests available on Governance SharedNet Site) 

Warren, Jenny 6.11.19 
 

Team Leader Bumps to Babies - Barnardos New Zealand 
Consumer Representatives National Executive Committee - National On Track 
Network 
Pregnancy & Parenting Education Contractor - Palmerston North Parents’ Centre 

Committee Members  

Hartevelt, Tony 14.8.16 
14.8.16 
 
14.8.16 
7.10.19 

Independent Director - Otaki Family Medicine Ltd 
Elder son is Director, Global Oncology Policy based at Head Office, USA - Merck 
Sharpe & Dohme (Merck) (NZ operations for Global Pharmaceutical Company) 
Younger son is news director for Stuff.co.nz - Fairfax Media 
Independent Chair, PSAAP’s Primary Care Caucus - Primary Health Organisational 
Service Agreement Amendment Protocol (PSAAP) 

Management  
Cook, Kathryn 1.7.16 Director - Central Region’s Technical Advisory Services 
Ambridge, Scott 20.8.10 Nil 
Amoore, Anne 23.8.04 Nil 
Anjaria, Keyur 17.7.17 Wife is a user of the Needs Assessment & Service Co-ordination Service – MDHB 
Ayres, Vivienne 26.8.10 Nil 
Bradnock, Barb 26.8.10 Nil 
Brogden, Greg 16.2.16 Nil 
Brown, Jeff   
Caldwell, Vanessa 7.5.18 Nil 
Catherwood, 
Judith 

1.5.18 Nil 

Davies, Deborah 18.5.18 
 

Member, Alliance Leadership Team -Central PHO 
Daughter is an employee and works within hospital services - MidCentral DHB 

Eves, Celina 14.5.18 
 

Owner personal consulting company, UK - Celina Eves Limited 
Trustee midwifery charity in UK - Iolanthe Midwifery Trust 

Fenwick, Sarah 13.8.18 Nil 
Hansen, Chiquita 9.2.16 

 
Employed by MDHB and seconded to Central PHO 8/10ths - MidCentral DHB 
CEO - Central PHO 

Hardie, Claire 13.8.18 
13.8.18 
13.8.18 

Member -Royal Australian & NZ College of Radiologists 
Trustee - Palmerston North Hospital Regional Cancer Treatment Trust Inc 
Member, Medical Advisory Committee - NZ Breast Cancer Foundation 

Horgan, Lyn 1.5.17 
18.5.18 

Sister is Coroner based in Wellington - Coronial Services 
Member, Alliance Leadership Team - Central PHO 

Howe, Jonathon 1.8.19 Nil 
Lucas, Cushla 1.5.18 Nil 
Johnston, Craig 19.2.16 

19.4.16 
Member, Alliance Leadership Team - Central PHO 
Son is an employee and works within hospital services - MidCentral DHB 

Matthews, Jill 1.3.16 Nil 
Miller, Steve 18.4.17 

26.2.19 
 
6.3.19 
 
1.10.19 

Director. Farming business - Puriri Trust & Puriri Farm Partnerships 
Board Member, Member, Conporto Health Board Patient’s First trading arm - 
Patients First 
Member, Alliance Leadership Team, Member, Information Governance Group - 
Central PHO 
Chair - National DHB Digital Investment Board 

Nwosu, Andrew 10.8.18 Director UK health consulting company - AB Therapy Services 
Ratana, Darryl 29.5.19 Nil 
Russell, Greig 3.10.16 Minority shareholder - City Doctors 

Member, Education Committee - NZ Medical Council 
Sapsford, David 18.5.18 Nil 
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Scott, Gabrielle Dec 19 Son is a permanent MDHB employee and works within Digital Services  
Tanner, Steve 16.2.16 Nil 
Te Huia, Tracee 19.11.19 Nil 
Wanden, Neil Feb 19 Nil 
Williamson, Nicki Mar 20 Nil 
Zaman, Syed 1.5.18 Nil 
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Glossary of Terms

AC Assessment Centre

ACC Accident Compensation Corporation
The New Zealand Crown entity responsible for administering the country's no 
fault accidental injury compensation scheme.

ACCPP Accident Compensation Corporation Partnership Plan

ACE Advanced Choice of Employment

ACT Acute Crisis Team

ADL Activities of Daily Living

ADON Associate Director of Nursing  

AESS Te Uro Arotau Acute & Elective Services 

ALOS Acute Length of Stay

Anti- VEGF Anti-Vascular Endothelial Growth Factor

AP Annual Plan
The organisation's plan for the year.

ARC Aged Residential Care 

AS/NZS 
ISO 31000

2018 Risk Management Principles and Guidelines

B Block Wards, Laboratory, Admin, Out-Patients and Clinical Records

BAG Bipartite Action Group

BAU Business as Usual

BN Bachelor of Nursing 

CAG Cluster Alliance Group
A group or 10-12 members from across the health and wider sector 
supporting the Cluster Leadership Team to identify population health needs, 
planning, commissioning and evaluating services and developing models of 
care.  Members include consumer and Māori representatives.

CAPEX Capital Expenditure 

CCDHB Capital Coast District Health Board 

CCDM Care Capacity Demand Management
A programme that helps the organisation better match the capacity to care 
with patient demand.

CCTV Closed Circuit Television

CCU Critical Care Unit

CDO Chief Digital Officer 

CDS Core Data Set

CE Clinical Executive (of a service)

CEO Chief Executive Officer 
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CIO Chief Information Officer 

CLAB Central Line Associated Bacteraemia

CME Continuing Medical Education

CN Charge Nurse(s)

CNM Clinical Nurse Manager

CNS Clinical Nurse Specialist

COI Committee on Inquiry

COPD Chronic Obstructive Pulmonary Disease
A common lung disease which makes breathing difficult.  There are two main 
forms, Chronic bronchitis - a long term cough with mucus.  Emphysema - 
which involves damage to the lungs over time.

CPHO Central Primary Health Organisation 

CSB Clinical Services Block

CT Computed Tomography
A CT scan combines a series of X-ray images taken from different angles 
around your body and uses computer processing to create cross-sectional 
images of the bones, blood vessels and soft tissues inside your body.

CTAS Central Technical Advisory Services (also TAS)

CTCA Computed Tomography Coronary Angiography
A CT scan that looks at the arteries that supply blood to the heart.  Can be 
used to diagnose the cuase of chest pain or other symptons.

CVAD Central Venous Access Device

CWDs Cost Weighted Discharges
Case weights measure the relative complexity of the treatment given to each 
patient. For example, a cataract operation will receive a case weight of 
approximately 0.5, while a hip replacement will receive 4 case weights. This 
difference reflects the resources needed for each operation, in terms of 
theatre time, number of days in hospital, etc.

DHB District Health Board

DIVA Difficult Intravenous Access

DNA Did Not Attend

DNW Did Not Wait

DoN Director of Nursing

DS Digital Services 

DSA Detailed Siesmic Assessment

DX Data Exchange
A data exchange software mechanism developed with the Social Investment 
Agency (SIA) to support encrypted data sharing between public services.

ED Emergency Department

EDG-VPSR Electrocadiograph – Visual Positioning System Rhythm
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EDOA Emergency Department Observation Area

EDON Executive Director of Nursing

EECA Energy and Efficiency Conservation Authority

ELT Executive Leadership Team

EMERGO Emergo Train System

EN Enrolled Nurse 

ENT Ear Nose and Throat

ENZ Enable New Zealand

EP Efficiency Priority

EPMO Enterprise Project Management Office

ERCP Endoscopic Retrograde Cholangio Pancreatography

ERM Enterprise Risk Management

ESPI Elective Services Patient Flow Indicator
Performance measures that provide information on how well the District 
Health Board is managing key steps in the electives patient journey.

EWS Early Warning System

FHC Feilding Health Care

FPIM Finance and Procurement Information Management System

FRAC   Finance Risk and Audit Committee

FSA First Specialist Appointment

FTE Full Time Equivalent
The hours worked by one employee on a full-time basis.

FU Follow Up

GM General Manager 

GMFCS General Manager, Finance & Corporate Services 

GMPC General Manager, People & Culture 

GMQI General Manager, Quality & Innovation

GMSPP General Manager, Strategy, Planning & Performance 

GP General Practitioner

HaaG Hospital at a Glance

HAR Te Uru Whakamauora, Healthy Ageing & Rehabilitation 

HBDHB Hawkes Bay District Health Board 

HCA Health Care Assistant

HCSS Home and Community Support Services

HDAC Health & Disability Advisory Committee

HDU High Dependency Unit

HVDHB Hutt Valley District Health Board 
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HQSC Health Quality & Safety Commission

HR Human Resources

HSWA Health and Safety at Work Act

Hui Formal meeting

HV High Voltage

HVAC Heating, Ventilation and Air Conditioning

HWNZ   Health Workforce New Zealand 

IA Internal Audit

ICT Information & Communications Technology

ICU Intensive Care Unit

IDF Inter District Flow
The default way that funding follows a patient around the health system 
irrespective of where the are treated.

IEA Individual Employment Agreement

IFHC Integrated Family Health Centre
General practice teams with the patient at the centre, providing quality 
health care when, where and how patients need it.

IL Importance Level
Seismic assessment rating

IOC Integrated Operations Centre

IOL Intraocular Lens

IS Information Systems

ISM Integrated Service Model

IT Information Technology / Digital Services

IV Intravenous

IVP Improving Value Programme

JDE JD Edwards
Name of software package

Ka Ao Ka 
Awatea

Māori Health Strategy for the MDHB District

KPI(s) Key Performance Indicator(s)
A measurable value that demonstrates how effectively an objective is being 
achieved.

LDC Local Data Council

LEO Leading an Empowered Organisation 

LOS Length of Stay

LTC Long Term Condition(s)

LV Low Voltage

MAPU Medical Assessment and Planning Unit
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MBIE Ministry of Business, Innovation and Employment

MCH MidCentral Health

MCIS Maternity Clinical Information Service

MDHB MidCentral District Health Board

MECAs Multi Employer Collective Agreements

MEED Midwifery External Education and Development Committee

MERAS Midwifery Employee Representation and Advisory Service

MIT Medical Imaging Technologist
A radiographer who works with technology to produce X-rays, CT scans, MRI 
scans and other medical images.

MIYA MIYA Precision Platford

MoH Ministry of Health

MOU Memorandum of Understanding

MRI Magnetic Resonance Imaging
A medical imaging technique used in radiology to form pictures of the 
anatomy using strong magnetic fields and radio waves.

MRSO Medical Radiation Officer

MSD Ministry of Social Development

MWH Manawhenua Hauora

MYFP Midwifery First Year of Practice Programme 

NAMD Neovascular Age-Related Macular Degeneration

NBSP National Bowel Screening Programme

NCAMP19 National Collections Annual Management Plan 2019

NCEA National Certificate of Educational Achievement

NCNZ Nursing Council of New Zealand 

NEED Nursing External Education and Development Committee

NESP Nurse Entry to Specialty Practice Programme (Mental Health)

NETP Nurse Entry to Practice 

NGO Non Government Organisation

NNU Neo Natal Unit

NOS National Oracle Solution

NP Nurse Practitioner 

NPC Nurse Practitioner Candidate

NPTP Nurse Practitioner Training Programme 

NZ New Zealand

NZCOM New Zealand College of Midwives

NZCPHCN New Zealand College of Primary Health Care Nurses  
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NZCRMP New Zealand Code of Radiology Management Practice

NZHP New Zealand Health Partnerships

NZNO New Zealand Nurses Organisation

O&G Obstetrics & Gynaecology

OE Operations Executive (of a service)

OHS Occupational Health and Safety 

OLT Organisational Leadership Team
OLT comprises all General Managers, Chief Medical Officer, Executive 
Directors - Nursing & Midwifer and Allied Health, General Manager of Enable 
NZ, all Operations Executives and Clinical Executives.

OPAL Older Peoples Acute Assessment and Liaison Unit

Pae Ora 
Paiaka 
Whaiora

(Base /Platform of health) Healthy Futures (DHB Māori Directorate)

PACS Picture Archiving Communication System

PBE Phblic Sector Benefit Entity

PCBU Person Conducting a Business or Undertaking

PCT Pharmacy Cancer Treatment

PDRP Professional Development and Recognition Programme 

PDSA Plan Do Study Act

PEDAL Post Emergency Department Assessment Liaison

PET Positron Emission Tomography

PHC Primary Health Care

PHO Primary Health Organisation

PHU Public Health Unit

PICC Peripherally Inserted Central Catheter 

PICU Paediatric Intensive Care Unit

PIP Performance Improvement Plan
This plan is designed to support the OLT in the prioritisation and optimisation 
of system wide efforts to achieve our vision.  
The plan was presented to the MoH as part of MDHBs 2019/20 strategic 
discussion.

PNCC Palmerston North City Council

POAC Primary Options for Acute Care

Powhiri Formal Māori Welcome

PPA Promoting Professional Accountability 

PPC Public, Primary & Community

PP&CH Public, Primary & Community Health 

PPPR Protection of Personal and Property Rights
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PSA Public Service Association

QHP Qualified Health Plan

Qlik Qlik Sense Data Visualisation Software (Dashboard Analytics)

RDHS Regional Digital Health Services

RHIP Regional Health Infometrics Programme
Provides a centralised platform to improve access to patient data in the 
Central Region.

Risk ID Risk Identifier

RM Registered Midwife 

RMO Resident Medical Officer

RN Registered Nurse(s)

RP Risk Priority

RSI Relative Stay Index

RSP Regional Service Plan

RTL Round Trip Logistics
A technology platform.

SAC Severity Assessment Code

SGOC Shared Goals of Care

SIEM Security Information Event Monitoring

SLA Service Level Agreement

SLM System Level Measures

SMO Senior Medical Officer

SNE Serivces Not Engaged

SOI Statement of Intent

SOR Standard Operating Responses

SPE Statement of Performance Expectations

SPIRE Surgical Procedural Interventional Recovery Expansion
A project to establish additional procedural, interventional and surgical 
resources within MDHB.

SRG Shareholder's Review Group

SSHW Safe Staffing, Healthy Workplaces

SSIED Shorter Stays in Emergency Department

SSU Sterile Supply Unit

SUDI Sudden Unexpected Death of an Infant

SUG Space Utilisation Group

TAS Technical Advisory Services (also CTAS)

TCU Transitional Care Unit
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TLP Transformational Leadership Programme

Trendly A national database caputre tool and dashboard that focuses on the 
measurement of DHBs to the National Māori Health Measures

TTOR Te Tihi o Ruahine Whānau Ora Alliance

UCOL Universal College of Learning 

VRM Variance Response Management  

WDHB Whanganui District Health Board

WebPAS Web Based Patient Administration System

WebPASaas Web Based Patient Administration System as a Service

WHEI Whole Hospital Escalation Indicators

YTD Year To Date
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