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MIDCENTRAL DISTRICT HEALTH BOARD 
Quality & Excellence Advisory Committee Meeting 

11 October 2016 
 
Part 1 
O r d e r 
 
 
1 APOLOGIES 

 Kathryn Cook 
 
2 CONFLICT AND/OR REGISTER OF INTERESTS 
 
2.1 Amendment to the Register of Interests  
 
2.2 Declaration of Conflicts in Relation to Today’s Business  
 

 
3 MINUTES 

 Pages: 4 - 11  
 Documentation: minutes of 30 August 2016 

 Recommendation: that the minutes of the previous meeting held on 30 
August 2016 be confirmed as a true and correct record. 

 
3.1 Recommendations to Board 

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

 

4 MATTERS ARISING FROM THE MINUTES 
To consider any matters arising from the minutes of the meeting held 30 
August 2016 for which specific items do not appear on the agenda or in 
management reports. 
 
 

5 Q&EAC’s WORK PROGRAMME  
 Pages: 12 - 15 

Documentation:  Chief Executive Officer’s report dated 4 October 2016  
Recommendation: that progress against the 2016/17 work programme be 

noted. 
 
 

6 CLINICAL GOVERNANCE 
6.1 Health & Disability Commissioner 6-monthly report (January-

June 2016) 
Pages: 16 - 23 
Documentation:  Report from the Director, Patient Safety & Clinical 

Effectiveness dated 26 September 2016  
Recommendation: that this report be received. 
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7 SERVICES 
7.1 Maternity Review update 

Pages: 24 - 35 
Documentation:  Report from the General Manager, Clinical Services and 

Transformation dated 3 October 2016 
Recommendation: that the report be received 
 
 

8 HOSPITAL SUSTAINABILITY 
8.1 MCH Operations Report – June/July 2016 

Pages: 36 - 64 
Documentation:  Report from the General Manager, Clinical Services and 

Transformation dated 30 September 2016  
Recommendation: that this report be received. 
 
 

8.2 Radiation Oncology Computer Tomography (CT) Replacement 
business case 
Pages: 65 - 86 
Documentation:  Report from the Clinical Director, Regional Cancer 

Treatment Service and Operations Director,  Specialist 
Community & Regional Services dated 4 October 2016  

Recommendation: that the committee support the business case for 
submission to the Board. 

 
 

8.3 Transforming Spiritual Care Strategy 
Pages: 87 - 108 
Documentation:  Report from the Director, Patient Safety & Clinical 

Effectiveness and Chair, Spiritual Care Advisory Group 
dated 27 September 2016  

Recommendation: that this report be received. 
 
 

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

10 DATE OF NEXT MEETING 

 22 November 2016  

 
11 EXCLUSION OF PUBLIC 

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

Item  Reason Reference 
“In Committee” minutes of previous 
meetings on 26 April and 19 July 2016 

For reasons stated in the 
previous agenda 

 

Operations Report: 
 Potential Serious Adverse Events and 

Complaints 

 
To protect personal privacy 

 
9(2)(a) 

Radiation Oncology Computer 
Tomography (CT) Replacement business 
case – Part 2 

Commercially sensitive 
information 

9(2)(j) 
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MidCentral District Health Board 
 

Quality & Excellence Advisory Committee  
 

Minutes of meeting held on Tuesday, 30 August 2016 at 9am at MidCentral District 
Health Board Offices, Board Room, Gate 2, Heretaunga Street, Palmerston North 

The shared matters of interest section of the meeting commenced at 
9.00am. 

PRESENT 

QEAC Members 
 Barbara Robson (Chair) 
 Lindsay Burnell (Deputy Chair) 
 Kate Joblin 
 Karen Naylor 
 Phil Sunderland (ex officio) 
 Duncan Scott 
 Cynric Temple-Camp 

 
HCAC Members 
 Diane Anderson 
 Adrian Broad 
 Ann Chapman 
 Nadarajah Manoharan 
 Oriana Paewai 
 Phil Sunderland (ex officio) 
 Vicki Beagley 
 Donald Campbell 
 Jonathan Godfrey 
 Tawhiti Kunaiti 
 

IN ATTENDANCE 

Kathryn Cook, Chief Executive 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Mike Grant, General Manager, Clinical Services & Transformation 
Megan Doran, Committee Secretary 
Neil Wanden, General Manager, Finance & Corporate Services 
Stephanie Turner, General Manager, Maori & Pacific 
Gabrielle Scott, Executive Director, Allied Health 
Michele Coghlan, Acting Executive Director, Nursing & Midwifery 
Ken Clark, Chief Medical Officer 
Vivienne Ayres, Manager, DHB Planning and Accountability 
Jill Matthews, PAO 
Barb Bradnock, Senior Portfolio Manager, Children, Youth & Intersectoral 
Partnerships 
Jo Smith, Senior Portfolio Manager, Health of Older Persons 
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions 
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Mahashewta Patel, Intern Portfolio Manager 
Ian Ironside, Portfolio Manager, Secondary Care 
Lyn Horgan, Operations Director, Hospital Services 
Nicholas Glubb, Operations Director, Specialist Regional & Community 
Chris Nolan, Service Director, Mental Health Services 
Barry Keane, Nurse Director, Mental Health Services 
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Kelly Isles, Project Manager 
Dennis Geddis, Communications Team Leader 
 

OTHER 

Public: (3) 
Media: (1) 

1. APOLOGIES 

There were apologies from Quality & Excellence Advisory Committee members Dennis 
Emery and Lindsay Burnell (for lateness)and Healthy Communities Advisory Committee 
(HCAC) member Barbara Cameron. 

 

2. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE 

2.1 Amendment to the Register of Interests 

Barbara Robson advised she had been appointed to the Ministry of Health’s Oral Health 
Electronic Record Programme Advisory Group as a consumer representative. 

2.2 Declaration of Conflicts in Relation to Today’s Business 

No HCAC members identified any conflicts in relation to the day’s business. 

Lindsay Burnell entered the meeting. 

 

3.  INTEGRATED SERVICES PLANNING 

3.1 Mental Health Report 

There was full discussion of the report.  There was general support for the good progress 
made to date but mindfulness of the areas still requiring development. 

With regard to Dr Gloria Johnson’s report from her follow-up visit on 1 July, it was noted 
that she had since met with Mr and Mrs Hume and that her letter to the Service Director 
regarding this visit would be formally tabled at the next meeting.  

From the discussion, the Chair of the Healthy Communities Committee summarised the 
following key points from that committee’s perspective: 

• The importance of ensuring further integration with the primary and community 
sectors. This was beginning to build and was critical for the future.  The aim was to 
achieve ‘one team’.  Of particular importance was the linkage with general practice to 
ensure there are no gaps in services.   
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• The importance of ensuring primary care had the capacity and capability to support 
people with a mental illness in the community.  
 
Management advised that consultation and liaison support to primary care was a key 
element, and was being built. Contacts and relationships were key. The primary 
mental health services were being reviewed and would be relaunched to strengthen 
the ‘one team’ approach.  

• Equity was a key issue across communities and across ethnic groups and its visibility 
needed to be increased in future reports. The Strategic Plan provided a good 
framework for developing a mental health service plan with a strong emphasis on 
equity.  

• The need to further strengthen mental health services in rural communities, with 
Tararua and Horowhenua cited as examples.  It was noted these were being built up 
around Integrated Family Health Centres. It was also noted there needed to be 
consistency in the naming of the proposed Locality Plans. 

 

From the discussion, the Chair of Quality & Excellence Advisory Committee summarised the 
following key points from that committee’s perspective: 

• The issue of the unsatisfactory physical environment in Ward 21 needed to be 
addressed, and a timeframe for this was critical. Management advised a lot of 
planning work had occurred and an options paper (indicative business case) would be 
presented at the Committee’s next meeting. 

• The need for Service Improvement Audits to be further developed and embedded 
across the MHAS. 

• The need to determine the budget and resource requirements for the Mental Health 
Service is a priority.   This work needed to take into account the expected increase in 
mental health needs in future.  Management advised this was occurring from a 
“bottom up” approach”.  

• The ‘Integrated Service Model’ (cluster) approach was supported in principle but the 
Committee required more information on how this would be structured and would 
work. The Chief Executive advised a paper would be brought to the next Board 
Meeting, and that the cluster model development supported joined up decision 
making, particularly between the provider arm and funder.  

• The reporting framework and dashboard would need to evolve to include a fuller 
picture of the entirety of mental health services.  This includes bringing forward 
information contained in other reports – for example, the measures to be found in 
the Non-Financial Monitoring Framework & Performance Measures Report. It was 
also important to include ethnicity data for all services. 

• Family/Whanau input to service development was very important and should be 
made more visible. It needs to be included in all areas, including service and locality 
plans and service design. 

• There needed to be more visibility in future reports on the matters of ‘caution and 
concerns’ as raised by Dr Gloria Johnson. Management advised these would be 
brought forward into the work programme. 

• A workshop on Community Mental Health Teams was required to support the 
Committee to develop a more complete understanding of mental health services in 
the district.  

• It was agreed that Dr Gloria Johnson should attend a Board meeting to speak to her 
report on her follow-up visit of 1 July. 
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• Follow up after discharge is notable in the KPIs (KPI 19) as an area requiring further 
work, along with better discharge planning to other services.  

 
The importance of workforce was discussed. Management advised that recently there has 
been success in recruiting across a range of professional groups, for example psychologists.  
It was noted that the service was nearing a full complement of psychiatrists and that the New 
Entry to Practice programme had had a very positive effect in terms of nursing.  

The Mental Health Awareness week was discussed.  Management advised that this is a 
national initiative but at the local level it involves activities across the entire mental health 
network.  

The Chairs of both Committees thanked the clinical leadership and management team for 
their efforts and congratulated them on progress to date.  There is still a lot to do, but this 
does not detract from the excellent progress to date.  

It was recommended: 

 that this report be received 

 

4. DHB PLANNING 

4.1 2016/17 Annual Plan – Priorities, Accountabilities and the Production 
Plan 

It was recommended: 

 that this report be received  

4.2 Proposed Annual Planning Approach – 2017/18 

The Chair noted this paper was for information only purposes.  

It was recommended: 

 that this report be received. 

 

5. DHB and Regional Reporting 

5.1 Regional Services Plan Implementation – Report for Quarter 4, 2015/16 

It was recommended: 

 that this report be received. 

5.2 Non-Financial Monitoring Framework and Performance Measures – 
Report for Quarter 4, 2015/16  

Vivienne Ayres, Manager, DHB Planning and Accountability introduced this paper and 
advised that although this report and the Regional Services Plan Implementation Report for 
Quarter 4 2015/16 had the same topics this was an entirely different report as it is based 
solely on MidCentral DHB results.  

It was recommended: 
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 that this report be received. 

 

6. DATE OF NEXT MEETING 

11 October 2016 

22 November 2016 (Shared matters of interest) 

The meeting closed at 10.55am. 

 
The Quality & Excellence section of the meeting commenced. 

PRESENT 
 
QEAC Members 
 Barbara Robson (Chair) 
 Lindsay Burnell (Deputy Chair) 
 Kate Joblin 
 Karen Naylor 
 Phil Sunderland (ex officio) 
 Duncan Scott 
 Cynric Temple-Camp 
 
HCAC Members 
 Diane Anderson 
 Ann Chapman (part meeting) 
 Nadarajah Manoharan 
 Oriana Paewai 
 Phil Sunderland (ex officio) 
 
In attendance 
Kathryn Cook, CEO 
Mike Grant, General Manager, Clinical Services and Transformation  
Carolyn Donaldson, Committee Secretary 
Amanda Rouse, Maternity Quality & Safety Programme Coordinator 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Diane Hirst, Charge Midwife/Clinical Lead, Maternity Services 
Gabrielle Scott, Executive Director, Allied Health 
Ken Clark, Chief Medical Officer 
Lyn Horgan, Operations Director, Hospital Services 
Michele Coghlan, Acting Executive Director Nursing & Midwifery 
Neil Wanden, General Manager, Finance & Corporate Support 
Nicholas Glubb, Operations Director, Specialist Community & Regional Services  
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Stephanie Turner, General Manager, Maori Health & Pacific 
 
Media (1) – part meeting 
Public (2) 
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CONFLICT AND/OR REGISTER OF INTERESTS 

Declaration of conflicts in relation to today’s business 
Karen Naylor declared a conflict in relation to the Maternity Update. 

 

7. MINUTES 

It was recommended  

 that the minutes of the meeting held on 19 July 2016 be confirmed as a true and 
correct record.  

7.1 Recommendations to Board 

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

 

7.2 MATTERS ARISING FROM THE MINUTES 

Certification and Accreditation 

It was noted that a decision regarding limited reporting on certification and 
accreditation to the Quality & Excellence Advisory Committee would be made 
following the Reporting Framework Workshop. 

 

8. OPERATIONAL 

Amanda Rouse, Maternity Quality & Safety Programme Coordinator was introduced. 

8.1 Maternity review update 

The Chair thanked staff for stepping up during the particularly busy time in July.  

The Operations Director, Specialist Community & Regional Services spoke to this 
paper, highlighting key developments around the Maternity Clinical Information 
System and the work being done to support the safe transfer of care from the Lead 
Maternity Carers (LMCs) to the secondary team.   

Members were updated on the recent visit by the Ministry of Health Project Manager 
and Business Analyst who were undertaking improvement work with the  
implementing DHBs in relation to the Maternity Clinical Information System. 
Management had made it clear to the Ministry of Health that MidCentral expected a 
financial contribution from the Ministry for the improvement work that was being 
required to make MCIS fit for purpose. 

The Chair said she hoped the results of the evaluation of the effectiveness of the 
Associate Charge Midwife roles undertaken in July would be provided to this 
committee.  

Management advised the redesign/model of care work to separate the antenatal and 
gynaecology clinics should be completed by October 2016 when a new doctor was 
scheduled to commence with the organisation. 

Karen Naylor left the meeting. 

Gestational Diabetes 

A pathway is to be developed for women who develop diabetes during pregnancy. 
Two MCH staff will visit Waitemata DHB to see how they provide care for their 
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patients to support the development of a pathway at MDHB. Members were advised 
there was also significant work happening in diabetes generally, which would be the 
subject of a future update to the committee.  

It was recommended 

 that the report be received. 

 

8.2 MCH Operations Report – June/July 2016  

The General Manager, Clinical Services and Transformation spoke to this paper 
highlighting key issues eg around finances, electives, and the busyness of the 
hospital.  

In relation to the increase in Emergency Department presentations, Management 
advised that work was still being done on the analysis of the presentations. The 
modelling done to date would suggest that access to free health care for the under 13 
year old population has displaced a cohort of population to ED, and this had 
contributed to the 8 per cent increase in presentations to ED.  

In response to a query on how MDHB could get ahead in achieving elective service 
performance indicator targets, Management advised whilst many changes could be 
made, the service was still working on a paper based system. Some services, eg 
urology and ENT, were keen to look at an electronic tool that looked at capacity and 
demand. 

The refurbishment of the main linear accelerator entrance which was funded by the 
Cancer Society was noted.  

It was noted the Medical Imaging annual internal accreditation assessment and the 
BreastScreen Coast to Coast BSA interim audit would be reported through the 
Finance, Risk and Audit Committee. 

Karen Naylor rejoined the meeting. 

It was noted that in terms of accessing elective services, no condition was declined. 
However there was an assessment process to be undertaken before surgery, including 
varicose vein surgery, and those with the highest need had surgery. 

The high number of declined first specialist assessment referrals for cardiology was 
questioned. Management advised some of this was due to forward planning 
particularly around capacity and leave. However in ESPI2 (Patients waiting greater 
than four months for a first specialist assessment), cardiology was achieving the 
target.  

It was recommended 

 that the report be received. 

 

9. EXCLUSION OF PUBLIC 

It was recommended 
that the public be excluded from this meeting in accordance with the Official 
Information Act 1992, section 9 for the following items for the reasons stated: 

 
Item  Reason Reference 
“In Committee” minutes of previous 
meetings on 26 April and 19 July 

For reasons stated in the 
previous agenda 
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2016 

Operations Report: 
: Potential Serious Adverse Events 

and Complaints 

 
To protect personal privacy 

 
9(2)(a) 

 

11



TO Quality & Excellence Advisory Committee 

 
  

FROM Chief Executive Officer 
  

DATE 4 October 2016 
  MEMORANDUM SUBJECT Q&EAC’s Work Programme 

 
 
 
 
1. PURPOSE 
 
The report updates members against 2016/17 work programme.  It is for the 
Committee’s interest and consideration.  No decision is required. 
 
 
 
2. SUMMARY 
 
The Committee’s 2016/17 work programme has been developed in line with the 
Governance Reporting Framework approved by the Board at its last meeting.   
 
The work programme is based on five key reporting areas being: 
 
• strategic and operational planning 
• performance reporting 
• quality and excellence 
• integration 
• meetings 
 
For this reporting period, we have experienced a variation to what was planned. The 
approach and timeline for developing a clinical governance (quality) framework.  This 
work will be informed by the recent internal audit regarding clinical governance and 
this has just been finalised.  Our Executive Directors – Medical, Nursing/Midwifery and 
Allied Health are now working with the Patient Safety & Clinical Effectiveness Team 
under the direction of the General Manager, Clinical Services & Transformation to 
progress the framework development and a report on the approach and timeline will be 
submitted to the Committee’s next meeting.  The aim is still to have a draft framework 
by February 2017 which will be workshopped with the Committee. 
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3. RECOMMENDATION 
 
It is recommended: 
 
 that progress against the 2016/17 work programme be noted. 
 
 
 
 
 
Kathryn Cook 
Chief Executive Officer 
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Q+EAC Meeting Work Plan 2016/17 

Strategic & Operational 
Planning 

Performance Reporting Quality & Excellence Integration Meetings  

October 2016     
• Maternity review 
• Cancer services CT business case 
 

• Operational report (inc financials) 
 

• Clinical governance internal audit 
• Clinical governance (quality) 

framework (approach and timeline) 
• Health & Disability Commissioner 6-

monthly report 

 • Minutes 
• Matters arising 
• Work programme 

November  2016     
• Planning priorities & financial 

assumptions 2017/18* 
• Ward 21 indicative business case* 
 

• Operational report (inc financials) 
• Health target results* 
• 2016/17 RSP update* 
• centralAlliance update* 
• 2016/17 Maori Health Plan update* 
• 2016/17 Annual plan update 

maternal, child & youth* 
 

• Innovation programme annual report • Integrated service arrangements 
(clusters) workshop* 

• Renal health implementation plan* 
• Mental health review (& G Johnson)* 
• Portfolio updates:* 
o Maternal/maternity 
o Child & youth 

• Minutes 
• Matters arising 
• Work programme 

February 2017     
• Maternity review 
• Production planning 2017/18 (inc 

price/volume schedule) 
• Service workshop (TBC) 
• Master health service plan  
• Specialist diabetes reconfiguration 

project and gap analysis 
•  

• Operational report (inc financials) 
 

• Draft 1, Clinical governance (quality) 
framework & workshop 

• Establishment and role of Clinical 
Council 

• Health & Disability Commissioner 6-
monthly report 

 • Minutes 
• Matters arising 
• Work programme 

March 2017     
• Draft 2017/18 Annual Plan* 
• Planning workshop* 
• Statement of intent & performance 

expectations* 
 

• Operational report (inc financials) 
• Health target results* 
• 2016/17 RSP update* 
• centralAlliance update* 
• 2016/17 Annual Plan update health 

of older people, mental health & 
addictions* 

 

• Clinical Council report 
• Patient stories –process & approach 

• Mental health review* 
• Portfolio updates:* 
o Health of older people 

o Meeting with Pharmac* 

• Minutes 
• Matters arising 
• Work programme 

May 2017     
• Maternity review 
• Service workshop (TBC) 
• Master health service plan 

• Operational report (inc financials) 
 

• Clinical governance (quality) report 
• Research annual report 
• Clinical council report & meeting 
• Patient story 
• Meeting with HQSC 

 • Minutes 
• Matters arising 
• Work programme 
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June 2017     

 • Operational report (inc financials) 
• Health target results* 
• 2016/17 RSP update* 
• centralAlliance update* 
• 2016/17 Maori Health Plan update* 
• 2016/17 Annual Plan update general 

& specialist* 
 

• Clinical Council report 
• Clinical governance (quality) report 

• Mental health review* 
• Portfolio updates* 
o General & specialist assessment 

& treatment 
o Cancer services & palliative care 

• Meeting with Central PHO* 
• Workshop re community mental 

health* 

• Minutes 
• Matters arising 
• Work programme 

 
*area of shared interest with Healthy Communities Advisory Committee 
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TO Quality and Excellence Advisory 

Committee 
  

FROM Muriel Hancock 
Director 
Patient Safety and Clinical Effectiveness 

  
DATE 26 September 2016 

  
SUBJECT Health and Disability Commissioner 

Complaints Information Update 
 
 
1. PURPOSE 

To provide a summary of complaints received by the Health and Disability 
Commissioner (HDC) for the period 1 January 2016 to 30 June 2016 inclusive. 
There is no comparison to other District Health Boards (DHBs) as this 
information is embargoed at the time of reporting. No decision is required. 

 
 
2. SUMMARY 

• Nationally numbers of complaints to the Health and Disability Commissioner 
(HDC) decreased by 10 per cent compared to an increase of 20 per cent in the 
previous reporting period. 

• Our complaints for this period reduced significantly to 20, down from 33 in the 
previous six month period. 

• For this period MidCentral District Health Board (MDHB) was ranked 16th on 
the table of all DHBs which is an improvement from the previous ranking of 
20th. 

• A focus on staff education around customer service/complaint management has 
been a continued feature over the past six months with ward and department 
education sessions, orientation for new staff day and changes to the messaging 
related to feedback. 

• None of the 20 complaints in this period have been converted to investigation, 
i.e. an investigation is a review against the code of rights, where the HDC 
determines a breach has occurred; this may include an on-site visit by the HDC 
and staff interviews.  

• Escalation processes are in place for those situations requiring immediate 
response. 

• A focused proactive approach continues to be taken at the time of receipt of an 
HDC complaint to ensure timeliness of response. 

  

 
 

MEMORANDUM 
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3. RECOMMENDATION 

It is recommended: 
 
 that this report be received 
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4. BACKGROUND 

The HDC’s six monthly report and subsequent findings is one of a number of 
mechanisms for auditing patient concerns and focussing on learning from a complaint. 
The Code of Health and Disability Consumer Rights came into effect in 1996 and is 
promoted and protected by the HDC under the Health and Disability Commissioner Act 
1994.  There are ten code of rights and six clauses which regulate the quality of care and 
apply to all providers and their employees.   
 
The Commissioner focuses on: 

• complaints resolution; 

• safety and quality improvement; 

• public protection. 
 
Reports are provided by the HDC to DHBs every six months with the most recent report 
received on 19 September for the period 1 January 2016 to 30 June 2016. A further 
report for the period July to December 2016 is expected in March 2017. 
 
The data for MDHB refers to the DHB area and is not restricted to public hospital care. 
For the current reporting period all complaints related to MDHB. The HDC reports 
inform our Quality and Excellence by Design strategic imperative to improve patient 
experience. 
 

5. MIDCENTRAL DISTRICT HEALTH BOARD’S OVERVIEW 

HDC complaints are addressed at governance and service improvement meetings and 
are reported to the Clinical Board. Graph 1 shows the rate of complaints per 100,000 
discharges for MDHB. The rate for the current period is 127.43 compared to 202.01 in 
the last period. The national rate is of 81.45 compared to 89.0 last period. Our rate 
continues to be higher than the national average however our ranking has improved 
from 20th to 16th. 
 

Graph 1: MDHB rate of complaints per 100,000 discharges  
 

 
 
The reduction in numbers of complaints received is pleasing, with changes to our 
approcah, information and response to feedback, contributing to this. It is noted 
however that the rate of complaints can vary considerably across six month periods for 
all DHBs. It is also noted that numbers of complaints should not be used as a proxy for 
quality of care and may instead, for example, be an indicator of the effectiveness of the 
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complaints system. Complaints received in any one six month period will sometimes 
relate to care in quite a different period. 
 
There has been no new investigations notified with only one in progress. There is no 
information about how this compares to other DHBs, however since January 2012 we 
have had five investigations closed. 
 
Graph 2: Complaints by service for MDHB  
 

 
 
Graph 2 shows the number of complaints per service as allocated by HDC, however this 
is not always accurate given they allocate to the first service referred to in a complaint, 
which is not always where the concern is. In addition the service groupings in some 
cases, do not align to individual DHB structures. The reduction in numbers is notable in 
Mental Health and Addictions down to five from nine, maternity services down to one 
from three, emergency department down to four from six and general medicine down to 
three from seven. Numbers for surgery are the same. It is noted that the overall 
improved focus on complaint resolution and the proactive approach being taken across 
the organisation has influenced this positive change. 
 
We are ranked 16th out of 20 DHBs compared to the previous period where we were 
ranked 20th. This indicates that we have a higher rate of complaints per 100,000 
discharges than the national average. However the number of complaints closed with no 
further action by HDC, 28 for this period is high, which is a positive sign that MDHB 
has addressed the concerns of the complainant at the time of complaint. There were no 
breaches in the code for MDHB for this period. 
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Graph 3: Outcome of complaints closed for MDHB  

 
 
Graph 3 shows the outcome of complaints closed for MDHB. This indicates a high 
percentage of complaints where no further action was taken by the HDC or the 
complaint was referred back to the provider.  
 

6. ANALYSIS OF COMPLAINTS RECEIVED 

During this period we received 20 complaints from the Health and Disability 
Commissioner (HDC). There were twelve occasions where the consumer or their 
representative had made contact with MCH prior to or at the same time as going to the 
HDC. On the remaining eight occasions, we were notified by the HDC of the complaint 
directly. We had received no correspondence from the patient and/or family prior to the 
complaint. In all cases the HDC is obliged to act on a complaint regardless of who else 
received it at the same time. 
 
The primary issue for the majority of these complaints related to care and treatment; 
making up 70 per cent of the complaints. This group includes delayed and/or 
inadequate treatment, inappropriate clinical treatment, inadequate assessment and 
delayed diagnosis. Another 15 per cent relate to communication which includes 
disrespectful manner/attitude, failure to communicate openly/honestly and effectively 
etc. 
 
All other complaints continue to feature communication as the primary issue and 
compliments feature highly in the area of care received. 
 

7. ACTION UPDATE 

The actions in italics below were reported as the agreed next steps in the April 2016 
report to the Finance, Risk and Audit Committee (FRAC). An update against these is 
included below under the heading September 2016. 
 
Complete analysis of all 33 complaints and identify lost opportunities to resolve the 
issues that may result in complaint avoidance. 

Many of the complaints received, directly or indirectly relate to communication 
and attitude which is consistent with our general complaints themes. On 17 
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occasions we had opportunity to resolve the concerns raised. The lost 
opportunities relate primarily to lack of timeliness in recognising and responding 
immediately to issues and not escalating when action/intervention is required. 
Further work is in progress to promote and support attendance at the 
communication workshops given the very positive feedback received from those 
attending. 

It is also anticipated that the ongoing development of the strategic planning 
process including the current work on strategic imperatives, the organisational 
development plan around culture and recommendations from the clinical 
governance audit will help support work required regarding this. 

 
September update 

This work is ongoing with proactive promotion of and support to our staff for 
attendance at communication training and workshops. A further Open 
Disclosure training session is scheduled for mid October. 

 
Provide additional support to the Customer Relations Co-ordinator to escalate 
response requirements. 

A process has been put in place to ensure that the Customer Relations Co-
ordinator and other members of the Quality and Clinical Risk team escalate 
immediately when an issue is raised where prompt intervention is required. An 
example might be an on-site presence of a family member distraught about an 
aspect of their loved ones care. An immediate meeting by a person who can 
provide resolution or commitment to the outcome sought then and there, as 
opposed to someone phoning in the next day or two, improves the quality and 
timeliness of our response.  

 
September update 

A clear escalation process has been agreed and is in place. This has been acted on 
several times over the past six months with positive resolution. 

 
Now that DHBs are identified we will work closely with exemplar DHBs to strengthen 
our approach. 

There has been discussion with several DHBs including Hawkes Bay, Whanganui  
and Hutt Valley who have willingly shared their processes and resource 
documents with us. Once learnings from all of these are collated, in progress at 
time of reporting, these will be considered as part of the follow up plan to the 
audit referred to below as well as in the longer term organisation wide approach. 

There has also been recent discussion with the HDC, during an adverse events 
review group workshop, where the HDC indicated that DHBs are doing well and 
that there will always be complaints to the HDC. They did however say that it is 
often the quality of the DHB’s initial response to complainants that leads to a 
complaint to the HDC. We will be working on not only timeliness of responses 
but the overall quality and principles particularly of written responses.  

 
September update 

All DHBs have varied approaches and varied resources for supporting the 
feedback process. The information received from other DHBs has been reviewed 
and aspects of this incorporated into the work that has been undertaken to 
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strengthen our process, e.g. wording on our feedback posters and Tell us What 
you Think brochures. 

 
Liaise with Waitemata DHB to learn from their organisational programme regarding 
feedback management. 

Awaiting further information from Waitemata with communication planned in 
the week commencing 2 May 2016. It is anticipated that the approach used by 
them will form the basis of our approach. 

 
September update 

Information has been received from Waitemata DHB however we have not been 
able to discuss or review the programme they implemented. 

 
Complete an audit of all patient/visitor areas to ensure that HDC complaint 
information meets the minimum requirements of the Health and Disability Sector 
Standards (HDSS) and not over and above. 

An audit of several areas has been undertaken. It is apparent that we do have 
inconsistent information displayed and/or given to patients and families. A plan 
is being developed that will set the standard for what is displayed and provided. 
This will be: 

1. Every bed space will have the MCH and HDC complaints process included in 
the patient information that is available. 

2. Every ward and other clinical/public areas will have one set of rights and 
responsibilities displayed on the wall and will have the brochures regarding 
this and the Health and Disability Advocacy Service available. 

3. Tell us What You Think forms will be reviewed for wording to focus 
generically on feedback as opposed to complaints and available in all clinical 
areas. 

4. A poster describing the MCH feedback process will be designed and put in all 
clinical areas. 

5. The message on all patient information brochures has been changed to 
remove reference to the HDC and strengthen our own process. 

 
September update 

Action 1 above has not yet been completed however is in progress. All other 
actions are completed. 

 
Explore options for a text feedback system which several DHBs have implemented. 

This has yet to be progressed along with a wider review and refresh of all avenues 
for providing feedback including ongoing use of social media, emails etc. 

 
September update 

A process is underway to undertake a trail of text feedback within a small area of 
MCH. It is critical that this is done well to ensure there are no gaps in the process 
and that responses and tracking is robust. 
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Continue the ongoing education programme ensuring that clerical and medical staff 
are able to attend. 

Education sessions regarding complaints management continue to be provided and are 
tailored and offered to a wide range of groups. In addition further work is being 
undertaken to promote the Excellence in Customer Service course given the positive 
feedback and the findings of the accessibility audits showing that a number of staff do 
not undertake this course. 
 

September update 

This is ongoing. 

 
Develop guidance on key phrases and principles to follow to support complaint 
resolution both written and verbal. 

This work will follow on from the work above with regard to information displayed and 
available to patients and families. Information obtained from other DHBs will be used 
to inform this work as well as guidance from the HDC. 
 

September update 

This work will now be considered and progressed. 

8. CONCLUSION 

Complaints from the HDC relating to MDHB have reduced to 20 from 33 in the last 
period. Work is ongoing to address the primary themes, address issues of process and 
system and to better equip staff to respond in a timely and appropriate way with the 
objective of ensuring every opportunity is taken to resolve a complaint within our 
organisation rather than patients and families resorting to the HDC complaint process. 
Our focus must be on the quality and timeliness of our first response, i.e. at our very 
first opportunity, to patients and families and not on reducing numbers or stopping 
complaints. With the plan to develop a process for sharing of patient stories, a further 
opportunity will be provided for all of us to hear and understand the patient and family 
experience which will support stronger partnering. A significant milestone was achieved 
recently with the sharing of a patient story at our Senior Management Team(SMT) 
meeting paving the way for consumer co design work. Regardless of the timeliness and 
quality of our initial response some will still go on to the HDC; however resolution with 
the HDC will be far easier and more meaningful to patients and families if we have 
managed the complaint well initially. 
 
We are however obliged to promote the HDC complaint process, and patients and 
families have a right to utilise this avenue. Conversely, where complaints are 
challenging to resolve, or patients and family members require support with the 
process, it is at times suggested that they seek support from the Nationwide Health and 
Disability Advocacy Service. The HDC is now more frequently referring patients/ 
families to this service. 

 
 
Muriel Hancock 
Director 
Patient Safety and Clinical Effectiveness 
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TO Quality & Excellence Advisory Committee 

 

  
FROM General Manager 

Clinical Services and Transformation 
  

DATE 3 October 2016 
  MEMORANDUM 

SUBJECT Maternity Review Update 
 
 
1. PURPOSE 

This report highlights progress with the implementation of the work programme to 
address the findings of the independent review of the Regional Women’s Health 
Services.  No decision is required.    
 
2. SUMMARY 

Good progress continues to be made in the implementation of the work programme 
of agreed improvements to the MidCentral DHB Maternity Service.  Across the whole 
programme of work of the 112 total initiatives, 84 have been completed overall, 26 are 
on track, with now only two initiatives behind target.   

The work programme was originally structured to align our improvement work to the 
MDHB Strategic Imperatives.  For this update the alignment of the seven 
workstreams with the strategic imperatives has been reconfirmed in the chart below.  
This demonstrates the breadth of the ongoing work and will be used to ensure this 
continues as we support the transfer of ongoing improvement work into business as 
usual in coming months 

  STRATEGIC IMPERATIVES 
Maternity 

Improvement 
Workstreams 

Quality By 
Design 

Equity of 
Outcomes 

Connect & 
Transform 

Partner with 
people and 

whanau 

Safe Staffing 

 
   

Facilities   
  

Governance  
 

  

Quality & Outcomes     

Key Stakeholder 
Engagement 

 

   

Consumer 
Engagement 

 
  

 

Guideline review     

24



The recruitment to the Consumer Liaison role is a key achievement for this reporting 
period.  Establishment of this role will make secure our ongoing engagement with 
women and families and ensure we continue to take a partnership approach to our 
improvement work. 

The team working on the quality and outcomes workstream have developed a 
programme of work around regular case reviews and the communication to the 
service and stakeholders over the learning outcomes that flow from this work.  It 
recognises that challenging situations, consumer feedback and adverse events 
provide us with an opportunity to reflect, to learn and further develop practice.  
 
Good progress is being made with the development of clinical pathways to support 
safe “transfer of care” from LMCs to our secondary team.  Pathways for twins, 
diabetes and small babies are in draft and will be circulated for wider consultation.  
Work continues on the remaining three common presentations.  Once all pathways 
have been developed a communication work shop will be held in November with key 
stakeholders to ensure the pathways are well socialised.  An implementation plan will 
ensure that the new pathways are in place and operating from February 2017. 
 
 
3. RECOMMENDATION 

It is recommended: 
 
 that the report be received 
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4. PROGRESS UPDATE 

Work Programme Progress 
 
Recruitment to the Clinical Director position continues.  Formal interviews, with 
candidates giving three presentations, to Women’s Health Staff, Lead Maternity 
Carers and consumers took place on 30 September 2016. 
 
The Maternity Clinical Information System improvement work continues with a focus 
on improving data quality, supporting staff in consistent use of the system and 
utilising the improvements to the system through the periodic release of 
improvements to the system nationally.   
 
Our engagement with the Ministry of Health over our continued use of MCIS was 
formalised with a letter following the site visit from Ministry Staff last month. We 
have detailed the challenges MDHB is facing with its ongoing use of the system, and 
the resources required to address the system shortcomings.   We have sought 
Ministry recognition and reimbursement of these resources, along with the detail 
regarding their roadmap to full implementation of this national system.  At the time 
of writing we are awaiting a formal response from the Ministry of Health. 
 
The Work Programme Status Report (Appendix 1) provides an update for each 
initiative. 
 
 
4.1 Work Stream 1 - Safe Staffing 

The Safe Staffing workstream now has 36 initiatives, 22 have been completed, with 
the remaining 14 on track.   
 
Maternity Service - Gestational Diabetes Model of Care 
The maternity service proposes a model of care for Gestational Diabetes (diabetes 
that develops during pregnancy) that keeps the woman at the centre of care and 
supports involvement of the Lead Maternity Carer (LMC).  This proposed model of 
care would see strengthening of Gestational Diabetes Mellitus (GDM) management 
within the service providing education and support for the woman, her 
partner/support person, whanau, LMC and clinicians; building on the collaborative 
work undertaken over the last few months.  Benefits for the woman will include: 

• Improved coordination of the woman’s Antenatal Clinic (ANC) 
• A reduction in follow up hospital visits.  

 
The role of a midwife with specialist skills is central to this model.  This midwife will 
liaise with the woman and her LMC.  With coordinated care and appropriate 
oversight from the midwife there are opportunities to reduce the number of hospital 
attendances for women.  This will also be of benefit to the wider service reducing the 
volume of follow up medical appointments in the High Risk Clinic.   
 
Key components of the specialist midwife role are; education, coordination, liaison 
with the woman, LMC, Diabetes & Endocrinology Service and other secondary care 
providers. In addition the midwife can provide antenatal care for those women who 
do not have a LMC.  This role would also be a resource for other maternity staff. 
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There is an opportunity to align the work underway on the transfer of care for 
gestational diabetes with the development of this model for antenatal care. 
Importantly the proposed model of care is in keeping with the national clinical 
practice guideline “Screening, Diagnosis and Management of Gestational Diabetes in 
New Zealand, 2014”.  This work is on track for completion in November 2016. 
 
Transfer of Care 
Work continues to make progress with the next steps for implementing clinical 
pathways to support safe “transfer of care” from LMCs to our secondary team.  
Pathways are being developed for each of six common presentations that were 
identified. A plan for development and implementation has been developed, which 
recognises that this is a top priority for improving the safety of women and babies.  
Pathways for twins, diabetes and small babies are in draft and will be circulated for 
wider consultation.  Work continues on the remaining three common presentations.   
 
Once all pathways have been developed a communication work shop will be held in 
November with key stakeholders to ensure the pathways are well socialised. An 
implementation plan will ensure that the new pathways are in place and operating 
from February 2017. 
 
Associate Charge Midwives (ACM) Evaluation 
An electronic survey of hospital and community staff was undertaken in July to 
evaluate the effectiveness of the Associate Charge Midwife roles. There was an 
approximate 50% completion rate overall.  LMCs and core midwives (equal split) 
provided the majority of the feedback on the ACM roles 
 
The majority of the respondents were very satisfied or satisfied with the ACM role.   
No one was dissatisfied with the extended availability of the ACM position.  Staff were 
asked to comment on what worked well.  The key themes identified are: 

• There was an increased sense of being safe 
• There was an increased sense of improved quality of care 
• Morale lifted 

 
Staff were also asked to consider what they most valued.  The themes identified are: 

• The single point of contact for Unit overview, coordination and providing 
assistance  

• Clinical leadership (senior midwife on every shift) 
• Faster and improved responses to critical situations 
• Increased support to LMCs 

 
Staff have also identified areas where there are opportunities to improve.  These 
themes are: 

• Understaffing is still occurring on some shifts especially mornings 
(recruitment to a daytime swing shift position in delivery suite is underway) 

• The perception that there is a loss of senior midwives as colleagues 
• Consistency, as this is a new group and the need for some skill or education 

gaps was acknowledged 
• The ACM is missed when not on shift (as sometimes happens in times of 

sickness) 
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4.2 Work Stream 2 - Facilities 

The facilities workstream now has six initiatives, four have been completed, with the 
remaining two on track. 
 
Detailed planning has been undertaken to support the relocation of antenatal clinic 
functions to the second floor of maternity, adjacent to the maternity ward.  Two 
options for the use of space have been developed and staff and stakeholder feedback 
has been sought. 
 
Planning for the changed clinic arrangements will take place in October with the first 
antenatal clinics planned to take place on the second floor before the end of October 
2016. 
 
 
4.3 Work Stream 3 - Governance 

The Governance Workstream has six initiatives, five have been completed, with the 
remaining one initiative on track. 
 
There has been agreement to transfer the oversight and leadership of the district wide 
Maternity Quality and Safety Programme (MQSP) from Strategy, Planning and 
Performance to the MDHB Maternity Service.  The resources and staffing for the 
programme will be retained in full.  This programme of work will be overseen within 
our overall maternity clinical governance arrangements.  A transition plan is being 
developed to support the current maternity review steering group and working group 
moving to business as usual clinical governance arrangements for the future. 
 
 
4.4 Work stream 4 – Quality & Outcomes 

The Quality and Outcomes workstream has 17 initiatives, 12 have been completed, 
with the remaining five on track.  
 
Four Sessions - “Mastering Open Disclosure” have been organised for Maternity 
Services Staff and LMCs over 19 & 20 October 2016.  These sessions are provided by 
the Cognitive Institute. These workshops take a comprehensive approach to the 
difficult area of discussing adverse outcomes with patients. The workshops highlight 
the importance of recognising patient expectations when an adverse outcome occurs. 
They provide an overview of Open Disclosure and then progresses to providing a 
thorough grounding on the issues and the legal obligations and implications of these 
discussions. The workshop then focuses on the communication skills required to 
conduct these conversations. 
 
Twenty five Women’s Health staff have attended quality training.  Attendees are each 
developing a poster which highlights the quality initiative that they have identified, 
using the “Plan Do Study Act” cycle.  The posters will be displayed on the Quality 
Boards that have been placed in the Delivery Suite area for staff and consumers.   
 
The team working on the quality and outcomes workstream have developed a 
programme of work around regular case reviews and the communication to the 
service and stakeholders over the learning outcomes.  This work will be made 
available on a monthly basis and draw attention to 

• Maternity service monthly statistics and key performance indicators 

28



• Learning from case reviews 
• Learning from incidents 
• Learning from consumer feedback 
• Guidelines published (both reviewed and new) 
• Nationally published audits or reports 

 
This work recognises that challenging situations, consumer feedback and clinical 
incidents provide us with an opportunity to reflect, to learn and further develop 
practice.  
 
 
4.5 Work Stream 5 – Key Stakeholder Engagement 

The Key Stakeholder workstream has 22 initiatives, 20 have been completed, with 
two behind.  The two initiatives that are behind and the actions taken are as follows: 
 
Interface with Orthopaedic Service – review approach to hip checks 

• Recommendations to the steering group 
• Recommendations implements 

 
A further meeting with the Orthopaedic Service is scheduled for October to finalise 
the arrangements for hip checks.  Recommendations will go to the steering group 
with a plan for implementation by the end of October 2016. 
 
Regular meetings continue between services that have an interface with the Maternity 
Services.  Associate Charge Midwives have been allocated a service interface to 
support as part of their portfolios, as a means of strengthening relationships and 
collaboration as these meetings now become business as usual. 
  
The maternity public internet pages have been reviewed and updated with a focus on 
the women’s journey, information that may be needed by women, families and LMCs. 
In addition a section is being developed that looks at what fathers may need to know. 
 
 
4.6 Work Stream 6 – Consumer Engagement 

The Consumer Engagement workstream has seven initiatives; six have been 
completed, with one remaining on track.  
 
As previously reported, consumer feedback from the National Maternity Survey, 
monthly maternity survey and the consumer focus groups has been collated.  Using a 
matrix the feedback has been collated across the women’s journey, which looked at 
the following categories, Family/Whanau involvement, Communication, Information, 
Environment/facilities, Involvement in decisions, Transfer of care/coordination of 
care, Physical, Emotional and cultural support, LMCs, Visiting arrangements, and 
Breastfeeding.  This approach highlighted “opportunities for improvement”.    
 
A detailed plan for action to respond to these opportunities has been developed which 
aligns with initiatives within our current improvement work plan.  Identification of 
specific projects will be incorporated into business as usual quality and service 
improvement work. 
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The Consumer Liaison role has been advertised, with an appointment expected to be 
made in November 2016.  The position will be 16 hours weekly, working from our 
maternity service.   This is a key role to maintain the connection with women and 
families and ensure that our service continues to be responsive and to their needs and 
that we take a partnership approach with women to our improvement work. 
 
 
4.7 Work Stream 7 – Guideline Review 

The Guideline review workstream has 10 initiatives, seven have been completed, with 
three on track, and none are behind.  Excellent progress continues to be made with 
the review and development of guidelines. 
 

 
5. NEXT STEPS 

 
• Finalise the comprehensive risk plan for the project. 
• Implement the changes to our antenatal clinic arrangements 
• Recruit to the Consumer Liaison position 
• Finalise the clinical pathways to support safe “Transfer of Care” and undertake 

and report the audit 
 
 
 
 
 
Mike Grant 
General Manager 
Clinical Services & Transformation
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APPENDIX 1 
Maternity Service Review – Work Programme Status Report – 27.09.16 

 
  Planned 

date 
On 

Track 
Revised 

date 
Behind Completed 

Establish Working Group      

Identify working group members April 16    
✓ 

Develop working group Terms of Reference April 16    ✓ 
Obtain sign off TOR by the Maternity Service Review steering group May 16    ✓ 

Develop working group communication plan June 16    ✓ 
Obtain sign off on Communication plan by Maternity Service Review steering group June 16    ✓ 
Determine and establish work streams June 16    ✓ 
Schedule weekly meetings June 16    ✓ 
Place meeting minutes on MDHB internet June 16    ✓ 

Work stream 1- Safe Staffing      
Awareness and clarification of Registrar and SHO roles provided for each new junior 
medical staff run 

June 16    ✓ 

Undertake a stock take of current RMO Orientation June 16  Aug 16  ✓ 
RMO handbook to be reviewed and updated Oct 16    ✓ 
Identify gaps in the RMO handbook information and update. Oct 16    ✓ 
Implement new orientation programme and make available to all members Dec 16 ✓    
Do a stock take of all training requirements July 16    ✓ 
Confirm what training should be mandatory July 16    ✓ 
Develop a schedule of training and monitor July 16    ✓ 
Implement mandatory training requirement reporting system Aug 16 ✓ Oct 16   
Support for Charge Midwife April 16    ✓ 
Associate Charge Midwives appointed for after hours Feb 16    ✓ 
Evaluate the effectiveness of ACM roles six months from establishment Aug 16    ✓ 

o Develop survey monkey and circulate to staff July 16    ✓ 
o Collate survey monkey results  Aug 16    ✓ 

Develop ACM handbook 
o Include “How to broach difficult conversations” and provide examples 

Dec 16 ✓    
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

Develop a handbook for LMCs Dec 16 ✓    
Flex up and down staffing arrangements May 16    ✓ 
Develop robust process in partnership with the staff bureau to address staffing 
requirements  in response to clinical acuity +/- staffing shortages 

Sept 16 ✓    

ACM joining organisation wide bed meetings May 16    ✓ 
Transfer of care audit June 16 ✓ Nov 16   

o Develop audit tool June 16 ✓ Sept 16   
o Undertake audit July 16 ✓ Oct 16   
o Identify 6 common presentation for Transfer of Care Pathways Aug 16    ✓ 
o Identify clinicians, Maori and  consumers representatives to participate in 

the development of each pathway 
Sept 16 ✓    

o Pathways are developed for each presentation which clearly defines 
transfer of clinical responsibility 

Oct 16 ✓    

o Develop action plan in response to audit  findings Nov 16 ✓    
Socialise draft Transfer of Care Pathways for consultations,  feedback and finalisation Nov 16 ✓    
Develop a Model of Care for women with Gestational Diabetes Nov 16 ✓    
Fortnightly  meetings held with ACM and Charge Midwife May 16    ✓ 
Team Development day/s June 16    ✓ 
Nursing and Midwifery orientation manual to be reviewed and circulated for 
consultation  

June 16    ✓ 

Collate feedback from consultation and finalise revised manual-modular Aug 16    ✓ 

New LMCs will be partnered up with a “Buddy” Sept 16    ✓ 

Undertake an evaluation of  the Orientation manual and process  March 17 
✓    

Review “Model of Maternity Care” Report  May 16    ✓ 

o Feedback to steering group June 16  Aug 16  ✓ 

Work stream 2-Facilities      
Maternity work environment-confirm scope of work April 16  Aug 16  ✓ 
Walk through WSU/antenatal clinic space with maternity staff April 16    

✓ 
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

Develop detailed plan inclusive of antenatal clinic redesign/model of care May 16 ✓ Sept 16   
Undertake an antenatal consumer survey Sept 16    ✓ 
Undertake a staff antenatal clinic survey using “survey monkey” Sept 16    ✓ 
Undertake work July 16 ✓ Oct 16   

Work stream 3-Governance      
Develop MQSP framework for Maternity Services May 16    ✓ 
Present MQSP framework to steering group June 16    ✓ 
Undertake MQSP roadshow for staff Aug 16    ✓ 

Develop model for MDHB district wide MQSP framework and present to steering group Aug 16    ✓ 

Review TOR, including membership of  Women’s Health Service Improvement 
Committee 

May 16 ✓ Oct 16   

List of  all Maternity service meetings collated and review purpose June 16    ✓ 

Work stream 4 – Quality & Outcomes      
Collate themes from 6 RCA and communicate to clinicians and leadership in Maternity 
service 

April 16    
✓ 

Ensure action plans are updated to address any outstanding matters relating to the 
themes 

May  16    ✓ 

All action plans from 6 RCAs and any subsequent adverse events are fully implemented 
and a follow-up of effectiveness of recommendations is undertaken 

June 16    ✓ 

o Develop a corrective action plan to address RCA recommendations that have not 
been achieved 

July 16    ✓ 

A small number of senior clinical and management staff undertake 4 hour Quality 
Improvement training 

Sept 16    ✓ 

All clinical staff are to be provided with an opportunity to attend a short session on the 
PDSA process and principles of quality improvement 

Sept 16    ✓ 

Staff who are likely to be involved in open disclosure processes or complaint resolution 
will undertake Open Disclosure Training 

July 16 ✓ Dec 16   

A minimum of one staff member to undertake improvement Advisor training with Ko 
Awatea 

Nov 16 ✓    

MQSP Co-ordinator on working group March  
16 

 April 16  
✓ 

Ensure all ACMs are familiar with MDHB 5375 July 16    ✓ 
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

Case reviews Review Perinatal Mortality Review co-coordinator Sept 16    ✓ 
Instigate monthly Maternal Case Review meetings Sept 16    ✓ 
Develop a plan for socialisation and use of ISBAR March 17 ✓    
Develop an education package for colleagues, LMCs which look are a recommended 
time to do dating scans; 8-9 weeks. 

Dec 16 ✓    

Ensure that all ACMs are familiar with  MDHB 5375 July 16    ✓ 
Advise the ACMs at next meeting July 16    ✓ 
Further discussion regarding the use of Badgernet and the diabetes module is required 
to reach agreement on who is responsible for adding blood results into Badgernet 

o Take to next Interface meeting in September 

Sept 16 ✓    

Work stream 5 – Key Stakeholder Engagement      
Establish staff forums  as part of socialisation phase April 16    ✓ 
Internal staff forums held April 16    ✓ 
Develop Women’s Health Newsletter April 16    ✓ 
Establish meetings with services that have an interface with the Maternity 
Services/include LMC representative 

May 16    ✓ 

o Interface with Orthopaedic Service June 16    ✓ 
- Review approach to hip checks for congenital abnormality July 16    ✓ 
- Recommendations to the steering group   Oct 16 X  
- Recommendations implemented   Oct 16 X  

o Interface with Maternal Mental Health Service May 16    ✓ 
o Interface with Child Health Service June 16    ✓ 
o Interface with Anaesthetics/Operating Theatre June 16    ✓ 
o Interface with Diabetes Service June 16    ✓ 
o Interface with New Born Hearing Screening Service June 16    ✓ 
o Interface with Radiology Service July 16    ✓ 
o Interface with Emergency Department May 16    ✓ 

Review location and purpose of notice board in maternity May 16    ✓ 
Establish a “Suggestion” whiteboard and process to collate comments and feedback to 
staff 

May 16    ✓ 

Explore  Maternity service content on MDHB internet and update as required Sept 16    ✓ 
Facilitate use of shared net site and citrix Sept 16    ✓ 
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

Update list of key stakeholders May 16    ✓ 
o Identify levels of access to MDHB documents/sites by function 
o  

July 16    ✓ 

Ensure that Maternity staff who identified work stream activity as an outcome from the 
Team Building days are supported to participate 

Aug 16    ✓ 

Work stream 6 – Consumer Engagement      
Have initial meeting to determine work stream priorities May 16    ✓ 
Establish consumer focus groups to support socialisation of review and findings; 

o Pahiatua; PN (Milson), Horowhenua, Dannevirke  
June 16    ✓ 

Hold consumer focus group with Maori women June 16    ✓ 
Review current maternity consumer survey to ensure it meets consumers requirements June 16 ✓ Sept 16   
Collate themes from consumer feedback inclusive of the monthly maternity survey 
results 

June 16  July 16  ✓ 

Complete a proposal for a Consumer Liaison role for Maternity services Aug 16    ✓ 
Review feedback mechanisms as  part of consumer feedback Aug 16    ✓ 

Work stream 7 – Guideline Review      
Undertake a stock take of all  Maternity service guidelines and policies, Including 
RWHS documents  

May 16    ✓ 

Second Amanda Rouse MQSP Coordinator for additional hours to undertake this work June 16    ✓ 
Review guidelines and where documents can be combined or it is agreed they are no 
longer required reduce the number of documents 

Sept 16    ✓ 

Amalgamate “Traffic”, (admission and discharge guidelines as a priority) Aug 16    ✓ 
Ensure that the request for a “Partogram” is included in the reviewed “Traffic” 
guideline. 

Aug 16    ✓ 

o Develop an “Partogram” audit tool Nov 16    ✓ 
o Undertake and complete “Partogram” audit by end of Dec 16 Dec 16 ✓    

Review;  “Observation of Mother and Baby in the Immediate Post-Natal Period” Clinical 
guideline, link with National Guideline 

Aug 16    ✓ 

Socialise national guidelines “Observations-mother-baby-immediate-postnatal-period” Dec 16 ✓    
Socialise fetal loss guidelines Dec 16 ✓    
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TO Quality & Excellence Advisory 
Committee 
 

 

FROM Mike Grant 
 
General Manager  
Clinical Services and 
Transformation 
 

DATE  30 September 2016   MEMORANDUM 
SUBJECT MCH Operations Report – August 2016 

 

1. PURPOSE 

This report is for the Quality & Excellence Advisory Committee’s (Q&EAC) 
information and discussion.  It provides information about MidCentral Health’s 
(MCH) performance for August 2016 and updates the progress made against  
delivering on our priorities and targets as set out in the 2016/17 Annual Plan.  The 
financial analysis is conveyed in Appendix 1. 

2. SUMMARY 

A new format has been developed to present this operational report, to better align 
with the four strategic imperatives that are the fundamental focus for MidCentral 
Health and with an overarching emphasis on quality.     
 

  STRATEGIC IMPERATIVES 

Priorities Quality By 
Design 

Equity of 
Outcomes 

Connect & 
Transform 

Partner with 
people and 

whanau 

Health Targets   
 

 
Integration     

 

Quality 
Improvement 

  
  

Service Development  
  

 

 
While it is acknowledged our priorities cross over more than one of the strategic 
imperatives, this report focuses on the primary alignment. 
 
The ‘business as usual’ components are attached as appendices.  The detailed 
information relating to elective health targets, ESPI 2 and 5 data and non-ESPI 
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waiting lists, as previously provided, are now available on the public MCH internet.  
The following link will take you to the site - 
http://www.midcentraldhb.govt.nz/HealthServices/Pages/Elective.aspx 
 
We welcome feedback and discussion on the changes to this report. 
 
Quality by Design 
Focussed projects on service improvement continue across MidCentral Health.  The 
Ambulatory Care project has now been completed, with improvements to patient 
flow and an enhanced environment for both patients and staff.   The regional 
telestroke pilot continues with favourable feedback from patients and families who 
report a positive experience.  The Renal service review has been completed with an 
implementation plan for the recommendations being developed.  Regional Urology 
progresses with formalised project management not in place.   
 
MCH is involved with the Hepatitis C pilot programme and also the national bowel 
screening programme, however this latter work will not actively include MCH until 
2018.   
 
Results for Quality and Safety Markers for the period May to June 2016 inclusive 
have just been received.  Targets have been achieved in all areas.  Hand hygiene (81 
per cent, which is 1 per cent over target), falls assessment and care planning at 90 
and 100 per cent respectively, and surgical site infection all within 1 per cent of 
target.   
 
Equity of Outcomes 
The August planned Elective Initiative target was exceeded by 24.4 CWDs for the 
month.  Against the elective initiative discharges target for August, MCH was behind 
by just 9 discharges but remain ahead of the discharge target year to date by 61 
discharges 
 
Focussed work continues on achieving ESPI targets.  MCH had a red status in ESPI 2 
with 32 patients waiting greater than four months.  Services impacting this result are 
primarily Respiratory and Urology, with Urology having a total of 25 patients waiting 
greater 4 months.  All patients are booked but have exceeded the 4 month target. 
 
MCH has exceeded the Health Target delivery for the first two months of the first 
quarter by 151 discharges. 
 
Connect & Transform 
The first diagnostic session at the Whanganui Breast Imaging occurred at the end of 
August.  Women no longer have to make the journey to Palmerston North to have 
mammograms, ultrasound or biopsies if needed as these will be offered on a weekly 
basis in Wanganui.  This has been an excellent collaboration between MidCentral 
and Whanganui DHBs and will impact positively on faster cancer treatment 
timeframes in the region, as well as improving the patient experience. 
 
There is a commitment to continue the orthopaedic hip and knee assessment clinic 
based in the community. Further outreach clinics in Tararua, Feilding and 
Horowhenua are planned for the future.   
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Partner with people and whanau 
Consumer co design is progressing with the attendance of a consumer at a recent  
Senior Management Team (SMT) meeting.  The consumer shared with us her 
experiences as a mother and those of her teenage daughter “Abby” who, over the past 
18 months, has been a regular user of a wide range of services both within the 
hospital and primary care setting.  
 
Organisation Activity 
August 2016 continued the busy winter trend at MCH.  While Emergency 
Department (ED) presentations for August were lower than July, the 3,699 were 
higher than the 2015/16 monthly average by 50 presentations or 1 per cent.  The 
daily average is 119 presentations.  This continued high presentation rate results in 
admittance pressure throughout the hospital.  Cost Weighted Discharges (CWDs) 
were over plan by 45, with acute activity remaining high.  First Specialist Assessment 
(FSA) volumes were slightly behind plan by 16 for the month, however Follow Up 
(FU) appointments were high at 305 ahead of plan.   
 
The aging population, frailty and the need to maintain high patient safety is resulting 
in constant pressure for one-on-one care and increasing the average length of stay  
The overall financial contribution for August was an unfavourable $994k to budget.  
Revenue was unfavourable this month by $106k, largely due to lower than plan 
volumes for Breast Screening, Pharmacy, Cancer Treatment and ACC resulting in 
lower revenue.    
 
Personnel costs, inclusive of outsourced personnel, continue to be high at $721k 
unfavourable and make up 81 per cent of the overall $888k unfavourable 
expenditure.  Management of RMO’s relating to vacancies, recruitment, cross cover, 
overtime and use of locums will have a continuing focus. RMO vacancies are affecting 
ED and September could see high locum use. 
 
Clinical supplies and associated outsourced services are over budget by $134k or 15 
per cent, reflecting the high activity and also the high acuity of patients.  A number of 
high cost patients in the hospital over August, utilising increased blood products and 
antibiotics, have driven costs of approximately $113k.   
 

3.  RECOMMENDATION 

It is recommended 
 
 that this report be received 
 
 
 
 
 
 

38



4. STRATEGIC IMPERATIVES 

 
 
A new format has been developed to present this operational report, to better align 
with the four strategic imperatives that have become a fundamental focus for 
MidCentral Health.  It is acknowledged that excellence forms the foundation for all 
our services, however the overarching framework will: 

• achieve equity of outcomes across communities 
• partner with people and whanau to support health and wellbeing  
• achieve quality and excellence by design 
• connect and transform primary, community and specialist care 

 
 
4.1 Achieve Quality and Excellence by Design 
 
 
This section informs Q&EAC on approaches that MCH is undertaking for ongoing 
quality improvement, progress to a culture of excellence and driving service 
improvement through innovative solutions.   
 
It includes improving quality, safety and experience of care updates 
 
4.1.1 Regional Urology 
Formalised project management is now in place to progress the Regional Urology 
service between Whanganui and MCH DHBs.  Central Technical Advisory Services 
(TAS) has been asked to facilitate the models of care work.  A project board has been 
established.   
 
4.1.2 Ambulatory Care Facility Review 
The Ambulatory Care facility review project has been completed.  Changes within the 
department resulting from this project are already seeing an improvement in patient 
flow, and an enhanced environment for both patients and staff. 
 
Alterations to the original configuration include: 
• Relocation of non-clinical functions outside the department to make space for an 

increased number of clinical rooms. 
• Establishment of a diagnostic outpatient department for the Cardiology service 

located in the old Clinical Coders and Mammography area.  This sees four new 
outpatient clinics, two echocardiography suites, and dedicated rooms for exercise 
tolerance testing and ambulatory monitoring as well as pacemaker follow- up. The 
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re-location of cardiology has resulted in space being freed up in the wider 
Ambulatory Care area. 

• The Orthopaedic department has been re-furbished to improve patient flow, 
privacy and the staff’s physical work environment. 

• The Clinical Coders and Occupational Therapy departments have been co-located 
in Star into newly re-furbished surroundings. 

• The Urology suite has been upgraded and the Pre-Admission department has a 
purpose built area for the management of note prepping and administrative 
functions.  This area is private and supports patient and staff confidentiality. 

• The overall Ambulatory Care department has been re-painted and the 
environment is fresh and welcoming. 
 

Due to a number of unforeseen issues, the project has come in approximately six 
months over completion time.  A full summary of the final financial position is 
currently being completed. 
 
There continues to be a focus on reviewing systems and processes to better manage 
patient flow through the various specialities within the Ambulatory Care facility. This 
work includes reviewing scheduling, staffing, patient prioritisation and non clinical 
management.  
 
Progress has been made in Transitory Care Unit with a review of the existing booking 
system, overall utilisation of the area and access by individual services and utilisation 
of the area in the event of cancellations. This will enhance service delivery and ensure 
that demand is balanced with capacity. 
 
4.1.3 Renal Service Review 
The renal service review has been completed and a small project team has been 
established to develop an implementation plan for the recommendations from the 
project. These include: 
 
• Better early detection and management in community setting - this includes the 

role of pre-dialysis nurse, and the ongoing development of the primary – 
secondary interface. 

• Increase the rate of kidney transplant – these have the best health outcomes. This 
work will be supported by a national approach to increasing transplant. 

• Increase the number of patients using home dialysis where appropriate – this 
work will be driven by the specialist renal teams working alongside patients and 
utilising a “patient expert” to support patient new to home dialysis. There will be 
an increased focus on peritoneal dialysis as a renal replacement option. 

• Review incentre capability, and relive pressure through the establishment of 3 
dialysis chairs at Horowhenua Health Centre. 

 
The group has prioritised two key recommendations and focus on these initially. 
They are the pre-dialysis management of renal patients and the establishment of 
three renal dialysis stations at Horowhenua Hospital with Star 4. These project team 
meetings commenced 15 September 2016. 
 
4.1.4 Regional Telestroke Pilot 
The Regional Telestroke Pilot commenced 3 June 2016. Capital and Coast as the hub 
of the pilot provide clinical support and advice regarding suitability for thrombolysis 
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for patients who have suffered a stroke – the patient assessment and treatment 
decision are support by tele-networking based in the Emergency department. 
 
Case review and any technical or guideline implementation aspects of the Telestroke 
are discussed locally following each case and further case review and discussion 
occurs monthly via teleconference by health professionals involved between 
Wellington hub and all the spoke DHBs.  
 
Written evaluation is collected from patients, relatives and health professionals and 
is collated by the project lead based at Capital and Coast. The pilot is due for 
completion in November 2016.  
 
Overall, favourable feedback about the Telestroke pilot has been received from 
patients and families who report a positive experience. 
 
4.1.5 Child and Adolescent Oral Health  
Titanium Project – Implementation Phase 
The project is in the final phase prior to go-live and numerous work streams are 
converging so it’s a very busy period.  Clinical staff are currently being trained by 
their ‘Super User’ colleagues.  Generally, uptake and engagement with training has 
been good across the Therapists and Assistants.  Prior to the go-live day, the Service 
will come together for a readiness preparation session across two days where new 
processes, demonstrations and Q&A’s will ensure staff are ready to work with the 
system from day one. 
 
The next two weeks involves retesting of User Acceptance Testing issues (no major 
issues here), validating data migration from the patient information management 
systems, Homer and CHIPS, and configuring the production environment.  The 
Titanium team are confident we are in good shape from a system perspective and 
that our people are picking up the system well. 
Arrears 
Arrears are 4,901 for August 2016.  A management plan is in place to address arrears 
and is issued to staff each month to track progress and encourage feedback.  Risk 
criteria are being developed as part of the implementation of Titanium to assist staff 
to set variable recall for children so those children in greatest need can be prioritised 
to be seen. 
 
4.1.6 Hepatitis C 
In 2012 the Ministry of Health (MoH) began a pilot programme which was run by the 
Hepatitis Foundation in the lower North Island DHB catchment area.  This 
programme was mainly focused on: 

• Increasing community awareness of Hepatitis C 
• Improving access to/uptake of Hepatitis C testing, assessment and treatment 
• Improving health outcomes of people living with Hepatitis C 

A review of the pilot findings in 2014 resulted in the MoH looking at service 
provision nationally with a focus on targeted detection, management and follow-up 
services in primary and secondary care across the regions. 
Sarah Duncan from the Ministry of Health has been appointed as the Project 
Manager for our region which covers six DHB’s (Capital & Coast, Hutt Valley, 
Wairarapa, MidCentral Health, Whanganui and Hawkes Bay) and is working with 
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the support of Compass Health, Wellington.  As part of the pilot the following was 
developed: 

• A HealthCare pathway to inform GP practices and other users on how to 
identify the ‘at risk’ groups, use targeted testing to diagnose people with 
chronic Hepatitis C and either refer them into the specialized service or, if 
they refuse, manage them in a primary care setting. 

• The pathway has now been reviewed and updated and provides information 
for the development of a Map of Medicine Pathway for use in the Northern 
sub-region. 

Clinical staff representatives from MCH have had a meeting with the Pathway 
Facilitator for this DHB.  The flow chart and pathway for the Map of Medicine was 
presented and now requires feedback from MCH the clinicians.     
 
4.1.7 National Bowel Screening Programme 
The national programme for bowel screening every two years to eligible people aged 
60 to 74 years continues to make good progress.  The roll-out will begin with Hutt 
Valley and Wairarapa District Health Boards (DHBs) in 2017, with other DHBs 
following in stages.  MDHB is in the third ‘tranche’ for implementation with a 
tentatively scheduled start date of 2018.  Bowel screening will continue to be offered 
to eligible people at Waitemata DHB, which will transition from the pilot to the 
national bowel screening model in due course. 
 
Alongside this work a national coordination centre will be established by 2018 to 
manage and send screening invitations and coordinate the processing, analysis and 
management of completed bowel screening test results.  DHBs will be responsible for 
delivering colonoscopies, overseen by four regional bowel screening centres that 
would support clinical leadership, ensure patients have been notified of results, and 
manage quality and equity in their area.  The Central Cancer Network is leading 
discussions on the roll out regionally, including planning around the regional 
coordination centre.  
A planning meeting for the central region DHB’s, occurred in Wellington on the 20th 
September covering the lessons learned through the Waitemata pilot and provided in 
depth understanding on the logistical and IT processes that underpin the 
programme.  There remain a number of steps for DHB’s to complete prior to 
implementation including the submission of a business case to the Ministry of Health 
regarding the expected investment needed to deliver screening once the programme 
goes live. 
 
The chart below shows the overall expected demand on colonoscopy services 
following the introduction of the bowel screening programme in the MDHB region.  
The data analysis is based on the pilot programme and actual data provided by 
MDHB. 
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4.1.8 Child Protection Alert System Review 
As part of the National Family Violence Intervention Programme all DHBs are 
required to have a Child Protection Alert System (CPAS) in place. This system was 
implemented by us in 2014 with the first external review being undertaken in August 
2016. The CPAS is a multidisciplinary group lead by a paediatrician in our Child 
Health Service. The team review reports of concern submitted by health 
professionals from within DHB services, to determine if there is risk of harm to the 
child or children and then place an alert on the National Medical Warning System 
that can be accessed by other DHBs. 
 
The reviewers were very positive about the work being done in our DHB and were 
very appreciative of the support from the multidisciplinary team they met with. 
There were two recommendations; one relating to the need for a second 
paediatrician when the lead is away and the second relating to expanding the scope 
for open cases without requiring a second report of concern. 
 
4.1.9 ACC Partnership Plan Audit 
We have had tertiary status with the ACC Partnership Plan for several years and are 
required to undergo annual external audit to ensure the organisation meets the 
requirement of the Accident Compensation Act and Health and Safety at Work Act 
(2015), as well as having robust reporting, review and monitoring processes in place, 
along with strong staff support.  The benefits of holding this status result in more 
efficient and effective support for our staff particularly in rehabilitation and return to 
work programmes, in addition it has resulted in savings against ACC levies of 
approximately $600k per annum in previous years however with the recent 
reduction in levies the exact savings are currently be reviewed. 
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An audit covering all aspects of our health and safety systems relating to workplace 
injury and work related health, took place over three days in mid-August.  Feedback 
from the auditor was positive and he indicated staff were helpful and positive with 
regard to our health and safety system. He also noted the work that had been 
progressed in relation to the legislative changes. 
 
The auditor recommended to ACC that we retain tertiary status within the 
Partnership Programme. 
 
We have received a number of recommendations generally related to strengthening 
our systems and closing the loop with regard to reporting and evaluation of changes 
made. A number of process and administration changes have already been 
implemented. All recommendations have an agreed owner and work will progress to 
implement these in advance of the next audit in August 2017. 
 
The recommendations and progress against them will be reported to FRAC in 
January 2017 given that the report was only received on 22 August therefore allowing 
minimal time for progress between then and the time of this report. 
 
4.1.10 National Serious Adverse Event Report 
The Health Quality and Safety Commission have indicated that this report will now 
not be released on 19 October and will now be released on 10 November. 
 
4.1.11 Clinical Governance Audit   
In April 2016 an audit was undertaken of our Clinical Governance Framework as part 
of our Central Technical Advisory Service (CTAS) led Internal Audit Programme. The 
report was finalised recently and reported to FRAC on 4 October 2016. Below is an 
excerpt from that report which summarises the findings and recommendations. The 
development of an approach to this work is well progressed with a steering group 
being established. A progress report will be provided to FRAC in March 2017. 
 
Summary of Recommendations for Improvement 
Four key themes which illustrate challenges and opportunities for implementation 
of clinical governance were identified during the review. Each theme has a set of 
recommendations designed to strengthen structures, systems, and improve patient 
safety and quality. 
 
Clinical Governance and Leadership 
Clinical governance requires an organisation-wide framework that describes the 
structure and processes used (functions to occur) to achieve quality of care and 
patient safety, there is a need for a single clearly defined clinical governance 
framework to be documented, and should be a MCDHB wide clinically lead activity 
completed under the oversight and direction of the Clinical Leadership Council 
and Board. This framework should simplify the current structure, providing clarity 
on the lines of responsibilities and accountabilities that exist, identifying the 
required information flows to occur to allow effective oversight to be fulfilled. 
 
The Clinical Board will then need to foster relationships and ensure the clinical 
governance framework is integrated into all aspects of clinical practise to avoid 
duplication of activities. Further development  to strengthen processes and 
systems within MCH includes: 
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• Define delegated authorities/responsibilities of Clinical Board members and 
their accountabilities for clinical governance and reporting of issues and 
outcomes to the Chief Executive Officer, 

• Review clinical committee structures, approaches and responsibilities to 
ensure alignment with the clinical governance framework, including clear 
reporting links and tabling of committee minutes to the Clinical Board, 

• Standardise meeting templates and processes for all committee agendas and 
minutes and communicate availability of committee minutes to staff and 
services, 

• Development and implementation of a Clinical Board work programme 
designed to achieve  the key responsibilities of clinical governance and 
assigned Clinical Board member accountability for agreed work 
priorities/activities, 

• Development of a schedule and mechanism to formally evaluate the 
effectiveness of the Clinical Board and its associated MCH service 
committees. 

 
There is a need for the district-wide DHB clinical governance system and 
processes to become more closely integrated. This could be achieved through 
implementing a process to link up Clinical Board, Clinical Leadership Council 
and PHO agendas and meeting outcomes. 

 
Board, Clinicians and Management have an influential role in profiling the 
visibility of clinical governance across the organisation. A summary of the roles 
of Boards under the Australian Commission on Safety and Quality in Health Care 
National Safety and Quality Health Service Standard 1: Governance for Safety 
and Quality in Health Service Organisations can be seen in Appendix 4. 

 
A culture of open communication and sharing of ideas could be accompanied by 
a slogan, e.g. “raise your hand”, associated with clear messaging of the 
organisations’ commitment to creating an open and transparent culture in which 
staff are enabled to raise issues along with raising local ideas for improvement.  
This may be achieved through the: 

• Development and implementation of a campaign to raise awareness for the 
patient safety and clinical quality improvement programme, 

• Implementation of a formal executive walk-around programme to further 
demonstrate the priority of patient safety. Consideration be given to the 
range of clinical and non-clinical staff in the walk-arounds. The executive 
walk-arounds could also include board members. Medical staff do not tend 
to be geographically fixed in the organisation, and an executive walk-around 
for medical staff may require an alternate plan. 

• A formal reward and recognition programme be established for local quality 
improvement projects, this may take the form of a ‘pitch’ in which they 
present their idea in a public forum and receive resources to implement the 
project. 
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Integration of quality improvement and risk management systems 
Building cohesive and integrated programmes of work that enables the 
organisations’ strategic priorities to be realised will be a priority for the Patient 
Safety and Quality Directorate and Clinical Board.  This includes: 

• Development and implementation of an organisational quality 
improvement plan that is aligned to strategic priorities and underpins 
service level quality improvement plans, 

• Development of quantitative measures for outcomes of care to measure 
clinical effectiveness across the continuum of care, 

• Expedite the implementation of the planned organisational clinical audit 
programme, and 

• Review the development and management of policy documents to ensure 
policy development (writing) and review processes are not overly complex, 
support best practice standards and aligned to the clinical governance 
framework. 

 
Incident and complaint management system ensures patient safety and clinical 
risk is recognised, reported and analysed, and this information is used to 
improve the organisations’ safety systems. System and process improvements 
includes: 

• Review and revise the incident management policy to ensure: 

a) the role of the CEO, as accountable officer is made explicit in 
incident and risk management policy, 

b) consistency of reporting timeframes and terminology, and 

c) current processes for notification and escalation are included. 

• Strengthening processes for 

a) closing off incident investigations, 

b) formally communicating findings and recommendations 
(outcomes) of incident investigations to staff and services in which 
the incident occurred, and 

c) incorporating identified recommendations into the organisations’ 
quality improvement programme. , 

• Establish a process to aggregate and analyse findings, contributing factors 
and root causes of adverse events to inform lessons learnt, 

• Integrate recommendations from consumer feedback into the 
organisations’ quality improvement programme 

 
Patient Safety and Clinical Practice 
Care provided by the clinical workforce is guided by current best practice. Areas for 
improvement include: 

• The planned implementation of bedside handover and dissolution of 
handover checklists in all clinical wards and units should be expedited, 

• Implement recommendations from the previous service audit to address the 
recognition and management of the deteriorating patient, 
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• The medication safety working group membership be extended to resident 
medical officers, 

• The minutes of the medication safety working group be tabled at the Clinical 
Board, 

• The medication safety plan includes mechanism to identify high-risk 
medicines in the organisation and ensuring they are stored, prescribed, 
dispensed and administered safely, 

• Develop a plan for the communication and wide dissemination of the 
medication safety programme, and 

• Develop a proforma for the collection of information and actions arising 
from mortality and morbidity (M&M) meetings. Establish a mechanism 
whereby M&M meetings provide a report to the Director of Medical Services 
on a quarterly basis. 

 
Building organisation sharing and learning culture 
Joining up systems to achieve a whole of systems approach and create a learning 
culture through sharing learnings from adverse events, mortality reviews, patient 
experiences and service failures/inefficiency. Establishing mechanisms to develop 
a learning organisation includes: 

• Communicating good news stories and show-case service improvements 
and quality initiatives across the organisation at scheduled times, 

• Commence governance committee meetings with a patient and / or family 
story or experience, 

• Widely disseminating lessons learnt arising from incident and risk 
investigations and review findings from service system, and 

• Clinical (medical) audit programmes are linked, and findings shared with 
services. 

 
4.1.12 Quality and Safety Marker Results 
Results for Quality and Safety Markers for the period May to June 2016 inclusive 
have just been received. 
 
Hand hygiene results demonstrate a significant improvement achieving 81 per cent 
in this period compared to 75 per cent in the two previous periods. The ongoing work 
of the Hand Hygiene Taskforce has played a part in influencing this improvement by 
supporting local area leadership and ownership with improved reporting of results 
on a monthly basis to each area. This reporting is followed up by offers of support to 
areas who continue to struggle to meet the required target of 80 per cent compliance 
with the 5 moments for hand hygiene. 
 
The results for the percentage of older people given a falls risk assessment and 
individualized care planning, continue to be very positive. Falls risk assessments 
were reported at 90 per cent which meets the target and the percentage of patients 
identified as at risk of falling who are given an individualized care plan is at 100 per 
cent. These are excellent results and demonstrate the continuing focus of the Falls 
Injury Prevention Group and the work of our nursing staff across the organization. 
 
The surgical Site infection results also continue to be very positive as follows: 
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Marker 1.      Antibiotic given within the hour before surgeon’s knife touches 
  skin with a target of 100 per cent and our achievement being 98 
  per cent. 
Marker 2.      That the right antibiotic is given in the right dose with a target of 
  95 per cent and our achievement being 96 per cent. 
Marker 3.      Appropriate skin antiseptic is used with a target of 100 per cent 
  and our achievement being 99 per cent. 

 
The Health Quality and Safety Commission (HQSC) have indicated this third marker 
will no longer be reported against in 2016/17. 
 
Results for the new surgical safety marker will not be reported against by HQSC until 
approximately December 2016 when all first quarter results are due.  The definition 
of the new marker is: 
 

All three parts (sign in, time out and sign out) of the surgical safety checklist 
are used in 100 per cent of surgical procedures, with the levels of team 
engagement with the checklist at 5 or above, as measured by the 7 point 
Likert scale 95 per cent of the time. 

 
Auditing and submission of data for this new marker commenced in July 2016. 
 
 
 
4.2 Achieve Equity of Outcomes Across Communities  
 
 
The focus for MidCentral Health to achieving equity of outcomes remains on 
progressing our health targets (faster cancer treatment, shorter stays in the 
Emergency Department and improved access to elective surgery).  This will be 
achieved through strong health equity leadership, understanding health equity, a 
commitment to equitable health service provision, workforce composition and 
capability and partnerships to challenge inequity.   
 
4.2.1 Performance Measures  
 
Table 1 Summary of our performance measures – August 2016 and Year to Date 

Report Jul Aug  YTD 
Faster Cancer Treatment X   X 
Shorter Stays in the Emergency Department  X X  X 
Elective Initiative plan CWD     
 Discharges     
ESPI 2: Patients waiting longer than four months for their FSA  X   
ESPI 5: Patients given a commitment to treatment but not treated within four months     
 
Detailed information regarding our delivery on our priorities and health targets is 
given below. 
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4.2.2 Progressing our Health Targets and Priorities  
4.2.2.1 Faster Cancer Treatment 
 
Graph 1 Faster Cancer Treatment – August 2016 

 
 
Table 2 MidCentral Domicile Patients 

 Aug  YTD 
Number of Patients treated within 62 days 23  34 
Number of Patients identified with high suspicion of cancer 24  39 
Percentage treated within time frame 95.8  87.2 

 
A pleasing result this month.   Ongoing monitoring is in place to track progress 
overall.   
 
4.2.2.2 Shorter Stays in Emergency Department (ED)  
Target:  Ninety five per cent of patients will be admitted, discharged, or transferred 
from ED within six hours. 
 
The Shorter Stays in the Emergency Department target was not achieved in August 
(90.9 per cent).  The number of ED presentations and admissions continue at a high 
level.   
 
Table 3 Percentage of Patients Discharged or Transferred within Six Hours 

 August  Total 16/17 
Presentations admitted discharged transferred within six hours 3,363  6,729 
Presentations 3,699  7,416 
Percentage  treated within timeframe 90.9  90.7 
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Graph 2 Emergency Department (ED) Patients Discharged or Transferred within 
Six Hours – August 2016 

 
 

The daily presentation average was 119 for August, with variations daily between 82 
and 140.  In 2015/16 the annual daily average was 120, an increase of 9 since 
2014/15.  To date, the daily average continues at 120 for 2016/17.  
 
There were 1,134 (30.7 per cent) patients admitted in August 2016 compared to 1,246 
(30.9 per cent) in August 2015.   
 
The daily admission rate was 37 patients with variations between 17 and 47 in 
August.  The daily admission average for 2015/16 was 36.  In 2016/17 the daily 
admission average is 38. 

Seasonal Plan – Winter Phase 
The winter phase of the Seasonal Plan was activated at the beginning of winter.  The 
success of the plan is currently under consideration with a view to improve the 
strategies for next year.  For example: 

• Similar to the initiative activated for the winter of 2015, MCH sent out 
Winter Warrant of Fitness letters to patients who had previously been 
admitted with congestive obstructive pulmonary disease (COPD) and 
congestive heart failure (CHF).  For this winter, the PHO also sent out 
similar letters which lead to a duplication of effort.  Analysis of the success of 
this initiative is unclear.  Further discussion between the PHO and MCH is 
required to maximise the benefit of this strategy.  

• Key services had been working with ED to develop an Escalation Plan to 
assist the department when the service is in overload.  Due to a number of 
reasons, for example, the resignation of senior medical staff and discussions 
around patient pathways, the work on this plan has not progressed to a level 
that has had a productive outcome.  Whilst a hospital escalation plan is not 
solely dependent upon ED, both plans need to work together to ensure a 
positive result.    

• Six to eight weeks prior to the activation of the winter section of the Seasonal 
Plan, Staff Bureau embarked on a drive to employ sufficient staff to meet the 
requirements to enable the opening of five beds on Ward 25 and the four 
additional beds on MAPU.  In addition, staff were appointed on flexible 
hours to support opening additional beds on two of the surgical wards, when 
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they might be required.  Including a cohort of newly qualified nurses into the 
Nurse Entry to Practice (NETP) programme placed into wards through the 
Bureau, an additional 18 nurses were brought in to the organisation.  
However, due to high sickness levels, parental leave and resignations almost 
all of the newly appointed nurses have been absorbed into short term 
contracts on the wards, outside of the requirements for winter planning. 
 

Meeting the 95 per cent key target for the Shorter Stay in the Emergency Department 
has continued to be problematic.  In addition to the variable success of the winter 
plan, the discharging of patients from the medical wards has not been as successful 
as in the winter of 2015.  This reduction in patient flow has, as in previous years, had 
the consequence of causing delays in the Emergency Department.   
 
The management of patient queues and patient flow throughout the hospital 
continue to be key action areas.   
 
Work completed on ED data has demonstrated that if patient queues are allowed to 
form at the beginning of the day it is not possible to resolve the problem until the 
start of the following day.  Resolution of this problem will require a change in 
medical staffing.   
 
A business case is being formulated to address the management, assessment and 
flow of patients through the waiting area and the ‘minor works’ area of ED.  This is a 
medium to long term project. This will assist ED to better manage the 70 per cent of 
patients who are managed solely by the service and are discharged home.As 
previously reported the Clinical Director for Medical Services and Elder Health, 
Rehabilitation and Therapy Services Dr Mark Beale, finished on 31 August 2016 to 
move to Australia and pursue an Infectious Diseases position. Dr Anthony Gear a 
long standing Rheumatologist also retired at the end of August. The service has also 
received resignations from Dr Rudyard Yap, General Medicine/Infectious Disease 
physician who leaves at the end of September to take up a post in Australia and Dr 
Merinda Beale, Rheumatologist who finishes in December 2016 to join Dr Mark 
Beale in Australia.  
 
Locum support is in place and recruitment is in progress to fill these vacancies.  
 
Dr Phillip Pybus one of our full time General Medicine Physicians has taken up the 
role of acting medical head for General Medicine to continue to support patient flow, 
the supervision of the morning handover meeting, leading the daily bed meetings 
and joining the long stay patient working group. 
 
Dr Greig Russell is working alongside Dr Philip Pybus and linking in with the patient 
flow meetings. Supportlinks now attend the daily board meetings to provide support 
for those patients who are clinically fit for discharge but have non-clinical issues 
which are delaying their leaving hospital for example placement challenges, family 
concerns, legal disputes or delays. 
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4.2.2.3 Improved Access to Elective Surgery  
 
The following link will take you to elective health target definitions, individual service 
ESPI 2 and 5 data and Non-ESPI waiting lists.  
http://www.midcentraldhb.govt.nz/HealthServices/Pages/Elective.aspx   
 
The Health Target for August 2016/17 along with the Elective Initiative delivery 
reports are presented below.   
 
Table 4 Elective Health Target (excludes dental and cardiology) – August 2016  
 

 Aug 2016 Year to Date Annual 
Target 

Numerator (actual) 731 1,507 

7,877 Denominator (plan) 694 1,356 
Variance 37 151 
Percentage 105.3% 111.1% 
 
MCH has exceeded the Health Target delivery for the first two months of the first 
quarter by 151 discharges. 
 

Table 5 Elective Initiative Discharges August 2016/17 

CWD August YTD  Discharges August YTD 
Actual 835.9 1,677.7  Actual 720 1,484 
Plan 811.5 1,586.1  Plan 729 1,423 
Variance +24.4 91.6  Variance -9 +61 
Percentage 103.0 105.7   98.7% 104.2% 

 
The August planned Elective Initiative target was exceeded by 24.4 CWDs for the 
month.  Against the elective initiative discharges target for August, MCH was behind 
by just 9 discharges but remain ahead of the discharge target year to date by 61 
discharges 
 
This is the first time in five years that MCH has exceeded the Elective Initiative 
Targets in the first two months of the financial year.   This positive result will put 
MCH in a good position to address any potential reduced throughput over the 
September school holidays and some speciality annual conferences in October.    
 
MCH Elective Services Patient Flow Indicators (ESPIs) 
The criteria of zero patients waiting greater than four months is in place for both 
ESPI 2 and ESPI 5. 
 
ESPI 2 Patients Waiting Greater than Four Months for First Specialist 

Assessment (FSA)  
As at the end of August 2016, MCH had a total of 4,636 patients on the FSA waiting 
list.  This means the compliance threshold is 17 patients before MCH becomes non-
compliant (red status). 
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For this same period MCH had a red status in ESPI 2 with 32 patients waiting greater 
than four months.   
 
Services impacting this result are primarily Respiratory and Urology, with Urology 
having a total of 25 patients waiting greater than 4 months.  All patients are booked 
but have exceeded the 4 month target. 
 
This result is a combination of annual leave taken in July and the continued demand 
on the services, and Urology in particular.  A project is currently underway to assist 
the Urology team on matching their demand against available capacity and the 
additional demands of the regional urology service.  The Urology demand capacity 
review led by Sharon Bevins will explore options to resolve this non-compliance.   
 
 
ESPI 5 Patients Waiting Greater than Four Months with Certainty of 

Treatment 
As at the end of August 2016, MCH had a total of 1,536 patients on the waiting list for 
surgery.  This means the compliance threshold is 15 patients before MCH becomes 
non-compliant (red status).    For this same period, and allowing for the agreed 1% 
deviation, MCH recorded a yellow status in ESPI 5 with 16 patients waiting greater 
than four months.   
 
Communication continues on a regular basis with the clinical teams to address the 
number of patients waiting greater than four months in order for MCH to achieve 
green status.  
 
Significant effort continues to address the ESPI waiting times.  The following 
strategies continue to be a focus: 

• The opportunity to ensure that the impact of booked leave is taken into 
account when planning clinics and operating sessions in advance. 

• Patients waiting greater than four months for FSA have priority bookings. 
• All ESPI 2 and 5 wait lists are being monitored daily. 
• All Clinical Directors and Medical Heads have met and have agreed to 

prioritise those waiting greater than four months for treatment. 
• All theatre lists will continue to be monitored to ensure all available capacity 

is utilised. Patients coming up to the four month wait time are identified on 
the daily theatre lists so that if patients require to be rescheduled due to acute 
work, these patients can be prioritised wherever possible.  
 

Our yellow status was due to a combination of Anaesthetic sick leave and patients 
becoming unwell with the usual winter illnesses.  These patients were rescheduled 
with most of them receiving their treatment in the first week of September 2016.   
 
The MCH electives team continues to work with clinical teams on a daily basis to 
ensure patients are seen and treated within the timeframes, with the intention of 
getting patients booked at three months to provide MCH with an internal buffer.  The 
number of patients booked at three months was consistently around 30%, however 
this has recently increased to 45% in recent months, to 121 in August.   
This information is submitted to the National Booking Reporting System at the 
Ministry of Health and the increase has been acknowledged by the Electives Team at 
the Ministry of Health.  
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4.3 Connect and Transform Primary, Community and 

Specialist Care 
 

 
4.3.1 Breast Screen Coast to Coast 
On the 29th August the first diagnostic session at Whanganui Breast Imaging 
occurred.  While MDHB has been providing screening and mammograms for annual 
surveillance and at risk women in Whanganui for some time this next phase means 
that not only will mammograms be offered, but on a weekly basis mammograms, 
ultrasound and biopsy will be undertaken, if needed.  For these sessions a specialist 
breast care nurse and radiologist travel to the Wicksteed St site, meaning women no 
longer have to make the journey to Palmerston North to have these procedures.  This 
has been the result of excellent collaboration between MDHB and WDHB to bring 
this service ‘home’ for the WDHB population and will impact positively on faster 
cancer treatment timeframes for WDHB as well as improving the experience for all 
patients.    
 
Alongside the new service, a collaborative clinical pathway is to be released in 
Whanganui on 4 October that further standardises and streamlines the identification 
and management of breast disease.  The pathway development has again been a 
collaboration between both DHBs and is now a standard approach.  An official 
opening of the new service is planned for October to coincide with breast awareness 
month.  
 
4.3.2 Orthopaedics 
The continuation of the Orthopaedic Hip and Knee Assessment clinic has been 
discussed between the Central PHO and MCH, with a commitment to implement the 
clinic with ongoing support.  This clinic involves a MCH Registered Nurse and 
Physiotherapist assessing patients who have had a referral sent by their General 
Practitioner to the Orthopaedic outpatient clinic for a knee and/or hip joint 
assessment.   
 
The clinic will continue to be based in the community, with future plans to provide 
outreach clinics in Tararua, Feilding and Horowhenua. This clinic and the staff 
involved will have ongoing support and oversight from the Medical Head of the 
Orthopaedic Service.   
 
4.3.3 Hawke’s Bay Cancer Services 
Hawke’s Bay DHB has formally signalled their desire to take more direct 
responsibility for the delivery of cancer services for its population.  Currently MDHB 
holds the end to end responsibility for non-surgical cancer care and treatment for the 
population of Hawke’s Bay DHB district.  Strategy, Planning and Performance will 
lead the engagement with Hawke’s Bay DHB over this service planning exercise. 
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4.4 Partner with People and Whanau to Support Health and 

Wellbeing 
 
 
4.4.1 Patient Stories 
A significant milestone has been achieved with regard to consumer co design when a 
consumer recently attended our Senior Management Team (SMT) meeting.  The 
consumer shared with us her experiences as a mother and those of her teenage 
daughter “Abby” who, over the past 18 months, has been a regular user of a wide 
range of services both within the hospital and primary care setting. The excerpt 
below is the introductory section from the current version of the Quality Account 
story relating to this, for 2015/16 that is under development.  
 
“After untold visits to her general practice and to hospital and seeing many doctors 
and nurses, Abby (not her real name) felt invisible.  Her life was being taken over 
by acute stomach pain and she wasn't getting the answers she needed. NCEA 
exams, school and all the things that make up the life of 15 year olds were being 
interrupted or passed over because of her health.  Abby’s mother made a complaint 
but didn’t get anywhere.” 
 
This story was well received and further consideration of what was heard will be 
given at the next SMT meeting. Ongoing support is in place for both mother and 
“Abby”. 
 

 
Mike Grant 
General Manager 
Clinical Services and Transformation 
 
 
 
Appendix 1: Customer/Patient Performance Scorecard Summary 
Appendix 2: Financial Performance Scorecard Summary 
Appendix 3: Internal Process and Operations Performance Scorecard Summary 
Appendix 4: Organisation Health and Learning Performance Scorecard Summary 
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Appendix 1 
MCH Scorecard 
Customer/Patient Performance Summary – August 2016 
Customer Patient Month YTD Target Achieved 
Complaints responded to within 15 working days (%) 100.00% 100.00% > 95.00% Y 
Inpatients developing one or more pressure ulcers during their 
admission (%) 0.37% 0.50% < 0.50% Y 

Occurence Rate of Falls per thousand bed days 4.30 4.05 < 5.00 Y 

Occurence Rate of Medicine Errors per thousand bed days 3.93 4.29 < 3.50 N 

Patients waiting greater than 4 months for FSA (%) 1.96% N/A < 0.00% N 

Percentage of patients discharged without incident 95.44% 95.42% > 97.50% N 
Percentage of patients who were acute readmissions within 28 day 
of previous discharge (related DRG) 7.67% 7.97% < 7.50% N 

Percentage of patients with urinary tract infections 1.24% 1.20% < 2.40% Y 
Percentage of unplanned returns to theatre within the same 
admission 0.68% 0.46% < 0.50% N 

Triage 2 Wait Times 72.93% 70.78% > 80.00% N 

Triage 3 Wait Times 55.98% 50.46% > 75.00% N 
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Appendix 2 
MCH Scorecard  
Financial Performance Summary – August 2016 
 
Financial Month YTD YTD 

Target 
Projected 
Year End Achieved 

Budget variance ($000) - Expenses ($887,799) ($1,108,374) $0 $0 N 

Budget variance ($000) - FTEs -14.23 -8.73 0.00 0.00 Y 

Budget variance ($000) - Operating Surplus / (loss) ($994,161) ($1,875,686) $0 $0 N 

Budget variance ($000) - Revenue ($106,362) ($767,312) $0 $0 N 

Clinical Supply Costs / HSRevenue 12.32% 12.30% 11.76% 11.86% N 

Costs per bed day $521 $533 $530 $541 Y 

Health Service Revenue / FTE $13,831 $27,257 $27,698 $161,323 N 

Personnel Costs  as a Proportion of Total Expenditure 58.41% 57.92% 57.02% 57.58% N 

Personnel Costs / FTE N/A $15,650 $15,538 N/A N 

 
 

 
 
 
OPERATING RESULTS – AUGUST 2016 
The following information provides a summary of the financial results for 
MidCentral Health for the prior month, month and year to date based on MidCentral 
DHB’s District Annual Plan (DAP) 2016/17. 
 
Table 6 MidCentral Health - Financial Performance  
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Month YTD

Percentage YTD Variance to Plan, from July 
2015 (Price Volume Schedule - $ Value)

Total MCH (%) 2015/16 Total MCH (%) 2016/17

$000 August Month Annual 
 Actual Budget Variance %  Actual Variance % Budget

Revenue 27,843 27,950 (106) (0.4%) 54,800 (767) (1 .4%) 323,765
Expenditure

Personnel 16,026 15,741 (285) 30,942 (353) 185,488
Outsourced Personnel 525 89 (435) 955 (777) 921
Sub-Total Personnel 16,551 15,830 (721) (4.6%) 31,898 (1,130) (3.7 %) 186,408

Other Outsourced Services 1,760 1,652 (108) (6.5%) 3,340 (42) (1 .3%) 19,865
Clinical Supplies 4,418 4,392 (26) (0.6%) 8,721 4 0.0% 51,321
Infrastructure & Non-Clinical 4,992 4,960 (33) (0.7 %) 9,886 60 0.6% 59,359

Total Expenditure 27,722 26,834 (888) (3.3%) 53,845 (1,108) (2.1%) 316,954

Operating Surplus/(Deficit) 122 1,116 (994) 956 (1,876) 6,811

Corporate Services 613 613 0 1,224 0 6,811

Surplus/(Deficit) (491) 503 (994) (269) (1,876) 0

Year to date 
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Graph 3 Financial Result Graph 

 
The bar graph represents the month’s result against budget and the line graph 
represents the year to date result against budget.   

Contribution 
The monthly result was a $491k deficit, being $994k unfavourable to budget.  

Revenue /Funding 
Overall revenue was $106k unfavourable.  The shortfall is mainly due to lower than 
plan volumes for Breast Screening, Pharmacy Cancer Treatment and ACC resulting 
in lower revenue.   

Cost Structure 
Overall expenditure was $888k unfavourable.  
 
Personnel costs were $285k unfavourable and outsourced personnel $436k 
unfavourable, for a total result in August of $721k (-4.6 per cent) over budget.  This is 
predominantly for Medical Personnel which is $598k unfavourable within Internal 
Medicine, RCTS and Surgical.  Locums have been required to cover vacant SMO 
positions and some sabbatical leave.  Recruitment for permanent medical staff 
continues.  Nursing costs are $124k over budget with Mental Health being $83k 
unfavourable and Women’s Health being $37k unfavourable.   
 
Outsourced services were $110k unfavourable, reflecting higher MRI and Radiology 
costs.  
 
Clinical supplies were $26k unfavourable; reflecting the high bed utilisation.  Patient 
consumables were $32k unfavourable, infections were $60k unfavourable and knees 
were $29k unfavourable.  Offsetting these were repairs and maintenance $40k 
favourable and depreciation $50k favourable. 
 
Infrastructure costs were $31k unfavourable, reflecting higher patient numbers, meal 
and laundry costs were unfavourable and asbestos costs were $58k for the month.  
This latter cost is due to legislative compliance as building work etc is undertaken.  
The asbestos removal has predominantly been done in the basement and service 
ducts.   
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Activity 
Emergency Department activity was lower than the previous month at 3,699 
presentations for August.  This is a daily average of 119, which is similar to the 
average for 2015/16 at 120. 
 
First Specialist Assessment volumes were slightly behind plan for the month by 16 
(YTD 212 behind).  Follow Up appointments are 305 ahead for August (YTD 74 
ahead) 
 
Cost Weighted Discharges (CWDs) were over plan for August by 45 (YTD 180).  
Elective CWDs were 31 behind plan (YTD 70 behind).  This is impacted by the high 
acutes this month which were 76 ahead of plan (YTD 249 ahead), particularly in 
Paediatrics which were 42 ahead.   
 
Acute demand for beds and services remains high across Medical and Surgical 
Services.  This trend continues into September. 
 
The adult inpatient wards continue to exceed resourced bed numbers at an average 
of 12 per week to meet the demand. Medical bed occupancy for August was 103 
percent and Surgical was 112 per cent.    

High Cost Patients 
There were a number of patients in August driving additional costs of $113k.  These 
patients required high levels of blood products and transfusions.  There were also 
District Nursing patients requiring antibiotics delivered over a 24 hour period by an 
elastomeric device.   
 
Table 7  Actual Trend to the end of August 

 
 
The schedule shows the actual and the next budgeted months of the financial year 

$000  <Actual Budget >
July August Sept Oct Nov

Revenue                      26,957 27,843 27,026 27,350 26,979

Expenditure                   
Personnel                     14,916 16,026 15,167 14,891 15,369
Outsourced Personnel 431 525 89 88 88
Total Personnel 15,347 16,551 15,256 14,979 15,457

Outsourced Clinical Services 1,580 1,760 1,623 1,700 1,669
Clinical Supplies             4,303 4,418 4,295 4,366 4,219
Intrastructure & Non-Clinical 4,894 4,992 4,947 4,963 5,107

Expenditure                   26,123 27,722 26,121 26,009 26,452

Recharging                   611 613 610 582 587

Net Result 223 (491) 296 760 (60)
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Table 8 MidCentral District Health Board - Financial Performance 

 
 
The MidCentral result includes the Health Care Development Team and Support 
Links. 
 
Table 9 Personnel and Outsourced Personnel 

 
 

Table 10 Patient Transport & Accommodation  

 

 
Patient Transport and Accommodation reflects lower demand in August.  The 
favourable variances reflect reduced transfers from the Medical and Surgical wards. 

Month Annual 
$000  Budget Variance  Actual Budget Variance Budget

MidCentral (491) 503 (994) (269) 1,607 (1,876) 0
Enable (14) (12) (2) 22 22 0 175
Funding Division (1,185) (1,201) 16 (3,007) (3,117) 110 1,313
Governance 497 (12) 510 803 39 764 0
   Total DHB (1,193) (723) (470) (2,451) (1,448) (1,002) 1,488

Year to date August

MidCentral Health - Personnel Costs
$000

Actual Budget Variance Actual Budget Variance %

Mental Health 2,163 1,884 (279) 4,220 3,673 (547) (13.0%)
Internal Medicine 2,254 2,041 (212) 4,267 3,956 (311) (7 .3%)
Surgical Specialties 2,750 2,671 (79) 5,396 5,146 (250) (4.6%)
Women's Health 862 781 (81) 1,714 1,524 (191) (11 .1%)
RCTS 1,404 1,377 (27) 2,801 2,693 (107) (3.8%)
Emergency 1,178 1,184 6 2,369 2,334 (35) (1 .5%)
Commercial Support 245 239 (6) 477 458 (19) (3.9%)
Rural Health 29 19 (10) 52 37 (15) (28.9%)
Child Health 779 749 (30) 1,501 1,488 (13) (0.9%)
Dental Health 246 242 (3) 475 463 (12) (2.6%)
Public Health 402 388 (14) 748 738 (10) (1 .4%)
Clinical Support 307 300 (8) 571 574 4 0.7 %
Hospital Services 35 46 11 84 88 4 5.2%
Community & Rural 23 27 4 32 51 19 59.7 %
ICU / Anaesthetics 1,033 1,052 19 2,022 2,047 25 1.2%
Elderly Health 657 657 (1) 1,271 1,296 25 2.0%
Rehab & Therapy 733 749 16 1,413 1,448 35 2.5%
Medical Imaging 633 642 9 1,217 1,255 38 3.1%
Patient Safety & Clinical Effectiveness 296 309 13 555 593 38 6.9%
Hospital & Associated Services 328 253 (75) 404 488 83 20.6%
Human Resources 195 221 26 307 416 109 35.4%
   Total 16,551 15,830 (721) 31,898 30,768 (1,130) (3.5%)

Month Year to date

August Month Annual 
'$000  Actual Budget Variance  Actual Budget Variance Budget

Ambulance 32 52 20 56 103 47 601
Air Ambulance 84 99 15 176 198 22 1,151
Patient Transport & Accommodation 87 92 5 182 182 0 1,066
   Total 204 243 39 414 483 69 2,817

Year to date 
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Table 11 Flight Information for August 2016  

Type of Flight July 

A
ugust 

Septem
ber 

O
ctober 

N
ovem

ber 

D
ecem

ber 

January 

February 

M
arch 

A
pril 

M
ay 

June 

TO
TA

L 

15/16 Total 
 

23 18 23 31 19 33 39 20 30 25 31 40 332 

2016/2017              
Doctor 
Required 

6 11            

Flight Nurse 23 19            
TOTAL 29 30            
 
In August there were four ‘nurse only’ transfers which were part of the RCTS tertiary 
service and will be charged back to Hawkes Bay DHB and Taranaki DHB. 
In addition, there were seven full team and nine nurse only transfers to or from 
Wellington and three full teams to Starship.  The remainder were transfers to and 
from Auckland and Hawkes Bay.  
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Capital Expenditure  
Table 12 Capital Expenditure Programme 2011/17 

 
  

Capital Expenditure Programme  2011/17
MCH Year Ended 30 June 2017-August 2016  Month End

Budget  
2016/17 Approved
$'000's $'000's

MCH Provider
Commercial Support
Vinyl & Carpet Replacement 240
Fire Systems Upgrade 325
Fire Penetration 693
Lift Upgrades 350
Seismic Work 1,100
Electrical Infratstructure 2,800
Motor Control Upgrades 558
Emetgency Lighting 600
Energy Efficient rojects 309
Potential to Defer Timing -1,153

5,822
MCH 
Radiotheraphy Monaco Planning System 1,200
Orthopaedic Drill Replacement Programme 550
Image Intensifier 300
Caravan Replacement  & Clinical Equipment School Dental Service 360 311

Items under $250k 1,000 88
3,410

Investment
Master Health Services Plan- Hospital Reconfiguration 500
Emergency Dept 1,800
Mental Health Redevelopment 500

2,800
Total MCH Provider (MCH & Comm Support) 12,032 399

TOTAL CAPEX 2016/17
Earlier Years 12,349
Current Year 12,032
Total 24,381

Total Cfwd 30 June 2016 (Approved or in action at 30 June 2016)
Earlier Years 12,349
Total 12,349

CAPITAL SPENT YTD 1,073
2017 86
Earlier Years 987
Total 1,073
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Appendix 3 
MCH Scorecard 
Internal Process and Operations Performance Summary - August 2016 
 
Internal Process and Operations Month YTD Target Achieved 
Acute Inpatient Length of Stay (days) 4.29 4.15 < 4.00 N 

Bed day usage (%) 103.92% 101.92% > 85.00% Y 

Beddays per caseweight 3.61 3.51 < 3.50 N 
Day case surgery as a proportion of total elective and arranged 
surgery (%) 56.31% 58.64% > 60.00% N 

ED patients admitted, transferred or discharged within 6 hours (%) 90.92% 90.74% > 95.00% N 

Elective and Arranged Inpatient Length of Stay (days) 3.77 3.69 < 3.40 N 
Percentage of Elective & Arranged patients admitted on the same 
day as surgery 88.85% 88.07% > 90.00% N 

Percentage of patients given a commitment to treatment but not 
treated within four months 1.50% N/A < 0.00% N 

Percentage of patients referred with a high suspicion of cancer 
waiting 62 days or less to receive their first treatment 95.83% 87.18% > 85.00% Y 

Percentage of patients who did not attend booked outpatient clinic 
appointment 6.41% 6.32% < 6.00% N 

Percentage of PAVS target elective surgery discharge volumes 
delivered 107.95% 110.78% > 100.00% Y 

Performance to contract ratio 1.00 0.99 > 1.00 N 

Proportion of hospitalised smokers provided with help to quit (%) 95.80% 95.85% > 95.00% Y 
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Appendix 4 
MCH Scorecard 
Organisation Health and Learning Performance Summary - August 2016 
 

Organisational Health and Learning Month YTD Target Achieved 
Sick leave rate (%) 3.48% 3.41% < 3.20% N 

Staff stability rate (%) 99.85% 99.79% > 99.00% Y 

Staff turnover rate (voluntary) average per month (%) 0.56% 0.62% < 1.00% Y 

Staff with leave entitlement in excess of two years (%) 16.71% 16.66% < 9.50% N 

 
 
Graph 1  Staff Sick Leave Rate 
Annual Comparison 
 

Graph 2  Staff Vacancies by Staff 
Group – Rolling 13 
months 
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TO Quality & Excellence Advisory Committee 

 

FROM Clinical Director, Regional Cancer Treatment 
Service 

Operations Director, Specialist Community & 
Regional Services 

DATE 4 October 2016 MEMORANDUM 

SUBJECT Radiation Oncology Computed Tomography (CT) Replacement 
Business Case – Part 1 

Purpose 

This business case seeks approval to replace the Radiation Oncology Computed Tomography 
scanner (RO CT) for the Regional Cancer Treatment Service (RCTS).   

 

Summary 

Cancer is a leading cause of mortality in NZ accounting for nearly a third of all deaths.  The 
provision of Radiation Therapy is a core function in cancer care with up to 50% of all cancer 
patients receiving this treatment at least once in their cancer journey. 

Radiation treatment is a multifaceted pathway extending from the decision to treat, made at 
a specialist appointment, to the delivery of a treatment course that can range anywhere from 
a single visit to 39 consecutive visits over several weeks.  One of the first steps of this journey 
is a CT scan that provides the data required to develop and deliver the treatment course. 

The current CT is 12 years of age and is no longer technically capable of delivering to a 
modern standard.  As a regional and tertiary provider it is important that the RCTS remains 
current with developments in cancer care.  The dependability of the current CT has allowed it 
to continue to be used beyond normal replacement timeframes; however it is no longer fit for 
purpose and needs replacement.   

This proposal looks to the future.  Not only by providing better technology but by changing 
workflow to make best use of this investment and to improve the patient journey with 
regards to timely access to treatment.   

There are two pieces of work planned.  The first is the replacement of the machine, including 
upgrades to existing mechanical services required to meet compliance codes.  The second is a 
refurbishment that divides the current single room suite to a new layout of two separate 
spaces.  These spaces will house the scanner on one side and on the other a new ‘set up’ room 
that will enable better workflow, increase scanner capacity and improve access to treatment.   

This project was originally included in the 2013/14 capex plan with early estimates for 
completion set at June 2014; however due to the complexities of the project, in particular the 
analysis needed to understand the building requirements, more time has been taken to 
finalise these as well as the overall solution.   The CT has also been reliable which has 
allowed business as usual to continue beyond the recommended replacement time. 

The total cost of the project is now estimated at $1.74M, inclusive of all consultancy work as 
well as the equipment and building changes.  The original capital budget allocated to this 
work is $1.45M with the additional $270k to be substituted from the linac sinking fund.   
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There are a number of factors that have impacted on the cost of this project including 
significant changes in building code requirements that have been introduced since the initial 
budget set in 2013.  The new CT is also larger and makes greater demands on air 
conditioning and electrical supply, which in the current room have not been upgraded since 
the last CT was installed.  It is estimated that 70% of the building cost, including 
consultancy, is directly related to deficits in infrastructure.  The remaining cost is to build the 
set up room which delivers significant benefits in patient flow, and increases revenue for the 
RCTS overall. 

This business case has been considered and approved for submission by the Executive 
Leadership Team.  On 4 October 2016 the Finance and Risk Audit Committee (FRAC) 
recommended, from its perspective, that the business case be submitted to the Board. 

 

 

Recommendation 

It is recommended that: 

the committee support the business case for submission to the Board 
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1 INTRODUCTION 

This business case seeks approval to replace the Radiation Oncology Computed Tomography 
scanner.  The current CT was purchased in 2004 and due to its advanced age and lack of 
technical capability is no longer fit for purpose.   

The RCTS is a proven regional provider for MDHB.  This is testament to a carefully 
implemented plan of development, undertaken since 2009 by a committed, high performing 
and stable workforce.  The next step in the plan is to replace the CT scanner in order to:   
• Provide a sustainable service by replacing old equipment with new technology.  
• Provide faster and more efficient services. 
• Increase productivity and efficiency through effective workflow design. 
• Advance clinical management through better image quality and integration with 

technological advances in planning and treatment. 

A full service description and summary of future direction is attached as Appendix C. 

 

2 THE PURPOSE OF THE RADIATION ONCOLOGY CT SCANNER 

Radiation Oncology treats around 1,600 new patients per year and is the largest of the RCTS 
specialties.  Each of these patients has at least one CT per treatment course, with many 
having re-scans to review tumour growth or regression as treatment progresses.  It is not 
possible to accurately treat without a CT scan.   

Radiation Treatment is a technically complex field underpinned by exact scientific principles 
applied by a skilled team of clinicians, therapists and physicists, using specialised software 
and equipment.  The patient pathway involves a number of steps in order to acquire the 
anatomical information needed to create a treatment plan which is ultimately delivered on 
the linear accelerators.  The RO CT scan is the first step in this process and an essential part 
of the preparation for every patient receiving Radiation Therapy.  The pathway is in Figure 1. 

 

 
 

Figure 1:  Radiation Treatment Pathway 
 
An oncology CT is not physically or functionally different from a radiology CT but it is used 
differently to simulate, plan and then deliver a treatment course.  There are four main 
reasons for a CT in radiotherapy, these are: 

1. Anatomical and geometric data acquisition  

The CT scan provides the necessary data from which the treatment plan is made.  The 
data is acquired in a controlled way so meticulous planning can occur and enables the 
Radiation Oncologist to clearly outline where to treat (the target) but also where to avoid 
minimising side effects from the radiation.  

2. Creating a reference point  

After the ‘target’ is identified it is labelled in the CT software.  This point inside the 
patient is translated to an external surrogate on the patients’ skin by a laser coordinate 
system and then marked onto the patient, usually by skin tattoo.  This reference point is 
integral to setting up the patient in the same position each day once the treatment starts. 
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3. Acquiring density information  

All tissue types (fat, muscle, bone) absorb radiation at different rates.  The acquisition of 
CT data allows the service to account for these differences and accurately calculate doses 
at various points in the body.  

4. Patient positioning  

It is important that patients receiving Radiation Therapy are positioned consistently for 
each of their treatments.  Accurately treating the same area, in the same way, every time 
is essential to achieve the intended outcome.  As the first step in the process, the position 
at CT determines the position for all of the treatments.  This is achieved by an 
immobilisation procedure performed as part of the CT appointment. 

 

3 BUSINESS DRIVERS FOR REPLACEMENT 

Driver 1: The need to replace equipment no longer fit for purpose 

Despite an excellent service record the CT is aging and is at risk of mechanical failure.  It also 
does not offer the modern technology needed for current treatment.  Going forward 
Radiation Oncology requires a CT that: 

• Is reliable and not at significant risk of breakdown 
• Has superior image quality to improve treatment accuracy and reduce side effects. 
• Uses a lower dose of radiation to produce scans 
• Offers faster scan times to minimise unwanted movement artefact. 
• Includes new software applications for metal artefacts. 
• Has late model x-ray tube design to allow for longer scanning without overheating.  
• Is compatible with other hospital scanners. 
• Is able to scan patients up to 300kg.   

Some examples of where the current technology limits clinical activity, and would be 
resolved with a new machine, are:  

1. The current CT is slower than modern equivalents.  Radiation treatment requires a 
very firm bed with usually no mattress to ensure ongoing reproducibility of 
treatment.  Cancer patients are often in pain, which when added to lying on an 
uncomfortable surface for long periods, generates distress as well as making staying 
still virtually impossible.  This affects the quality of the images and potentially the 
treatment delivered.  New systems are at least twice as fast. 

2. The current CT sets limits on the length of the body that can be scanned when using 
‘thin slices’.  Scanning with thin slices is crucial to fully capture the extent of the 
disease and to plan in a way that minimises side effects.  However due to the scanner 
limits, only patients with small tumours benefit from this technique. Newer machines 
do not have these limitations which increases the opportunity to use newer 
techniques.  

3. The current CT only scans patients up to 220kg while the linacs will hold 250kg.  At 
least one patient in the past twelve months has not been able to be treated due to the 
patient’s weight.  The new CT, and the hoist system being installed, allows up to 
300kg.  Once installed this will be the only scanner with this capability in the lower 
North Island offering the option of bariatric imaging for MDHB and regionally. 

4. Metal implants cause artefacts on CT images that obscure the treatment area.  As the 
demographics of patients needing new hips are very similar to those developing 
prostate, colorectal and gynaecological cancers, metal artefacts are impacting on a 
number of treatment plans.  Similar issues are faced with metal fillings in teeth.  New 
technology reduces these artefacts.   
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Better visualisation reduces the complexity of the planning process, improves 
outcomes and is simply not achievable with older scanners.  The following images 
demonstrate the current lack of clarity shown by the white streaking across the neck 
and the far clearer image obtained with artefact reduction software.   

Figure 2:  Impact of artefact reduction software on image quality 

 
without artifact reduction                                               with reduction software 

                           (As occurs currently)                             

Driver 2: The opportunity for better workflow and use of resources 

A CT appointment for radiotherapy includes a combination of activities within one visit.  In 
addition to the actual scan there are ancillary activities required to simulate treatment 
(making immobilisation devices and masks, tattooing reference points for example) that 
extend the appointment out to between 45 – 90 minutes per patient.  The scan itself may 
only be a fraction of this time but currently all these activities occur in the scanning room.   

In considering the replacement of this machine, a detailed review of how to maximise the 
benefits of the new equipment was undertaken.  The current workflow does not make best 
use of the scanning room.  The ancillary activities do need to be completed in a simulated 
setting (i.e. with a duplicate table top and laser system as was used for the scan) but they do 
not need to be done on the scanner itself.  

A better solution is to divide the set up activities between two suites, one of which houses the 
scanner and a second outfitted with an equivalent couch top and laser system (but no CT) 
that simulates the scanning room.  Building a set up room means that both rooms can be 
used simultaneously.  Making this change is consistent with workflow in other centres and 
increases the capacity of the CT.  This offers three important benefits. 

1. Keeping wait times to a minimum 

Using the one room for multiple activities limits access to the scanner due to poor patient 
flow.  Building a set up room means patients spend less time in the scanning room, which in 
turn creates capacity.  A review of the planned workload has indicated that working in this 
way creates efficiencies but does not require more staff. 

The Faster Cancer Treatment programme and the emerging Tumour Standards all include 
wait time targets.  Although Radiation Oncology performs consistently within the required 
28 day target from FSA to treatment, an unnecessarily long period is spent waiting between 
the FSA and the CT.  At times this can extend to ten days delay.  A more flexible CT schedule, 
created through better workflow, will provide greater opportunity to see patients closer to 
FSA meaning there is more time to plan the treatment and more opportunity to hasten 
treatment starts to meet timeframes.  
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2. Improving the patient experience 

Currently 50-60% of patients for CT are travelling from outside of Palmerston North, often 
home and back within the one day.  While all efforts are taken to make appointments in a 
manner that supports patients, this is not always possible when space is limited.  This means 
very early starts, late journeys home or even overnight stays. More capacity will not only 
offer more timely access but greater flexibility for patient centred booking. 

3. Enhancing capacity across hospital services   

An oncology CT is functionally compatible with a diagnostic (radiology) CT.  The planned 
reconfiguration to a scanning and procedure room with this project not only creates capacity 
for better ways of working in radiation therapy(thus preparing for future growth), but it also 
offers potential capacity to Medical Imaging services.   

Based on current demand RCTS could offer one weekday session (4 hours) per week to 
Medical Imaging to support management of diagnostics wait times without impacting on 
current RO demand. This could be useful during unplanned surges in referral, and as a more 
robust contingency for the times the Medical Imaging scanner is out of service.   

 

4 PROPOSED SOLUTION 

4.1 The new scanner –better technology and better outcomes 

The proposed CT is being supplied by Siemens under a preferred supplier agreement.  The 
‘package’ includes the scanner and additional equipment needed to run the suite including 
injector systems, quality assurance equipment and laser systems.   

The scanner is a SOMATOM Definition AS 64 slice.  A 64 slice CT is industry standard and is 
compatible with most Radiation Oncology and Medical Imaging departments.  When 
compared to the current scanner, which is a 6 slice scanner, it is significantly more advanced 
and provides faster scanning, greater accuracy and better image quality. 

Other new features include a work list function for the direct transfer of patient demographic 
data from the Oncology Information System (Mosaiq) to the CT scanner. This not only saves 
time but minimises the risk of incorrect transcribing that would prevent treatment being 
delivered. 

Changes to the x-ray tube design, along with associated software, greatly improves the 
imaging of very small structures.  Anatomy that is smaller than 1mm can be identified, which 
is important in the oncology setting, where target beams are precisely set to irradiate one 
area but spare another, often immediately adjacent. Specific cases involving the facial bones, 
inner ear, nerves and optic structures are most likely to benefit from this enhanced imaging. 

The new scanner offers a range of methods to reduce the artefact issues as described above.  
Removing these artefacts means greater visualisation of cancers previously obscured.  As a 
consequence, these can be more accurately contoured, planned, and more precisely treated. 

CARE Dose is a radiation protection feature that optimises the dose required for the scan. 
This means that scans are customised to the patients’ size and weight and results in a dose 
reduction of up to 30%. It is common for oncology patients to have many scans during their 
cancer journey.  While a CT dose is small when compared with the linac doses to treat the 
cancer, the dose is to a much larger part of the body and it is still prudent to keep the 
patient’s exposure to a minimum wherever possible. 

The scanner automatically synchronizes the contrast injection with the scan which is 
currently a manual process. In a field where precision is down to the millimetre and the 
microsecond, manual processes increase the risk of errors. Having these exactly 
synchronised is a much safer and accurate way of performing a scan. 
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The aperture of the new machine (hole in the donut) is also almost 10cm larger.  When 
combined with the stronger table this means it is a far more effective option for larger 
patients. A wider aperture also makes for a less claustrophobic experience for the patient.  

 

4.2 The facility changes – better systems and better processes 

This proposal looks to the future.  Not only by providing better technology and opportunity 
for clinical development but by changing workflow to make best use of this investment.  In 
developing this case a contract was awarded to prepare architectural and mechanical design 
documents.  The facility requires two changes as part of the replacement.  The first is 
engineering and related services work that is required to accommodate the new equipment 
and the second the refurbishment of the area adjacent to the current CT to build the new 
procedure room for patient ‘set up’.  The proposed design is shown in Appendix A. 

‘Set up’ determines the position the patient needs to take for every treatment and the aids 
required to ensure that this occurs.  The position at CT determines the position for all of the 
treatments as it is the CT data that form the basis of the treatment plan and delivery.  The set 
up (procedure) room is therefore built to simulate the CT including a replica table and laser 
system to ensure exact alignment.  The linacs also have similar systems for alignment in 
every bunker.   

Making treatment aids involves a range of materials.  These items are stored in the 
procedure room as well as the tools needed including water baths and suction devices.  The 
materials can be quite large and the refurbishment allows for better storage solutions.  One 
example is the full body ‘bean bags’ which are used for some patients to lie on during 
treatment.  These form hard shells once the air has been suctioned out of the bag.  They are 
bulky items, as shown in Figure 3.   

Another example is pictured in figure 4 which illustrates a fitted mask. This requires the use 
of a customised cushion and mask for patients receiving treatment to the brain or head and 
neck regions.  Development of these accessories involves use of high tech thermoplastics and 
takes 20-30 minutes.  Current storage falls short of requirements and has hazards that 
require careful management.  These issues will be resolved with the new room.   

 
 

Figure 3:  Full body vacuum bag Figure 4:  Immobilisation head mask 

 

  

73



5 THE PROCUREMENT PROCESS 

The cost of the project is $1.74M and includes the equipment and the refurbishment. 

The Equipment Replacement 

The new CT and ancillary equipment has been sourced from Siemens HealthCare Ltd under 
the existing preferred supplier agreement.  The CT quote has been reviewed by the MDHB 
Contract Manager and is endorsed.  The current agreed terms of sale between MDHB and 
Siemens, negotiated with the purchase of the second Artiste linac in 2010, have been used.  

The Building Work 

The new CT is larger and makes greater demands on air conditioning and electrical supply, 
which in the current room have not been upgraded in over two decades.  It is estimated that 
70% of the building cost, including consultancy, is directly related to deficits in 
infrastructure.  The remaining cost is to build the set up room, which delivers significant 
benefits in patient flow and increases revenue. 

The RCTS worked with Spotless Services in developing this project who advised that external 
consultants needed to be engaged, acknowledging the scope and complexity of the changes 
required.  A direct negotiation procurement strategy was used, engaging three consulting 
engineering firms under the Corrections Syndicated Consulting Engineering panel 
arrangement agreed to by the Procurement Committee.  From this process, discussions were 
held with the mentioned consulting engineering firms to ensure the best possible pricing for 
MDHB and a consultancy firm engaged.   

The development work is now complete and a quantity surveyor estimate of costs provided 
has been used for the financial analysis for this business case.  The details of the costing and 
procurement process are included in Part Two of this paper. 

6 FINANCIAL ANALYSIS 

Capital expenditure requirements 

This project was originally included in the 2013/14 capex plan with early estimates for 
completion set at June 2014; however due to the complexities of the work needed, in 
particular the analysis o understand the building requirements, more time has been taken to 
finalise these as well as the overall solution.    

The CT has also been reliable which has allowed business as usual to continue beyond the 
recommended replacement time.  

The original capital budget allocated was $1.45M with an additional $270k needed, 
substituted from the linac sinking fund.  The difference between the original estimate and 
the final proposal is mainly due to increasing industry costs, more complex requirements in 
building / seismic compliance over the three year period and the cost of bringing engineering 
and building infrastructure up to current standards.  

 

Operational Performance  

The Personal Health contract contributes 92% of RCTS revenue.  Inter-District Flows 
represent 50-60% of the Personal Health contract revenue and are paid to actual volumes.  
The RCTS makes a financial contribution to MDHB’s overall financial performance.  $1.75m 
was contributed to MidCentral Health in 2014/15, $2.13m was contributed in 2015/16 and a 
$3.26m contribution is budgeted for 2016/17.  A full breakdown of the capital expenditure, 
financial impact of the purchase and overall operational performance is included in Part Two 
of this paper. 
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7 PROJECT IMPLEMENTATION  

This project will be managed following the same processes used to successfully install other 
high tech equipment in the RCTS.  There are no ‘beta’ products within the proposed solution 
and thorough consideration has been given to the integration of the new equipment within 
the existing workflow.   

As the new scanner is being placed in the same location as the current CT there will be 
downtime.  This means that for that period (nine calendar days, across two weekends) only 
the most critically urgent of treatments can be started.  A work stream has been established 
to focus on that period of installation and commissioning with the following priorities: 

1. To ensure that the current CT is only removed when all pre work, including building 
work, has been completed meaning that there is the maximum available 
uninterrupted time for clinical commissioning, undertaken by Medical Physics and 
Siemens teams. 

2. To ensure that, where patients can be scanned prior to the removal of the current 
machine, this occurs, meaning that these patients can progress to treatment as 
normal despite the CT being out of service. 

3. To implement a process for using the Radiology CT to scan patients in the rare 
circumstances that this might be required during the change over for the provision 
of essential life or limb treatment. 

4. To work well in advance to ensure that there is a balanced approach to managing 
patient flow and a number of contingency plans during this time. 

The service is experienced with complex problem solving and, although working without a 
CT for the changeover will be highly challenging, there is confidence that this can be 
achieved without breaching the treatment start times. 

During the next phases, the building work will be released for tender and a supplier chosen.  
Any works to be undertaken by contractors will be subjected to a tendering process using the 
MDHB construction panel arrangement ensuing best value for money.  The equipment has 
already been selected and will be ordered in line with building changes, the timing of which 
is yet to be confirmed.  The CT integrates with the planning systems, archive and Mosaiq 
software systems.  These connections currently exist and function well, with the new CT 
intended to operate identically to the existing equipment from an IT perspective and is 
considered technically straightforward.  This project is on Information Systems Plan for 
2015/16. 

A project implementation plan will be established combining the building work, the 
equipment installation, commissioning and training as well as the return to service.  A draft 
project outline is shown in Appendix B.  The project governance will focus on the oversight 
and management of the project.  This will meet the organisation’s business objectives and 
will ensure that appropriate plans are in place for communication, reporting and the 
management of risk.  A financial contingency has been included in this business case.  
Contingency funding may only be accessed through formal project management change 
control requests which are reviewed and recommended by the project manager and then 
approved by the project steering committee. 

Current systems, processes and technologies will be maintained until such time as the 
Project Sponsor confirms that all issues have been resolved and the new system is operating 
successfully. 

A standard post project review will commence six months after implementation.  The success 
of this project will be measured via the DHB’s standard post project audit process and will 
include the following: 

 Project implemented within budget and expected timeframes. 
 Progress towards achieving the benefits in this document. 
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8 SUMMARY 

All patients referred to Radiation Oncology for treatment require a CT scan to provide 
positioning information, capture anatomical and geometric detail, create patient reference 
points and collate density information about the patient for radiotherapy planning 
calculations.  

Due to the age of the current equipment and relative lack of functionality compared to 
modern CTs, the Radiation Oncology department is looking to replace this equipment as well 
as to refurbish the CT suite.   

Replacing the CT, as the next step in the RCTS development, will deliver the following 
benefits: 

• Improving clinical management through access to better technology  
• Enhancing capacity across hospital services   
• Increasing productivity and efficiency through effective workflow design. 
• Keeping wait times to a minimum 
• Enhancing the patient experience 

 

 

9 RECOMMENDATION 

It is recommended that: 

the committee support the business case for submission to the Board 

 
  
Dr Bart Baker     Nicholas Glubb 
Clinical Director    Operations Director 
RCTS      Specialist Services 
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SECTION A: APPENDICES 

Appendix A:  Architectural drawings 

Current layout 

 

Planned layout 
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Appendix B:  Provisional Project Plan 
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Appendix C:  Service Description and Future Direction 
 
Current environment for cancer treatment 

In New Zealand approximately 21,000 people are diagnosed with cancer each year of which a 
third will die of the disease.  The most commonly registered cancer is colorectal followed by 
prostate; however lung cancer remains the most common cause of death.  Over half of 
cancers occur in people over 65 years, with almost three quarters of the deaths occurring in 
this age group.  While some of the risk of developing cancer is expected to decrease over the 
next decade, the number of people with cancer is still expected to increase due to a growing 
older population (New Zealand Cancer Registry, 2011).   

New Zealanders generally experience good outcomes from cancer.  Five-year survival rates 
for breast, cervical and colorectal cancer are above OECD averages.  However, the cost to 
achieve these results is significant, with $500M spent per annum on diagnosing and treating 
cancer (excluding screening and supportive care costs).  This is 6% of all health spending and 
is expected to grow by more than 20% by 2021 (NZ Ministry of Health, 2014). 

 

The role of the Regional Cancer Treatment Service (RCTS) 

The RCTS is the one of six (public) regional cancer centres, which provides cancer treatment 
to 20 DHBs.  There are also three private centres in Christchurch (St George’s), Auckland 
(ARO) and the recently opened Kathleen Kilgour Centre in Tauranga.  Patients can, and do, 
move across centres although for the vast majority they are treated at the centre closest to 
their home.  The RCTS catchment includes the populations of MidCentral Health, Hawkes 
Bay, Whanganui, Wairarapa, and Taranaki District Health Board.  The regional population is 
approximately 500,000 with 65% of the workload generated from DHB regions outside of 
MDHB.   

It is a tertiary level service and comprises of Medical Oncology, Clinical Haematology, 
Radiation Oncology, Hospital Palliative Care, Clinical Trials and one inpatient ward.  Each 
speciality is supported by management, administration, clinical trials and treatment teams 
that are based in the hub site in Palmerston North. 

Outpatient clinics are held at all regional hospitals while radiation therapy treatments are 
centralised at Palmerston North Hospital.  Chemotherapy treatments are provided at 
MidCentral, Hawkes Bay, and Taranaki DHB’s.  The Palliative Care service, based in 
Palmerston North, is a collaborative service with Arohanui Hospice, providing Palliative Care 
advice to Palmerston North Hospital by referral.   

The service’s strategic imperatives include: 
• Meet the Ministry of Health targets and associated clinical guidelines. 
• Deliver care which is evidence-based and aligns with nationally agreed best practice. 
• Provide equity of access and outcome for Maori in our region 
• Be a regional and national leader for Cancer Care and outreach services. 
• Ensure that the service is viable, equitable, responsive and resourced adequately. 
• Support staff to perform to their best ability. 
• Provide regional leadership in partnership with the Central Cancer Network 

A key strength of the RCTS, as a tertiary centre in a provincial region, is that it provides a 
cornerstone for the delivery of all care in our hospital.  These strengths give our DHB a level 
of influence above that which would be possible based on our geographic size alone.  Having 
this service based in Palmerston North allows the local population to access care close to 
home, minimising the distress and socio economic disadvantages for populations who travel.   
The centre also provides the opportunity for our regional populations to experience cancer 
care in an urban, rather than metropolitan, setting which is akin to their normal lives.  Our 
unique approach, which has been community driven and nurtured over the last 60 years, has 
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meant that we have strong partnerships with non-government groups who enhance the 
experience for cancer patients and make a significant impact on addressing the inequities 
experienced by those away from family for extended periods.  Examples include the vast 
network of shuttles and volunteer drivers provided by the Cancer Society and the ‘home away 
home’ facility of Ozanam House. 

Clinically the service enhances MDHB not only in the provision of treatment for patients 
with cancer but for all patients needing secondary services.  Access to a working environment 
that includes a tertiary cancer service is a key part of decision making for many specialists, 
including surgeons, radiologists and pathologists, when choosing to join a hospital 
workforce.  The RCTS is an internationally well regarded cancer service provider and as such 
enhances MDHB’s profile when seeking to recruit and retain a medical workforce.   
 
Assets 

The RCTS has a large clinical capital portfolio with assets over $100k in value shown below. 

Asset Purchased Planned replacement Replacement cost 

Linac 1 2004 2016/17 $4.5M 

Linac 2 1994 Decommissioned in situ nil 

Linac 3 2010 2017/18 $4.5M 

Linac 4 2008 2016/17 $4.5M 

Linac 5 2012 2017/18 $4.5M 

Superficial 2007 2016/17 $500K 

Planning workstations 2002 2016/17 $1.6M 

Contouring stations 2002 2015/16 $1.0M 

Monaco  workstations 2008 2016/17 $500K 

Mosaiq  1999 2018/19 $750K 

CT scanner 2004 2015/16 $1.5M 

Blue Phantom (for QA) 2012 2021/22 $100K 

PLAZA PACS 2013 2018/19 $250K 

Quality control software 1995 2020/21 $200k 

 

The delivery of cancer care involves two key areas of health spend; capital investment in 
linear accelerators and high cost pharmaceuticals.  Despite the initial high capital cost of 
equipment, a course of radiation treatment is cost effective compared to other types of 
cancer care such as surgery and chemotherapy.  A recent review of costs in Australia found 
that the total cost of radiation therapy to the Commonwealth amounted to less than 9 cents 
in every dollar spent on cancer1 .      

 

1 RESPONSE TO MBS CONSULTATION PAPER: Royal Australian and New Zealand (RANZCR) Faculty of Radiation Oncology 
November 2015 
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Development to date 

The RCTS has undergone extensive change in recent years.  A leadership restructure has 
seen the service rebuilt around one cohesive leadership model and over $6M in investment 
has been made under the Radiation Oncology Development Plan.  This work has seen the 
replacement of one failing linear accelerator and the establishment of a fourth permanent 
linac for the centre.  Investment in new planning technology and additional staff has also 
occurred.  This programme of work has proven, over a number of years now, to have 
delivered to expectations and has meant that surges in demand, unplanned events and 
growing complexity have been seamlessly managed within its existing resources  

Recent improvements have been completed in Medical Oncology with the addition of a 
dedicated senior nursing team, increased FTE in Medical Specialists and approval to build a 
temporary clinic facility, while wider consideration of a new cancer centre is underway.  
Using the same approach as taken to strengthening Radiation Oncology, improvements in 
Medical Oncology have transitioned this speciality from one of significant vulnerability to a 
stable platform ready to grow for the future. 

Clinical Haematology also faces vulnerabilities, particular with a small medical workforce.  
New FTE has been added this financial year which increases the complement of specialists 
from four to five from January 2016.   

 

Key challenges for the future 

While these improvements have made an encouraging impact on addressing some significant 
historic problems, ongoing attention is needed to keep pace with the requirements of the 
National Cancer Treatment programme and to maintain a positive trajectory going forward. 

There are significant areas of focus that underpin the need for a new development plan, as 
well as the ongoing importance of sustaining a service that is seamless, integrated and 
responsive to the wider health imperatives to improve timeliness of access and eliminate 
inequities.   

These challenges are: 

• Physical layout and size of the Palmerston North facility 
• Aging Radiation Treatment equipment  
• Increasing lines of systemic treatment and retreatment 
• Low intervention rates for Radiation Therapy 
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Physical layout and size of the facility 

The RCTS is scattered across the hospital campus and, while the facilities for the linear 
accelerators are relatively new, the outpatient consulting areas, inpatient ward and 
chemotherapy suite fall well short of what is needed in both function and the patient 
experience offered.    

The 2015/16 Annual Plan acknowledges this issue and a feasibility study is planned to 
explore the future arrangements, including consideration of options for the development of a 
purpose-built facility adjacent to the linac bunkers that brings all specialities together 
physically, including an inpatient ward, as well the wide number of support services.   

This work is in its infancy, with an indicative business case planned for March 2017; however 
there is considerable support from clinicians, consumers and advocacy groups across the 
region for collaborating on this project which speaks to the value placed regionally on the 
service and the importance of a strong provincial base being sustained in this part of New 
Zealand.  

As an interim measure, a project was approved in 2015 to refurbish a wing of the NorthSide 
facility as an outpatient clinic for Medical Oncology.  Half the costs of the refurbishment are 
being generously met by the Radiation Therapy and Oncology Trust.  This planning work is 
being finalised currently. 

Aging Radiation Treatment equipment  

The Royal Australian and NZ College of Radiology views the following techniques as being 
essential for Australian and New Zealand patients:  

1. Image Guided Radiation Therapy (IGRT) 
2. Intensity Modulated Radiation Therapy (IMRT) 
3. Stereotactic Radiation Treatments (including SRS, SRT and SBRT/SABR) 
4. Advanced Imaging for Treatment Planning (4DCT, PET-CT, MRI) 
5. Brachytherapy  

RCTS patients have access to all of these techniques, although we are limited by the age of 
equipment in the efficiency with which we can deliver these treatments.  Brachytherapy is 
only provided in Wellington due to a national decision to limit the number of sites in which 
this treatment is offered, whereas we currently provide stereotactic treatments for CCDHB 
patients.   

While the technique and tools available within Radiation Therapy continue to evolve and 
change the literature clearly indicates the ongoing need for this treatment in the future 
necessitating continued investment in linear accelerators.   

The national Radiation Oncology National Linear Accelerator and Workforce Plan (2015) 
provided a nationally coordinated approach to radiation oncology capacity development.  
This piece of work predicted that Palmerston North will reach 95% capacity by 2015/16 and 
as a consequence need to consider investment in a new linac along with replacement of the 
fleet as needed.  While currently overtime is needed at some stage of most weeks to meet 
demand within timeframes, this is manageable with current resources and it is the view of 
the service that additional linacs could be deferred for some time yet.  What is important 
however is the opportunity to purchase new technology, through the replacement of 
outdated machines which means treatment times can be shortened and more patients 
treated within work hours.  The national predictions for linac investment, as outlined in the 
national plan, are shown below. 
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Region Centre 2014 2015 2016 2017 2018 2019 2020 2021 2022 
Northern ADHB    +1     +1 

ARO    +1      
Midland WDHB          

KKC          
Central MDHB   +1       

CCDHB   +1       
South Island CDHB     +1     

SGC          
SDHB          

Cumulative total NZ   +2 +4 +5    +6 
 

Key: Operational gains and tipping point activities required 

Within 95% of capacity 

Model suggests new linac may be needed 

Following the withdrawal of Siemens HealthCare from the Linear Accelerator market in 2012 
the RCTS also needs to form a new partnership for this equipment for the future.  This is a 
financially significant arrangement worth up to $20M and includes the linacs, planning 
workstations/software and information systems.  The replacement of the treatment system is 
the first step in this phased development.  It is valued at $1.2M and timetabled for 2017, 
following the installation of the CT scanner. 

A national procurement process has been completed but has focussed on individual 
equipment items rather than the system as a whole.  This is out of step with the previously 
successful procurement approach used by MDHB which focuses on end to end solutions. 
This approach minimises risks and simplifies what is a complex purchase with multiple 
variables in how services can be configured.  The national process has not excluded any DHB 
from engaging in further negotiations with vendors.  The oldest accelerator is 12 years of age, 
with the planning systems also approaching end of life.  The equipment remains functional 
but it is important that the RCTS continually looks to the future and it is timely to begin 
planning for the next linac suite and associated infrastructure /systems once the new CT is 
installed. 

Increasing lines of systemic treatment and retreatment 

Chemotherapy 

Previous work published by the New Zealand Treasury (2010) and the Cancer Control 
Council of New Zealand (2009) indicates that:  

• cancer care will continue to see pressures from volume growth due to population 
growth, an ageing population and increasing prevalence of cancer  

• there will be an increased number of cancer drugs and therapies being targeted to 
individual patients  

• new treatments are becoming available that will straddle traditional definitions of 
drugs and devices.  

Over the past decade, new treatment options have expanded care opportunities and 
increased rates of survival, while also making the system more complex and increasing 
workloads.  For example, between 2007/08 and 2010/11 the number of people receiving 
chemotherapy increased by 39%.  Yet, during this same time, cancer registrations increased 
by only 8%. 

The increasingly prolonged survivorship is in part due to the increasing efficacy and delivery 
of current treatments, in addition to new treatments becoming available and funded.   As a 
result, overall treatment duration and the number of lines of treatment are increasing which 
is not easily visible when simply looking at registration trends. 

This issue, and its impact on ongoing access to cancer treatment, is well accepted nationally 
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and internationally.  In response, the NZ Ministry of Health commissioned Cranleigh Health 
in 2011 to undertake a review of Medical Oncology Services which resulted in the New 
Models of Care for Medical Oncology or MOMOC report.   

The graph below is from the MOMOC report and predicts the number of patients starting 
chemotherapy, by regional cancer centre, 2010–2026.  This takes into account the multiple 
lines of treatment that will be offered and not simply the number of cancer registrations.   

 

 
 

To date the predication are on track which implies that within the next decade the 
requirements for access to day ward facilities to administer chemotherapy will almost 
double.  These estimates however do not include the recent announcement for melanoma 
patient with access to funded Nivolumab treatment.   

 

Stem Cell Transplantation 

The RCTS performs about 20-25 autologous stem cell transplants per year.  This number is 
rising due to the increasing incidence of the main diseases for which this treatment is used 
(lymphoma and myeloma), the acceptance that artificial age limits may not be appropriate 
with modern supportive care, and the failure of studies to show that modern chemotherapy 
drugs can replace the benefit of this form of therapy. 

 

Low intervention rates for Radiation Therapy 

Intervention rates measure the number of patients treated with a modality relative to the 
number of patients registered with a disease.  The literature on intervention rates in 
Radiation Oncology is extensive.  The Australians developed an evidence-based benchmark 
for radiotherapy intervention for different cancer types in 2003; not dissimilar to the tumour 
standard approach currently being implemented currently in NZ.  The recommended 
intervention rate was 52%.   

NRAG, the National Radiotherapy Advisory Group in the UK released a further model to 
determine appropriate rates of radiation treatment for each cancer site, including 
consideration of disease stage, performance status and patient choice in 2007.  A ten-year 
strategic plan published by the Northern Cancer Network in 2010 used this model and 
recommended a stepped approach to achieving 46% radiation treatment intervention rate 
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was needed, which is the rate calculated when English model is applied to New Zealand 
cancer registrations.   

The view of the NZ national advisory group for Radiation Oncology is that an intervention 
rate of 45% is accepted as reasonable; however it is for each region to determine the time 
frame over which it would/could support capacity growth to achieve this intervention rate 
from the current regional baseline rate.  The graph below shows the most recent 
intervention rates, based on 2015 activity across all 20 DHB’s.   

 

 
 

 

As can be seen there is a marked difference between utilisation for those DHBs with a cancer 
centre and those without, while no DHB reaches the international ideal of 50-52%.  
Intervention rates are primarily about accessing radiation therapy services, which requires 
the correct patient referral models, treatment centre proximity, affordability and the means 
to attend regular treatment sessions.   

In Australia a study by Barton, Gabriel and Delaney found there was a statistically significant 
reduction in radiotherapy access with longer road distance between patient residence and 
radiotherapy department. Patients were 10% less likely to receive radiotherapy for each 
additional 100km distance from the nearest radiation therapy centre2.  

Addressing the inequities in intervention rates will be a key driver for greater linac capacity 
in the future.  While the growth in cancer registrations is set to increase at a more modest 
pace, the gap in intervention rates is a magnitude of 5-15% in our region.   

This is a difficult scenario to plan for though as currently no one is ‘turned away’ for radiation 
therapy so it follows that the key drivers for low interventions rates sit outside of the service itself 
resulting referrals simply not occurring.  To address this means that investment is needed in 
overcoming the barriers of distance, particularly for patients who would benefit from palliative 
intervention, but also growing the linac fleet in a timely manner to meet the increased need.  

  

2 The effect of travel distance on radiotherapy utilization in NSW and ACT. Gabriel G1, Barton M1, Delaney GP1. Radiother Oncol. 2015 
Nov;117(2):386-9. doi:0.1016/j.radonc.2015.07.031. Epub 2015 Aug 
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Next steps for the future 

The RCTS would like to move forward on key projects to address immediate challenges.  
These projects are: 

• Replace the Siemens CT and refurbish the CT suite (the subject of this business case) 
• Refurbish the NorthSide facility and relocate the Medical Oncology clinic (being 

finalised currently) 
• Commence refurbishment of the day ward suite to increase day stay capacity and 

reduce inpatient demand for chemotherapy (following NorthSide refurbishment) 
• Complete the feasibility study for the development of a new cancer centre (indicative 

business case due March 2017) 
• Prepare a business case for the replacement of the treatment planning system (planned 

for November 2016) 
• Commence the development of a procurement strategy for the replacement of the linac 

fleet (planned for June 2017) 
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TO Quality and Excellence Advisory Committee  

  
FROM Muriel Hancock 

Director 
Patient Safety and Clinical Effectiveness 
 
Barry Keane 
Nurse Director 
Chair, Spiritual Care Advisory Group 

  
DATE 27 September 2016 

  
SUBJECT Transforming Spiritual Care Strategy 
 
 
1 PURPOSE 
 
To provide the Quality and Excellence Advisory Committee (QEAC) with the final draft of 
the Transforming Spiritual Care Strategy for information following endorsement by the 
Executive Leadership Team (ELT) in August 2016. 
 
 
2 SUMMARY 
 
The Addressing Spiritual Care in a Cancer Treatment Ward: A Quality Improvement 
Project, was undertaken in Ward 23 in 2015 with the objective of identifying what needed 
to change. A key theme in patient feedback was the desire “to have one’s essential being 
respected”. There is strong evidence that patients want to be treated holistically and to 
have good relationships with their clinician, which allows fears to be discussed. (Best et al, 
2014). One patient indicated that the fear he had of losing his hair because of treatment 
was spiritual in origin. He said having that respected helped him considerably. 
 
From a staff perspective, 81 percent said they were comfortable talking about spirituality 
before the project, however the level of discomfort experienced doing the spiritual care 
assessment was marked. Some found it hard in case it ‘opened a can of worms’. Others 
reported the process had made patients uncomfortable ‘some patients find it a very 
personal subject.’ Some staff suggested that talking about spirituality made them feel 
‘unprofessional and foolish.’ 
 
This has provided us with compelling rationale to develop this strategy along with 
continuing the work we have already progressed, some of which is described in the 
following paragraph. 
 
Four years ago small changes were made to chaplaincy/spiritual care with education 
sessions for staff on Spirituality in Healthcare. That same year, in 2012, a staff survey was 
undertaken demonstrating that work was required to change how we provide chaplaincy 
and spiritual care with this need subsequently being reinforced by the project on spiritual 
care referred to above. Compassion seminars were then added to the training schedule for 

 
 
 

MEMORANDUM 
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all staff. The establishment of a multidisciplinary Spiritual Care Advisory Group in 2014 
was a key milestone in supporting this work. The fulltime Ecumenical Chaplain role was 
re-developed into the Spiritual Care Coordinator role early in 2016. At the same time this 
Transforming Spiritual Care Strategy was developed in partnership with Interchurch 
Council for Hospital Chaplaincy (ICHC), the employers of chaplains in public hospitals. 
 
The Transforming Spiritual Care Strategy outlines the wider context for this work and the 
means by which we intend to change the feedback we receive in the future from the 
examples outlined in the first two paragraphs of this summary. 

 
 

3 RECOMMENDATION 
 
It is recommended: 
 
 that this report be received. 
 
 
4 BACKGROUND 

Since chaplaincy began in the public hospital system, Christian ministers have been the 
main providers of spiritual support. This situation has come under scrutiny due to 
changing demographics of our population and therefore different needs, changed 
expectations of our community including our staff, and the recognition that spiritual care 
and support are not included in everyday work alongside physical, emotional and cultural 
dimensions. While progress has already been made by introducing staff education, 
undertaking a pilot in Ward 23 regarding spiritual assessment and the establishment of a 
Spiritual Care Advisory Group more needs to be done. This strategy has the support of 
ICHC who will partner with us in the governance of the work programme. 

The table below demonstrates what we have now and what we want to achieve over the 
next three years. 
 

EXISTING  FUTURE 
Spirituality primarily captured 
within a Christian definition. 

 Spirituality will mean different things to 
different people, reflect multiple world views 
including Maori spirituality. 

Spiritual care as a function of 
chaplaincy. 

 Spirituality is integral to compassionate care. 

Idiosyncratic knowledge of 
spirituality. 

 Organisational understanding of spirituality. 

Spirituality omitted from 
assessment. 

 Spiritually intelligent assessments. 

Staff uncomfortable discussing 
spirituality. 

 Compassionate and respectful staff are able to 
confidently discuss spirituality as part of care. 

Patients seen primarily as injured 
or ill. 

 Patients viewed holistically. 

Spiritual care resources primarily 
supporting patients. 

 Spiritual care resources primarily supporting 
staff. 
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Hospital centric  District centric 
 
5 ALIGNMENT WITH MDHB STRATEGY 
 
This work aligns directly to MDHB’s strategy as shown below and our values, particularly 
being “compassionate” and “respectful”. 
 
The spiritual care strategy has been developed to help advance the goals of the MidCentral 
DHB.  
 
 
 
 
 
 
 

 
The following table identifies where the objectives in this strategy primarily contribute to 
the MidCentral DHB strategic imperatives. 
 
 

 STRATEGIC IMPERATIVES 

OBJECTIVES 
Quality 

By 
Design 

Connect 
& 

Transform 

Equity 
Of 

Outcomes 

Partner 
with people 
and whanau 

Create a cultural 
change through a 

renewed 
understanding of 

spirituality. 

    

To integrate spiritual 
care into practice.     

Enhance and 
strengthen 

partnerships. 
    

Develop a research 
programme to 

support and promote 
implementation. 

    
‘Get out of the block’ 

and implement 
district wide. 
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6 CONCLUSION 
 
The Transforming Spiritual Care Strategy will support our endeavours over the next three 
to five years to achieve the following vision: 
 

MDHB will strive to be recognised as a leader in the field of spiritual care within the 
New Zealand health sector through a renewed understanding of spirituality as an 
integral part of care. 

 

 
 
Muriel Hancock 
Director 
Patient Safety and Clinical Effectiveness 
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Kia ngātahi te waihoe 
Paddle as one 

 

Tahuri te kei o tō waka, whawhati ngaru 

Turn the front of the canoe into the waves 

and push through them 

 

Haere ki tua, papapounamu te moana 

Because past the waves the ocean is flat 

 

E topa, e rere ki uta 

And we will speed off into the distance 
 

 

 

 We are committed to the principles of partnership expressed in the Treaty of Waitangi. 

Implicit in the Transforming Spiritual Care Strategy, is a commitment to those principles, 

which impose upon Chaplains the need to have regard for the spiritual and cultural needs 

of Tikanga Maori. 
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2. BACKGROUND/CONTEXT 
 

Spirituality means different things to different people. It may include (a search for) one’s 
ultimate beliefs and values; a sense of meaning and a purpose in life; a sense of 

connectedness; identity and awareness; and for some people, religion. It may be understood at 
an individual or population level.  

(Egan et al., 2011) 

 

 

There is no universal definition of spirituality, for each of us understand, experience and express it 

differently. One common misunderstanding is to presume that a discussion about spirituality is a discussion 

about religion. Part of the reason for this is that much of the language of spirituality developed in religions. 

Religion may be defined as "an expression of spiritual belief through a framework of rituals, codes, and 

practices; the sense of otherness or a power being a deity or supreme being" (Speck, Higginson, & 

Addington-Hall, 2004). Many Māori observe strong traditional spiritual beliefs and practices ('wairuatanga') 

but may simultaneously identify with strong religious beliefs or hold eclectic spiritual beliefs. Religion is 

clearly spiritual in nature, but spirituality does not need to be religious. There are however some common 

elements that most people can probably agree on. 

 
Spiritual care is increasingly understood as part of best practice holistic care across many healthcare 

settings. Evidence suggests spiritual well-being is a dimension of overall well-being for many people 

(WHOQOL-SRPB Group, 2006). In the last 20 years there has been a steady growth of cross-disciplinary 

peer reviewed publications showing the value, importance and contribution of spirituality in health 

(Whitford & Olver, 2012; Williams, 2006), education (Fraser, 2004), business (Lips-Wiersma & Mills, 2002) 

and social work (Sullivan, 2009). Spirituality is increasingly understood as having an important impact on 

our health and well-being (Puchalski, 2012) and this evidence has informed policy, such as the Scottish 

National Health Service, who note "spiritual care in the NHS must be both inclusive and accepting of 

human difference" (NHS Education Scotland, 2009). 

 

Central to care provision is the model out of which healthcare professionals practice. Traditionally 

healthcare works from a biomedical model. However the biomedical model alone does not address the 

whole person with the disease; therefore, the World Health Organisation and George Engel developed the 

biophysical model of healthcare. (Rumbold, 2012) This was further expanded, particularly in 

hospice/palliative care and Māori and Pacific approaches, to include the spiritual domain.  

 

He Korowai Oranga, the New Zealand Māori Health Strategy 2014, acknowledges the need for continuing 

development of healthcare in New Zealand through the inclusion of Māori world view values and concepts. 

“Māori concepts of health are holistic in approach” (Hauora, 2002). Māori traditional healing is based on 

indigenous knowledge – it encompasses te ao Māori and a Māori view of being. Māori traditional healing 

practices include mirimiri (massage), rongoa (herbal remedies) and acknowledging te wairua (spiritual 
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In the 1970s the government agreed to share in funding the service to "regularise and fund professional 

pastoral care" in public hospitals "for adherents of all belief systems" (ICHC, 2015). After a range of 

organisational changes, chaplains are now employed by the Interchurch Council for Hospital Chaplaincy 

(ICHC) who contract with the Ministry of Health (MoH) and District Health Boards (DHBs) to place 

chaplains in 48 public hospitals. 

 

Chaplains have honorary staff status so that they can provide appropriate spiritual care to all who need it, 

whatever the patient’s religion, worldview or belief. Although chaplains sign the same confidentiality 

agreements as other staff, they are not permitted to read or write in notes and there is no clear protocol 

for chaplain visits. As a result, chaplains have developed a number of ways of navigating the territory. 

 

In the initial stages of spiritual care at Palmerston North Hospital, chaplains focused on visiting patients 

from their own denominations with openness to all. When cuts to funding were made around 2002, the 

model changed. A Roman Catholic chaplain visited mainly Roman Catholic patients and all other chaplains 

had an ecumenical focus. By 2011 there were three models in operation where chaplains: 

 Visited patients of particular denominations, eg: Roman Catholics. 

 Visited bed by bed to see if anyone would like to speak to them  

 Responded to requests from patients, family, whanau or staff to visit particular patients. 

 

Chaplains also offered funerals, weddings, baptism/christenings, religious rituals, blessings and/or rituals 

to mark life transitions. The first church service was held in 1948 and they were a regular feature until the 

end of 2012 when dwindling attendances made them unsustainable.  

The changing role of chaplaincy 

Staff support has always been part of chaplains’ contracted role; however, formal staff education was 

limited until chaplains started reviewing their role and introduced a Spirituality in Healthcare seminar in 

2012. The following table highlights recent, important events that are altering the chaplaincy landscape 

and, as such, are foundational to the development of this strategy. 

 

DATE EVENT/CHANGE 

Oct 2012 

The first Spirituality in Healthcare seminar held to try and improve staff 
understanding of this area and the chaplain’s role. Since then this has been run six 
times each year. In addition, innumerable presentations on the topic have been 
given at staff training days in a variety of areas including, palliative care training 
days, ward handovers, etc. 

Nov 2012

  

Palmerston North Hospital Chaplaincy survey of staff undertaken to get a better 
understanding of the confusion around spirituality in healthcare and the chaplain’s 
role.  

Jan 2014 Co-ordinating Chaplain invited to join the leadership team of the Patient Safety and 
Clinical Effectiveness Group. 

96



 

 

Transforming Spiritual Care 7 Thursday, 19 May 2016 

 

DATE EVENT/CHANGE 

May 2014 

Compassion seminar held for the first time in collaboration with a psychologist. This 
seminar recognises the issue of compassion fatigue and offers a supportive 
environment for staff to talk about the problem and provides strategies to cope in 
our challenging environment. The seminar has been run about six times a year since 
its inception and has been presented as a conference workshop and at a number of 
staff training opportunities. This year the tutors have piloted a series of four mini 
segments with the Emergency Department and Medical Assessment and Planning 
Unit.  

Dec 2014 

Inaugural meeting of the MidCentral District Health Board (MDHB) Spiritual Care 
Advisory Group was held. This multi-disciplinary group was formed as a result of the 
groundwork already done at Palmerston North Hospital. The intent was that it 
would, in partnership with ICHC, guide the improvement of the quality of spiritual 
care for patients, family/whanau and staff, add value to the existing chaplaincy 
service and develop new ways of working collaboratively to meet changing 
conditions. 

2015 Chaplaincy is included in the Hospital Advisory Committee reporting and on the allied 
and specialist referral form. 

Sept 2015 
Co-ordinating Chaplain involved in Partners in Care, a co-design project in 
collaboration with the Health Quality and Safety Commission. This ensured that 
spiritual care was involved at initial stages of co-design development at MDHB. 

Feb 2016 
Announcement of partnership to transform spiritual care at MDHB over a three year 
period. Co-ordinating Chaplain now employed by ICHC as Spiritual Care Co-
ordinator.  

Mar 2016 
Spiritual Care Co-ordinator part of the strategic imperative “Partnering with people, 
families and whanau” task force ensuring that spiritual care was associated with 
changing values, particularly compassion and respect.  

 

 

Throughout this change and development the chaplaincy team has continued to work in supportive and 

cooperative ways even although the change is unsettling and the future uncertain. 
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The Ward 23 Pilot 

As already discussed, considerable preparation work has already been completed. The pilot project, 

Addressing spiritual care in a cancer treatment ward: a quality improvement project was an important part 

of this work that tried to gauge the realities of incorporating spirituality into normal screening at 

admission. This pilot was initiated because a previous survey had suggested spiritual care was not well 

understood at MDHB and the chaplaincy team was experiencing difficulties in being accepted as part of the 

multi-disciplinary team. 

 

Key findings suggested that although 81 per cent of staff were initially confident about engaging with 

patients around spirituality many of them found the process challenging. Difficulties with language, role 

definition, time and knowledge, along with patient perceptions about chaplaincy were identified as barriers 

and complicated the project. Even so, 65 per cent of the patients screened considered themselves to be in 

some way spiritual and or religious. 

 

The recommendations from this project inform the tasks required for integrating spiritual care into 

practice. 

 

Role of this Strategy 

In the majority of situations, the actual outcomes delivered are a combination of following a strategic 

direction (deliberate strategy) and seizing opportunities and innovative ideas (emergent strategy) that 

present themselves.  This strategy sets out the direction to be followed but the SCAG recognises and 

encourages enhancement of the strategy through innovation.   

 

 

 

 Strategic PlanningDeliberate Strategy

Opportunities and Innovation

Emergent Strategy

  Actual
Strategy

x

yx
y
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3. GUIDING PRINCIPLES 
 

Wairuatanga can be viewed as being interrelated to everything and as a fundamental aspect of health 
and wellbeing. Values, beliefs and practices related to wairua are considered an essential cornerstone of 

Māori health and well-being. 

 (Moeke-Maxwell, 2012). 
 

 

In line with the global trend to expand the measure of health, well-being and quality of life beyond the 

traditional clinical and economic measures to include the spiritual dimension, the following principles 

(adapted Spiritual Health Australia) are seen as essential in underpinning the approach we take to the 

provision of care: our understanding of the factors that contribute to health wellbeing and quality of life: 
 Spirituality is a universal phenomenon. 

 Spirituality is one of the domains of holistic health care. 

 Spirituality is respectful of and responsive to diversity. 

 Spiritual care is integral to the provision of person-centred care. 

 Spirituality is integral to the provision of compassionate care. 

 Spiritual care is a shared responsibility. 

 Spiritual care requires a whole of system and whole of organisation approach. 

 

In addition, MDHB is committed to a patient-centric co-design model of care delivery and this includes 

spiritual care. In a health care context such as MDHB this approach also aligns with key organisational 

principles that include taking a co– design approach in all we do and ensuring an ethical framework is used 

to support ethical decision making in care provision.  

 

It is intended to implement this organisational strategy as a formal strategy, which is included in the 

Annual Plan and also to ensure it is integral to the MDHB Strategic Plan and Organisational Development 

Plan.  
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4. SOCIETAL CHANGE 
 

Spirituality can be considered as being essentially about primary relationships: people and their 
environment (land, mountains, sky, etc); people and other people in terms of justice and love (families, 
communities, nations, etc); people and their heritage (ancestry, culture, history, etc); and people and 
the numinous (that which is beyond the physical, transcendent, what some people refer to as God).  

 (Waldegrave, 2003). 

 

 

Since the end of World War II, adherence to institutional Christianity has been slowly waning in the 

western world. This is reflected in our hospital admission statistics, which show more and more inpatients 

are choosing not to identify with a religious tradition.  

 

Despite this our exploratory work shows that many people still consider themselves to have a spiritual 

and/or religious element to their lives. This is consistent with studies and experience around the world, 

particularly in Scotland, Australia, Canada and the United States where a broad based approach to 

spirituality in healthcare is well advanced. Whilst we are leading the field in New Zealand we have 

considerable work to do to catch up with our overseas colleagues. 

 

There are advantages to this as much work has already been done in the development of standards and 

frameworks for the provision of spiritual care. In particular we note the advancement of these by Spiritual 

Care Australia, Spiritual Health Victoria, Meaningful Ageing Australia and The Healthcare Chaplaincy 

Network in the United States. There is much quality work already completed that we can learn from and 

adapt for our situation.   

 

Although all this work has been done, there is still a considerable challenge to face in how we speak about 

this work in New Zealand when the traditional language of religion and spirituality has faded along with 

adherence to Christianity. New ways to speak of the essence of a person’s life and how they make 

meaning are part of this challenge. Equally daunting is the task of helping people themselves express what 

matters to them in a spiritual sense, now that particular religious language has been lost.  

 

Last but definitely not least is the task of engaging in conversation about spirituality that can sometimes 

be something of an art form, with colleagues who see healthcare through a scientific lens.  
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5. THE STRATEGY 
 

Spirituality is the aspect of humanity that refers to the way individuals seek and express meaning and 
purpose and the way they experience their connectedness to the moment, to self, to others, to nature, 

and to the significant or sacred. 

(Puchalski, et al., 2009). 

Vision 

Over the next three to five years we will strive to achieve the following vision: 

MDHB will strive to be recognised as a leader in the field of spiritual care within the New Zealand 

health sector through a renewed understanding of spirituality as an integral part of care. 

The table below shows in high level terms some of the key differences between what exists and what 

success will look like. 

 

EXISTING  FUTURE 

Spirituality primarily captured within a 
Christian definition 

 Spirituality will mean different things to different 
people, reflect multiple world views including Maori 
spirituality  

Spiritual care as a function of chaplaincy  Spirituality is integral to compassionate care 

Idiosyncratic knowledge of spirituality    Organisational understanding of spirituality 

Spirituality omitted from assessment  Spiritually intelligent assessments 

Staff uncomfortable discussing 
spirituality 

 Compassionate and respectful staff are able to 
confidently discuss spirituality as part of  care 

Patients seen primarily as injured or ill  Patients viewed holistically 

Spiritual care resources primarily 
supporting patients 

 Spiritual care resources primarily supporting staff 

Hospital centric  District centric 

Objectives 

The key objectives for achieving the mission are: 

1. Create a cultural change through a renewed understanding of spirituality as an integral part of 

healthcare. 

2. To integrate spiritual care into practice. 

3. Enhance and strengthen partnerships. 

4. Develop a research programme to support and promote implementation. 

5. ‘Get out of the block’ and implement district wide. 
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The next objective is to form a group of academic researchers interested in following this project through 

and helping us form pilots that can be properly set up, assessed and learnt from. Interest has been shown 

and discussions are underway to ensure a range of researchers can assist us. 

 

Key tasks to achieve this objective: 

6. Develop a partnership with an appropriate academic facility to undertake further research into 

identifying patient spiritual care need(s). 

‘Get out of the block’ and implement district wide 

The vast majority of health care interactions are conducted in primary care settings. In order to achieve 

the vision of this strategy a coordinated effort, working with a wide range of primary care people and 

organisations, will be essential. It is, however, recognised that first a track record of success needs to be 

developed within MCH in order to provide both experience and credibility. This objective therefore is reliant 

on the successful delivery of this strategy within the MCH environment which is in itself, a challenging 

mission. 

 

Key tasks to achieve this objective: 

7. Incorporate the lessons learned from the work within MCH and develop or extend the spiritual 

care programme to encompass a district wide view. 

Time Frames 

The following diagram provides a high-level overview of the anticipated time frames. 

 

Q1 2016 

PREPARATION 

2016-17 

IMPLEMENTATION 

COMMENCES 

2017-19 

MEDIUM/LONG TERM 

Strategy 
Acceptance 

    

Current organisational 
culture 

  

Spiritual care programme   

Cultural change programme 
development 

Implementation  

 Research programme  

 
    

   District expansion 

 

  

 

Stakeholder engagement 

Integration of spiritual care into MCH practice 

District wide view 
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