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MIDCENTRAL DISTRICT HEALTH BOARD
Quality & Excellence Advisory Committee Meeting
19 July 2016
Part 1

Order
1.

APOLOGIES

Duncan Scott
2.

LATE ITEMS

3.

CONFLICT AND/OR REGISTER OF INTERESTS UPDATE

3.1.

Amendments to the Register of Interests

3.2.

Declaration of conflicts in relation to today's business

4.

MINUTES
Pages:
Documentation:
Recommendation:

4.1.

5 - 12
minutes of 7 June 2016
that the minutes of the previous meeting held on 7 June
2016 be confirmed as a true and correct record.

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

5.

MATTERS ARISING FROM THE MINUTES
To consider any matters arising from the minutes of the meeting held on 7 June
2016 for which specific items do not appear on the agenda or in management
reports.

6.

2015/16 WORK PROGRAMME
Pages:
Documentation:
Recommendation:

13 - 18
Chief Executive Officer’s report dated 11 July 2016
that the updated work programme for 2015/16 be noted.

3
7.

STRATEGIC PLANNING

7.1.

Annual Plan update: Patient Safety and Clinical Effectiveness
Pages:
Documentation:
Recommendation:

7.2.

Workforce strategy: Six monthly update
Pages:
Documentation:
Recommendation:

7.3.

Recommendation:

Recommendation:

105 - 111
Report from the Chair, MidCentral Health Clinical Board
dated 4 July 2016
that this report be received

Maternity Review update
Pages:
Documentation:
Recommendation:

7.6.

93 - 104
Report from the Manager, Human Resources and
Organisational Development dated 27 June 2016
that this report be received.

Clinical Board Annual Report 2015/16
Pages:
Documentation:

7.5.

77 - 92
Report from the Manager, Human Resources and
Organisational Development dated 28 June 2016
that this report be received
that the Committee provide feedback on the revised
format for workforce statistics.

Annual leave plan - update on progress
Pages:
Documentation:

7.4.

19 - 76
Report from the Director, Patient Safety & Clinical
Effectiveness dated 4 July 2016
that this report be received

112 - 120
Report from the General Manager, Clinical Services and
Transformation dated 8 July 2016
that the report be received

Renal Services Plan 2016
Pages:
Documentation:
Recommendation:

121 - 268
Report from the General Manager, Strategy, Planning and
Performance dated 8 July 2016
that this report be received
that the Renal Plan is agreed in principle and that an
implementation plan now be prepared to achieve the
recommended changes.
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7.7.

Terms of Reference
Pages:
Documentation:
Recommendation:

269 - 272
Report from the Chairman dated 30 June 2016
that the Committee’s terms of reference be noted,
including the scheduled 12 month review of these.

8.

OPERATIONAL REPORTS

8.1.

MCH Operations Report - May 2016
Pages:
Documentation:
Recommendation:

9.

273 - 320
Report from the General Manager, Clinical Services and
Transformation dated 8 July 2016
that this report be received.

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

10.

DATE OF NEXT MEETING
30 August 2016

11.

EXCLUSION OF PUBLIC
Recommendation:

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

Item
“In Committee” minutes of the
previous meeting
Operations Report:
 Potential Serious Adverse Events
and Complaints
Digital Hospital Operations
Centre Project Business Case June
2016

Reason
For reasons stated in the
previous agenda

Reference

To protect personal privacy

9(2)(a)

Commercial in confidence

9(2)(j)
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MidCentral District Health Board
Minutes of the Hospital Advisory Committee meeting held on 7 June 2016
commencing at 8.45 am in the Boardroom, MidCentral District Health Board

PRESENT
Barbara Robson (Chair)
Lindsay Burnell
Kate Joblin
Karen Naylor

Phil Sunderland
Dennis Emery
Duncan Scott
Cynric Temple-Camp

In attendance
Kathryn Cook, CEO
Mike Grant, General Manager, Clinical Services and Transformation
Carolyn Donaldson, Committee Secretary
Chris Nolan, Service Director, Mental Health & Addiction Service, (part meeting)
Chris Simpson, Service Manager, Surgical Sub Specialties (part meeting)
Cushla Lucas, Service Manager, RCTS and Breast Screen Coast to Coast (part meeting)
Darren Horsley, Manager Risk & Emergency Planning
Diane Hirst, Charge Midwife/ Clinical Lead, Maternity Services (part meeting)
Greig Russell, Medical Administration Trainee
Jan Dewar, Nurse Director (part meeting)
Janine Hearn, General Manager, People & Culture
John Manderson, Manager, Manager, Data Quality & Health Information
Judy Boxall, Service Manager, Child & Adolescent Services (part meeting)
Lyn Horgan, Operations Director, Hospital Services
Maggie Oulaghan, Business Manager (part meeting)
Michele Coghlan, Acting Executive Director Nursing & Midwifery
Neil Wanden, General Manager, Finance & Corporate Support
Nicholas Glubb, Operations Director, Specialist Community & Regional Services
Sarah Donnelly, Service Manager, Adult Inpatient Services (part meeting)
Syed Ahmer, Clinical Director, Mental Health & Addiction Service, (part meeting)
Vivienne Ayres, Manager, DHB Planning and Accountability.
Communications (1)
Media
Public (4)
The Chairman welcomed Janine Hearn, General Manager, People & Culture to the meeting.

1.

APOLOGIES

There were no apologies.
2.

LATE ITEMS

There were no late items.
3.

CONFLICT AND/OR REGISTER OF INTERESTS

3.1

Amendments to the register of interests

There were no amendments.
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3.2

Declaration of conflicts in relation to today’s business

Karen Naylor declared a conflict in relation to item 7.2, Maternity Review update in terms of
her role in the women’s health service.
Barbara Robson declared a conflict in relation to the Maternity Clinical Information System
in item 7.2, Maternity Review update, in terms of her membership as a consumer
representative on the Maternity Information Systems Programme Steering Group.
4.

MINUTES

It was recommended
that the minutes of the meeting held on 26 April 2016 be confirmed as a true and
correct record, subject to amending the 3rd sentence of the 4th paragraph, 3rd page to
read: “Waitemata DHB (maternity services) did manage pregnant women with
gestational diabetes well. They do not manage women with pre-existing diabetes, and
MDHB had received an offer to meet with them in May.”
4.1

Recommendations to Board

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

MATTERS ARISING FROM THE MINUTES

There were no matters arising from the minutes.
6.

WORK PROGRAMME

MDHB’s budgeting process was being finalised following advice and further information
received from the national Budget announcement relating to some additional funding.
Memorandum of Understand with Whanganui DHB re Maternity Services - It was noted
that members of both MidCentral and Whanganui DHBs’ management team had visited
Canterbury and West Coast DHBs to look at the alliance they had put in place and to see
what could be learnt from their experience.
It was recommended
that the updated work programme for 2015/16 be noted.
7.

STRATEGIC PLANNING

7.1

Secondary Care update – June 1016

The General Manager Clinical Services and Transformation and Operations Directors MCH,
spoke to this paper. Members congratulated staff on the paper saying it provided a lot of
information in an easy to read and understandable format.
Winter Warrants of Fitness letters
Management were asked given that there had been a noticeable reduction in presentations as
a result of reminding people to have pre-winter checks, did this directly relate to the patients
presenting to their GP for their Winter Warrant of Fitness. Management advised they would
have to get this information from primary health.
Friends of ED
Management confirmed this group is still working, and was organised through the St John
ambulance organisation.
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Ambulatory Care Project
Management confirmed feedback had been mainly positive, although some people found it
difficult navigating around the hospital, so there was some work underway to improve
signage.
Sleep Services
Management said they were not surprised at the large number of patients assessed in the
pilot who were referred to the secondary service for follow up.
Theatre Capacity
Management advised theatres had worked outside the usual Monday to Friday timeframe in
the past, but working outside the usual hours did depend on whether or not clinicians were
available and willing to do that. It was one of the options being considered in relation to
doing the additional elective volumes required for next year.
National Prioritisation Tool
These tools are being implemented as they are agreed across the country. They would be
reviewed by the appropriate Colleges. All data was collected nationally and scores and use of
data were audited. The Colleges would then make any changes as appropriate.
Bowel Screening Programme
MDHB was in the third cohort to implement this programme, around 2019. MDHB has to
complete a significant questionnaire and send it back to the Ministry around our readiness
for the programme.
Regional Telestroke Pilot
It was noted that the former telestroke initiative with Scotland had been very successful,
although it had involved only small numbers. In terms of the current regional telestroke
pilot, communication was not a problem. Clinicians carried a communication device that
used a secure service.
Diabetes Partnership Framework and Diabetes Model of Care
Management explained a lot of work had been done over the last 24/36 months on diabetes
relationships. A diabetes partnership framework had been developed which would support a
model of care being designed for the district. It was noted that MidCentral would be visiting
Hawke’s Bay DHB to learn about their model of care.
Work was also being done by MCH on what specialist diabetes services would look like. The
report outlining the results of the gap analysis, due at the Ministry in June, would be
provided to the committee in due course.
Care Capacity Demand Management
Management confirmed this programme was adequately resourced, advising an appointment
had recently been made to the coordinator position.
CT Replacement and Linear Accelerator Procurement Planning
It was noted that the Ministry was still evaluating the new intraoperative breast radiation
treatment, which was currently privately provided in Auckland. This information, once
available, along with other information around changes to practice and treatment modalities
would be factored into planning for the Linear Accelerator replacement. The level of
investment by MCH into cancer services was significant, and would need careful
environmental scanning.
Communication with terminally ill patients and their families
Management were asked to ensure their staff were more considerate when informing
patients and their families of either an inoperable or terminal illness. Feedback received
recently indicated this news was sometimes delivered too quickly. Members were advised to
inform either the CEO or General Manager, Clinical Services and Transformation of such
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situations so they could follow up on them. Members were also reminded of the complaints
process.
Child & Adolescent Oral Health
Arrears – Management advised the base line for arrears had been around 3,000 for some
time. MCH’s arrears for April 2016 were 4,000, with some of this increase being due to large
school populations becoming due in the last two months (2077 arrears). The new Titanium
system (electronic oral health record system) should bring efficiencies and improvements in
the number of children seen, and help reduce the figures. Management agreed that revised
internal targets will be set in response to the Titanium implementation.
A member asked how many children were being referred to the hospital dental service, as
there was no visibility in reporting those figures, eg what were the trends like for treatment
under general anaesthetic. Management said they could provide this information.
Human Papillomavirus Immunisation (HPI) Programme
Management undertook to provide an update on Gardasil and vaccinations for boys.
Trends
The Board Chairman said this was an incredible report, showing how busy MCH was and the
magnitude of work being undertaken. However he wondered if there were any high level
trends that members should be thinking about as a result of all that work. The CEO and
General Manager Clinical Services and Transformation advised there were two dimensions
that would require more feasibility work. The first related to consumer feedback of services
like renal and maybe diabetes. The second one was around capital requirements going
forward. These aspects ran through the report but there was not a lot of information around
what to expect or any financial impact etc, so they were concerns members should be aware
of.
A member asked if two additions could be made to the glossary: Arohanui Hospice (AH) and
Manawhenua Hauora (MH).
It was recommended
that this report be received.
7.2

Maternity Review update

The conflicts of interest for Karen Naylor and Barbara Robson were noted. As agreed at
previous meetings, this did not need any action on the part of the committee.
The report was introduced by the General Manager Clinical Services and Transformation and
the Clinical Lead, Maternity Services.
Maternal Mental Health
Information on this service was contained in the Regional Service Plan report. The
Committee Chair felt it was important for members to keep an eye on these statistics for the
district, and wondered if the information could be provided to HAC from time to time.
Team Building
Two very successful days were spent on leadership team building, involving the Women’s
health senior medical staff, senior gynaecology nurses, charge and associate charge midwives
(ACMs).
Maternity Clinical Information System
Management advised there was no alternative maternity clinical information system other
than a paper based system, which was too out dated, so the electronic system had to be made
to work.
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LMCs
A member asked if management were confident there would be improved staff relationships
including the LMCs. The Clinical Lead, Maternity Services advised this was still a work in
progress, but she thought by the end of the process, every LMC would be involved. Changes
have been made to some processes, eg the associate charge nurse is now advised when
women come in, assisting the ACMs to support the LMC and be aware of the possibility for a
transfer of care. LMCs should be able to make it known if they were uncomfortable with
anything.
Opportunities for service improvement training for staff were discussed. The length of the
improvement advisor training, (9 month course), meant not many people would be able to
undertake it, but there would be other opportunities for staff to attend a shorter sharp
training on service improvement.
Quality and Risk Dashboard
Management advised at the appropriate time, the current work programme would be closed
by way of a workshop. At that point, members would be able to advise what continuing
reporting was required.
It was recommended
that this report be received.
7.3

Mental Health Report

The Service Director, Mental Health & Addiction Service (MHAS) spoke to this report,
outlining highlights to date.
Community Mental Health Teams
Management advised the initial focus had to be the inpatient unit. However a core part of the
strategic development was community development. There was also a strong focus on the
rural teams, and staff were working hard to ensure there was a sustainable model of care. A
lot of work was still required in terms of engaging with the community.
The Committee Chair said she would like to have a workshop around the day to day business
for the community health teams, so members better understood them. Members agreed with
this suggestion.
The Service Director MHAS advised the Ministry had reported on a significant increase in
people accessing mental health services. Creating a network of providers across the
community would be one of the challenges over the next twelve months, so as to ensure the
MHAS was no longer the default service.
Ombudsman Report
Apart from the facility recommendations which will require significant investment, all of the
recommendations on Ward 21 from the Ombudsman Report have been completed, and the
STAR1 recommendations will be completed within three months. The Service Director said
the structure of the report was designed to provide background information about the
demographic profile of a community and then to consider the resource level to describe an
intervention rate. It identified the background need, and then what was being done about it.
Clinical and Financial Viability
The mental health traffic light report has an additional item which notes the service has
ongoing work to move the service to achieve clinical and financial viability. This item refers
to the mental health work plan to achieve transformational change to overall viability and is
not driven by the organisational financial position. A significant investment and resource has
been put into mental health services in relation to the review.
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Erica Hume Review Recommendations
Memorandum of Understanding
It was noted these documents were reviewed annually.
- Auditing
Management advised that if audit non compliance continued in respect of audit actions, it
would lead to performance management. The service was creating a sustainable system that
was not dependent on an individual. Auditing would be a standard function.
- Collaborative Note Taking
This was not completed yet. There would be more involvement now that the consumer
advisor had been appointed. The Family Advisor and Consumer Advisor were to lead a
project around this issue and ensure improvements were made.
In the new assessment documents there was a separate section saying Discussion with
Family, so changes were happening. Progress now had to be made on family involvement.
It was recommended
that this report be received.
7.4

Renal Plan for MidCentral DHB

A member stated that transplantation rather than dialysis was the best outcome for renal
patients.
The General Manager, Clinical Services and Transformation advised members the current
renal plan report was written prior to a visit to MDHB by the national lead for
transplant/Nephrologist. His visit would be a feature of the next renal update.
Management advised clinicians were rethinking the current model of care for the service, as
it was in need of revising. Management clarified that for a considerable number of years,
there had only been one nephrologist at MCH supported by a locum from time to time. There
were now three nephrologists at MCH.
It was recommended
that this report be received.
7.5

Non-financial Monitoring Framework and Performance Measures –
Report for Quarter 3, 2015/16

Smoking in Pregnancy
It was noted that MDHB was below the target for this initiative.
Acute Stroke Service
This was a work in progress, and a priority area of focus at both regional and local levels.
Management explained for members that the target for the thrombolysis measure was set as
a realistic percentage to expect for the whole population. The impending telestroke service
would maximise the service for patients.
It was recommended
that this report be received.
7.6

Regional Services Plan Implementation update – Quarter 3, 2015/16

It was recommended
that this report be received.
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8.

OPERATIONAL REPORTS

8.1

Provider Division Operating Report - April 2016

2016/17 Budget
A member asked management if they were feeling confident about next year’s budget.
Management advised late advice had been received in relation to some additional funding for
next year, which would be factored into the budget process. Management would then move
on to the capital planning process. However, it was acknowledged that there would be
financial pressure next year. The member then suggested that when major reports were
presented to the committee, eg the women’s health report, that a part of the report addressed
financial considerations.
Kate Joblin and Phil Sunderland left the meeting.
Measles Outbreak
It was recommended that thanks be conveyed to the Board’s Medical Officer of Health in
relation to the work done during this outbreak.
Retirements
It was suggested letters of thanks also be sent to the retiring senior clinicians who had
worked at Palmerston North Hospital for many years.
Closed Circuit Television
The Committee Chair asked that when the MDHB security policy was finalised, it should
ensure that people had access, if required, to footage covering their issue, and that the tapes
were not over-written too quickly.
It was recommended
that this report be received.
9.

LATE ITEMS

There were no late items.
10.

DATE OF NEXT MEETING

19 July 2016
11.

EXCLUSION OF PUBLIC

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

Reason

Reference

“In Committee” minutes of the previous
meeting
Operations Report:
: Potential Serious Adverse Events
and Complaints

For reasons stated in the previous
agenda
To protect personal privacy

9(2)(a)

Contracts update
Elective Services Funding and Price

Subject of negotiation
Subject of negotiation

9(2)(j)
9(2)(j)
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Volume Schedule update

13
TO
FROM

Quality & Excellence Advisory Committee
Chief Executive Officer

DATE 11 July 2016
SUBJECT

1.

2015/16 Work Programme

MEMORANDUM

PURPOSE

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

SUMMARY

This is the final update against the 2015/16 work programme. It has been largely achieved.
There were a number of business cases scheduled which have not yet been presented to the
Committee. This will occur as the DHB’s financial position settles and we have more certainty
about our future financial pathway. The 2016/17 price:volume schedule will not be available
until next meeting.
With the restructuring of the Board’s committees, the reporting framework is to be reviewed
and a workshop has been scheduled for August accordingly. The Committee’s 2016/17 work
programme will then be put in place. Meanwhile, regular reporting will continue.
Set out below is a summary of the reports provided to the Hospital Advisory Committee. This
includes reports provided to the Committee at its last meeting, its current meeting, and those
scheduled for its next meeting.
Reporting
Category
2016/17 Annual
Plan Development
Monitoring Annual
(AP) & Regional
(RSP) Plan
Implementation

Sub-regional work
- centralAlliance
Service planning

Last Meeting
• Update re elective
services funding & price
volume schedule
• 2015/16 RSP
implementation –
update 4
• 2015/16 AP – update 2
re secondary care
initiatives
•
• Maternity review
• 2015/16 AP – update 2
(as above. Includes cA
initiatives)
• Mental health service

Current Meeting

Next Meeting
• 2016/17 price:volume schedule

• 2015/16 AP – update 2
re workforce
• 2015/16 AP – update 2
re quality
• 2015/16 AP – update
re Palmerston North
Hospital site
reconfiguration
• Maternity review,
including update re
MoU for maternity

• Memorandum of
understanding with Whanganui
DHB re maternity services

• Renal report and

• Organ donation submission
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update 4
• Renal report update
• Non-financial
performance measures
for quarter ended March
2016
• General Manager’s
report - April results
• Contracts update

Quality

Operational
Matters

Governance
Reporting

• Work programme
update

recommendation

• Analysis of ED increased
throughput
• Non-financial performance
measures, quarter ended 30
June 2016

• Annual report from
MCH’s Clinical Board
• General Manager’s
report – May/June
results
• Annual leave update
• Hospital operations
centre business case
• Terms of reference
• Work programme
update

• Indicative business case for
regional cancer centre building
• Business cases –Ward 21
facilities and others as
appropriate
• Contracts
• Work programme update

Committee commitments through until the August 2016 are set out below:

Date

Time

0800

0900

Jul 19th

1000

1100

1200

1300

1400

3.

1600

1700

Q&EC

2016/17 reporting
framework workshop

Aug 9th

Aug 30th

1500

Combined meeting of
Q&EC & HCAC

Q&EC

RECOMMENDATION

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

Kathryn Cook
Chief Executive Officer

ID

Task Name
1

2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36

2015

HAC WORK PROGRAMME 2015/16

Jun

Jul

Aug

Sep

Oct

STRATEGIC ISSUES
Regional Services Plan
2015/16 Implementation
Update 1
Update 2
Update 3
Update 4
2016/17 RSP Development
Approach & timeline
Draft 1
Annual Plan
2016/17 AP Development
Assumptions - hospital related
Assumptions - hospital related
Price volume schedule (draft)
Price volume schedule 2016/17
Planning workshop
Draft AP
2015/16 AP Implementation
Secondary care initiatives, inc centralAlliance: update 1
Secondary care initiatives, inc centralAlliance: update 2
Quality (inc customer satisfaction & clinical governance
indicators): update 1
Quality (inc customer satisfaction & clinical governance
indicators): update 2
Workforce: update 1
Workforce: update 2
PNH Site Reconfiguration
Update 1
Update 2
Update 3
Update 4
Update 5
Mental Health Service Reconfiguration
Update 1 (inc progress Phase 1 recommendations,
consumer engagement)
Info re CCTV policies, clinicial governance structure
Facilities upgrade report, including clarification of bed
nos

2015/16 HAC Work Programme, Tue 12-07-16
Page 1

Nov

Dec

2016
Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

15

Sep

Oct

ID
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60
61
62
63
64
65
66
67
68
69

Task Name

2015
Update 2 (inc how phase 2 to be implemented)
Update 3 (inc key themes from Nov workshop, and,
more info re recommendations 4+5 EH longitudinal
review)
Update 4 (inc H&S legislation impact on CCTV policies)
Use of CCTV (inc storage of tapes following an incident)

Jun

Jul

Aug

Sep

Oct

Workshp re scorecard/benchmarking
Workshop, presentation or briefing re day to day
business of community mental health teams (for
members' understanding)
Non-financial Performance Indicators
2014/15, Quarter 4
2015/16, Quarter 1
2015/16, Quarter 2
2015/16, Quarter 3
2015/16, Quarter 4
Information Only
Primary care initiatives: update 1
Primary care initiatives: update 2
centralAlliance Strategic Plan
Update 1
Update 2
Update 3
Update 4
Major Projects 14/15 Annual Plan
Regional Women's Health Service Update 1 (including
cancer sub-specialty workstreams)
RHWS future reporting arrangements (post evaluation Hospital Audit) - NOW JUNE 16
Business Cases
Linear accelerators
Indicative case for regional cancer centre building
Hospital operations centre It system
Titanium (oral health) business case
Titanium (oral health) business case: outcome of ELT
decision
Public and sexual health electronic health record
eReferrals business case
ePrescribing business case
eAdministration business case

2015/16 HAC Work Programme, Tue 12-07-16
Page 2

Nov

Dec

2016
Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

16

Sep

Oct

ID
70
71
72
73
74
75
76
77
78
79
80
81
82
83
84
85
86
87
88
89
90
91
92
93
94
95
96
97
98
99
100
101
102
103

Task Name

2015

Business case for Ward 21
OPERATIONAL REPORTS
General Manager's Report [inc health targets, ESPIs &
Non-ESPIs, and mental health updates (alternate
meetings)]
Report 1 (results for May/June)
Report 2 (results for July)
Report 3 (results for August)
Report 4 (results for Sep/Oct)
Report 5 (results for Nov/Dec)
Report 6 (results for Jan/Feb)
Report 7 (results for March)
Report 8 (results for April)
Report 9 (results for May/June)
Pre-winter check reminders by hospital staff: impact on GP
requests for these
Specialist diabetes services report, inc gap analysis
Trends/stats re children referred to hospital dental services,
eg those requiring surgery under anaesthetic
Sugar Sweetened Beverages: outcome of MCH's challenge to
other businesses to go sugar-free
Confirmation re incidence of food contamination (as per HB)

Jun

Jul

Aug

Sep

Oct

Annual Leave Plan
Annual leave update
Annual leave update
CCDM progress report
Annual maternity & maternity quality & safety report
Women's health (inc RCA recommendation & implementation
progress)
Zika Virus Update
Update re Renal project
Renal report and recommendation
MDHB's submission on organ donation
Analysis of ED increased throughput
Contract Updates (>$250k)
Update 1
Update 2
Update 3
Update 4
Quality

2015/16 HAC Work Programme, Tue 12-07-16
Page 3

Nov

Dec

2016
Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

17

Sep

Oct

ID
104
105
106
107
108
109
110
111
112
113
114
115
116
117
118
119

Task Name

2015

Annual report from MCH Clinical Board
Annual report from MCH Clinical Board
Maternity's Services
Update 1, including RCAs
Update 2 (in DNW information)
Update 3
MoU with WDHB re maternity services
GOVERNANCE
HAC terms of reference review
CARRIED FORWARD FROM 2014/15
2014/15 Quality update 2
2014/15 Workforce update 2
ED triage room/reception business case
WORKSHOPS
Mental Health - continuation from Nov workshop
Women's Health

Jun

Jul

Aug

Sep

Oct

2015/16 HAC Work Programme, Tue 12-07-16
Page 4

Nov

Dec

2016
Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

18

Sep

Oct
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TO Quality & Excellence Advisory Committee
FROM Muriel Hancock

Director
Patient Safety and Clinical Effectiveness

DATE
SUBJECT

1.

4 July 2016

MEMORANDUM

Annual Plan Update
Patient Safety and Clinical Effectiveness

PURPOSE

The purpose of this report is to provide a second update on what has been achieved
against the 2015/16 Annual Plan (AP) initiatives for Patient Safety and Clinical
Effectiveness (attached as Appendix 1).
The report includes results of the inpatient experience surveys. Also included is an
overview of various programmes of work in progress within and beyond Patient Safety
and Clinical Effectiveness, including a wide range of improvement initiatives. It is for
the Quality & Excellence Advisory Committee’s (QEAF) information and does not
require a decision.
2.

SUMMARY

Work has been progressed to develop the Spiritual Care Advisory Group workplan and
strategy to ensure that we are able to be transformative in terms of spiritual care and
also align with the values and change processes underway at MidCentral District Health
Board (MDHB). This strategy and plan will guide us through the transformation
process over the next three years in partnership with the Interchurch Council for
Hospital Chaplaincy (ICHC). The strategy and workplan will be available and in
progress by the end of July.
Good progress is being made with enhancing the SharePoint site for document control
with a survey of users being undertaken and feedback from that leading to a number of
planned changes. Overdue documents have decreased from 26 per cent to 23 per cent of
the total documents overdue. A number of services have been working on a process for
managing their overdue documents and a steady stream of updates have been
forwarded to document control for processing. We anticipate that this percentage will
continue to fall over the coming months.
Implementation of the quality module, which is the final module of Riskman, has
commenced. There was to be an upgrade to all Riskman modules in July 2015 however
this was delayed due to errors in the software. The upgrade occurred in February 2016.
This delay subsequently delayed progress on the quality module. The configuration
requirements of the quality module have been sent to Riskman Australia for a quote and
timeframe for it to be delivered to the model site for testing. It is now anticipated that
implementation will occur in August 2016.
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The Health Quality and Safety Commission (HQSC) offered us the opportunity to work
in partnership with them to pilot a new way of delivering the Partners in Care
Programme to District Health Boards (DHB). Previously this programme had been
offered in centralised locations requiring staff and consumers from District Health
Boards (DHBs) to travel away to undertake the programme.
Partners in Care is generally referred to as Co-design. Co-design is about designing
solutions with our patients/whanau at every step of the way, right from the initial
concept to implementation and not considering it as another model, but as the best and
only way of working that ensures we deliver the right solutions.
Four teams have worked since October 2015, following a two day on site workshop, with
a focus on; Emergency Department Rescue; the Journey from the Front Door to
Treating Clinician, Spiritual Care at End of Life for Refugee Communities, Severe
Nausea and Vomiting in Early Pregnancy and Medication on Discharge. Whilst the
formal programme is complete each team continues to work on final identification of
improvements and the implementation process. A summary of each case study is
included in this report.
The total incidents for this six month period decreased with 1,994 compared to 2,582 in
the previous period. This reduction is primarily as a result of less conduct/behaviour/
abuse incidents due to changes in case mix during this reporting period.
All incidents are assessed against the Severity Assessment Code (SAC) rating. SAC
ratings range from one to four, with one being the most serious. All events at SAC 1 and
2 levels will have detailed time lined action plans when recommendations are made as a
result of any review or investigation. SAC 3 and 4 rated incidents are assessed to
identify future potential risk and trends.
We are continuing to achieve our target of 80 per cent of prioritised patients receiving
medication reconciliation. The implementation of stage two of the clinical portal will
include an electronic medication reconciliation module, with process measures relating
to this already developed by the HQSC. A timeframe for moving to stage two of the
clinical portal is not yet confirmed however when this occurs we will be able to expand
medication reconciliation to a wider group of patients.
We continue to participate in the HQSC lead “Open for Better Care” campaign which
focuses on reducing harm to patients. The campaign branding “Open for Better Care”
provides opportunities for strengthening the patient safety work already in progress,
while at the same time learning from others about new initiatives that reduce harm to
patients. In January 2016 the campaign moved to addressing issues of leadership and
capability with regard to patient safety, in particular looking at patient safety
competencies, professional development and clinical governance etc.
The surgical safety checklist has changed to a teamwork and communication tool rather
than the paper based checklist previously used. The previous Quality and Safety Marker
(QSM) has been retired. Data will be reported quarterly as part of the national QSM
reporting with the first quarter being July to September 2016 reported in December
2016.
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The new QSM is defined as:
•

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.

We are continuing to make improvements in our work related to falls injury reduction.
We achieved 93 and 95 percent respectively against the target of 90 per cent for older
people having a falls risk assessment, and 99 and 95 per cent respectively against the
target of 90 percent for those older people assessed as being at risk of falling having an
individualised care plan in place. The HQSC continues to report an ongoing reduction
in harm from falls and notes a potential $2.1 million saving to DHBs from this
reduction.
Hand hygiene results for the last two audit periods remained at 75 per cent which is
below the target of 80 per cent. A range of strategies have been developed to strengthen
our achievement in this area including clinical leadership from a multidisciplinary
taskforce to support and facilitate team work and advocate for local clinical leadership
and accountability.
As part of working with HQSC our Opioid Collaborative Working Group was established
and together with Star 2 set an aim to reduce opioid related constipation by 50 per cent.
Throughout the national collaborative multiple improvements were developed and
tested. A bundle of improvement initiatives has been collated which has proven to be
successful in Star 2. The bundle includes patient information, enhanced monitoring
and nursing documentation, posters, education packages and a guideline for the
prevention and management of opioid related constipation.
The Family Violence Assessment and Intervention Guidelines - Child Abuse and
Intimate Partner Violence were first published in 2002 and have for the first time been
refreshed by the Ministry of Health (MoH). These were released in June 2016. The
revision includes incorporating up to date material around child protection and
strangulation, changes in the screening questions to be asked and the level of response
expected from staff. Additional training will be needed to inform staff of these changes
and policy documents will also be modified.
The Health and Safety at Work Act 2015 came into effect on 4 April 2016. The Act and
its associated regulations have a clear focus on staff education and staff engagement.
We have a number of activities underway to ensure organisational compliance is
achieved. These include a review of Health and Safety (H&S) representative training,
hazard management and dedicated time for H&S representatives to actively carry out
their roles.
Influenza vaccination uptake has been slower this year at 60 per cent as at end of June
2016. The reasons are unclear, however pleasant autumnal weather and a low pattern of
influenza activity may be contributing to the result. A range of activities were
undertaken including an opportunity to win major prizes, multiple clinics in many
settings and at varied times, clinics held at request of specific departments, a further
eight ward based vaccinators were trained and a letter was sent to all staff from the
Chief Executive Officer. Dr Deborah Powell spoke to an open forum on 1 June, attended
by approximately 20 staff. Opportunities for 2017 will be considered by the Influenza
Governance Taskforce later in 2016 including a review of this year’s programme.
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A district wide Pressure Injury and Nutrition Action Group has been formed, including
representation from nursing, medicine, allied health (hospital and community), clinical
dieticians, ACC, aged residential care, general practice and home support services.
Terms of reference and an operational plan have been agreed incorporating areas for
service improvement highlighted from the November 2014 National Care Indicator
Survey. It is expected that this group will work in a similar way to the successful Falls
Action Group.
One staff member completed the training programme to become an Improvement
Advisor (IA) in March 2016. This programme was sponsored by the HQSC and is
delivered by Ko Awatea at Counties Manukau DHB. The programme is an intensive
course designed to build capability in relation to improvement science based on the
Plan Do Study Act (PDSA) methodology with a significant focus on measurement.
In May 2016 another programme for Improvement Advisor training commenced at Ko
Awatea. Whilst we received no sponsorship from HQSC this year, three staff have been
supported to undertake this programme (a Quality and Clinical Risk Co-ordinator, the
Manager Quality and Clinical Risk and an Associate Charge Midwife).
A review of our feedback, complaints and compliments, information and process for
patients, families, visitors and staff is well progressed. New posters have been
developed along with improved placement and display of this information in all areas.
The Rights and Responsibilities posters are also being updated along with a review of
our Tell us What you Think form. The review includes consideration of feedback on our
process and resources from consumers and information from other DHBs.
3.

RECOMMENDATION

It is recommended:
that this report be received
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4.

CLINICAL GOVERNANCE AND QUALITY IMPROVEMENT
FRAMEWORK

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

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

•

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

•

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

•

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

5.

GETTING IT RIGHT

5.1

Certification and Accreditation Update

In November 2015 over a three day period, we underwent a surveillance audit for
certification against the Health and Disability Service Standards (HDSS). Eleven of the
30 corrective actions we received in May 2014 were closed. The remaining 19 corrective
actions either remained the same or were modified in relation to the improvements that
have been made. Two new corrective actions were made which makes a total of 21
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corrective actions. Five of the 21 are rated as moderate risk and 16 as low risk. The audit
team recommended to HealthCert that we were awarded a rating of Continuous
Improvement against the Infection Prevention and Control standard for the Staff
Influenza Vaccination Programme. Unfortunately HealthCert determined that this did
not meet their criteria and subsequently rerated this to fully attained. Following review
of the final draft report no changes were made to the corrective actions either by us or
by HealthCert.
Five of the 21 were reported against to HealthCert in June 2016 with good progress
made on each corrective action. Feedback on our progress is expected from HealthCert
in July 2016. Updates against these five corrective actions were reported to the Finance,
Risk and Audit Committee (FRAC) on 28 June 2016 and therefore are not included
here. The remaining corrective actions are due to be reported to FRAC in August 2016.
No further progress has been made with the New Zealand Business Excellence
Foundation (NZBEF) due to the ongoing strategic planning process and the
development of an organisational development plan.
5.2

Document Management System

Our document database holds approximately 2,500 controlled documents as at June
2016. A controlled document is one that must meet the set style standards and be
approved following a prescribed sign off process, e.g. policy, procedure and guideline
etc.
In the November 2015 surveillance audit, the auditors commented on the positive
progress that had been made to move policies, procedures, forms and all documents
requiring control to the electronic SharePoint system. Improvements have been made
to streamline and simplify the review and authorisation process. The Web Governance
Group is considering a number of further enhancements that were originally discussed
when document control moved over to SharePoint in April 2015. We have completed an
online survey to users asking how we can improve the site. We received a lot of
responses from this survey. The issues identified were:
•
•
•
•
•

Redesign the home page for a better view for all users.
Improve the search results when searching via key word or title of document.
Restructure the Controlled Documents site and develop tailored reports so services
are able to view what documents are overdue or coming due for review.
Automate the process for generating reminders of documents coming due for
review.
Implement an electronic document approval process so we can remove the paper
work currently involved in approval of all documents.

Discussion on the requested enhancements occurred in May 2016 in developing
implementation plans for these enhancements.
From the survey there were some suggestions that were able to be implemented
immediately and these were:
•

A new version of the Document Approval/Removal form (MDHB-2797) is in use and
a communication to staff was sent out in May 2016 advertising the updated form.
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•

A Document Control generic email address is in operation which will ensure a timely
response to users from the document control team.

Overdue documents have decreased from 26 per cent to 23 per cent of the total overdue,
however a number of services have been working on a process for managing their
overdue documents, e.g. the Mental Health Service, and a steady stream of updates
have been forwarded to document control for processing. Regular reporting of
document review dates is in place for all governance groups. We anticipate that the
percentage overdue will continue to fall over the coming months.
5.3

Privacy Self Assessment

Good practice in privacy and security underpins our ability to safely and appropriately
use information to deliver people-centred services, and to maintain trust and
confidence in our delivery systems. To support continuous improvement in privacy, an
enduring function has been established through the Government Chief Privacy Officer
(GCPO). The GCPO complements the roles of the State Services Commission, the
Privacy Commission and the Government Chief Information Officer (GCIO). The GCPO
has worked collaboratively with a number of agencies to deliver clear and cohesive
guidance and tools with ongoing support from agencies.
The GCPO has issued expectations that represent good practice for privacy
management and governance in State Services. A Privacy Maturity Assessment
Framework and core expectations have been issued to help with assessing existing
capability and to implement appropriate improvements. District Health Boards (DHBs)
came under the mandate of the GCPO in July 2015 and are therefore required to
complete the self assessment report. This report was completed and approved by the
Board. It was submitted to the GCPO in early April 2016.
A privacy strategy for the organisation will now be developed with support and
assistance from the Senior Advisor to the Chief Privacy Officer at the Department of
Internal Affairs. A meeting has been planned in Wellington in mid July to commence
this work. In the interim we are reviewing privacy strategies from other District Health
Boards.
5.4

Riskman

Three modules out of the four within Riskman have been implemented. Extensive
training has occurred on the feedback module following the recent upgrade. All of the
features of this module are now fully functional including a process to alert and manage
complaints as well as notifications to charge nurses of compliments for their areas.
Work continues to align our processes with those of the Central PHO wherever this is
practicable.
Implementation of the quality module, which is the final module of Riskman, has
commenced. There was to be an upgrade to all Riskman modules in July 2015 however
this was delayed due to errors in the software. Testing has occurred on site and the
upgrade occurred in February 2016. This delay subsequently delayed progress on the
quality module. The configuration requirements of the quality module have been sent to
Riskman Australia for a quote and timeframe for it to be delivered to the model site for
testing. Due to staff leave at Riskman Australia, further delays are being experienced. It
is now anticipated that implementation will occur in August 2016.
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5.5

Risk Management

The underlying premise of risk management is that every entity exists to provide value
for its stakeholders. Those entities face uncertainty and the challenge for management
is to determine how much uncertainty to accept, as it strives to grow stakeholder value.
Uncertainty presents both risk and opportunity with the potential to erode or enhance
value. Effective risk management enables management to effectively deal with
uncertainty and associated risk and opportunity, enhancing the capacity to build value.
Our risk profile identifies a total of 292 risks as detailed by severity in the chart below.

% Risk by Severity (Residual)
Critical (26)
9%

9%

9%

Major (125)
Moderate (88)
43%

30%

Minor (25)
Undefined

Chart 1: MDHB % Risk by Severity (as at 01/06/16)

Whilst the above chart portrays a near static risk picture it should be noted that a
number of risks have been closed and likewise a number of new risks have been opened.
This type of activity is clearly evident within the Project Risk category.
A breakdown of risk by category is identified in the chart below.

% Risk by Category
4%

9%

20%

Clinical (58)

3%
5%

37%
16%

6%

Environmental / Utilities / Property /
Security (8)
Financial (15)
Organisational / Governance / Reputation
(19)
Project (47)
Service Delivery (107)
Workplace Safety (11)

Chart 2: MDHB % Risk by Category (as at 01/06/16)

5.5.1 Recent Risk Activity
Effective risk management requires constant collection and assessment of internal and
external information. A key focus has been on advising and supporting a number of
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significant projects that carry potential third party risk. These projects include but are
not limited to:
•
•
•

D Channel Switchover – transfer of telecommunications systems.
Generator upgrade.
WebPAS project.

5.5.2 Enhanced Risk Reporting
Enhanced reporting at governance level continues to undergo subtle changes to include:
•
•
•

Risk Heat map - provides both a qualitative and quantitative evaluation of the
probability of risk occurrence and the impact on the organisation should the risk
eventuate.
Forecast of key Enterprise Risks themes that the organisation could face in the
future.
A new risk template that identifies:
- Risk by title.
- The Inherent / Residual / Tolerable risk ratings.
- Current mitigation strategies (Controls).
- Future mitigation strategies (Actions).
- Challenges and opportunities relevant to individual risks.

5.5.3 Risk Management Enhancement
The key focus areas for the next reporting period will include:
•
•
•

The design and delivery of an Enterprise Risk Management framework to support
the Finance, Risk & Audit Committee (FRAC) in mitigating current/future risks.
A review of all ‘Grouped’ risks to reduce duplication across multiple services and
unnecessary review burden.
Ongoing incident trending to identify new risk.

5.6

Release of Patient Information Overview

The Release of Patient Information (ROPI) office reports to the Manager, Quality and
Clinical Risk. The ROPI office consists of 2 FTE who receive and complete requests for
information to be copied from patient clinical notes that we hold.
Requests can come from a variety of outside agencies such as Accident Compensation
Corporation (ACC), including ACC treatment injury, Police, Coroner, Health and
Disability Commission, insurance companies, lawyers, other DHBs, Child Youth and
Family (CYF), Ministry of Social Development and from the patient or family.
Information is released based on the Health Information Privacy Code 1994 which is
part of the Privacy Act 1993. Requests must be released within 20 working days of the
request being made and the ROPI office maintain a database which records all releases
of information, to whom and what has been withheld if anything.
On average we release 361 requests per month. The majority of these are ACC requests
which total on average 146 per month. The second largest category of requests comes
from patients and/or families which average 82 per month. ACC treatment injuries
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which require a report from a clinician average 35 per month and other health
providers, e.g. other DHBs total 47 per month. The number of pages released from all
requests per month average 11,568 pages. The general requests from patient and/or
families generate the most pages released as they are often a full clinical file. Some
patient files have over 10 volumes and so this can amount to many pages released at one
time.
All requests are copied onto marked confidential paper and all information released is
checked against the health information privacy code’s rules for health information
about what can be released and to whom.
6.

BEING CONSUMER AND COMMUNITY FOCUSED

6.1

Partners in Care Programme (Co-design)

Partners in Care is generally referred to as Co-design. Co-design is about designing
solutions with our patients/whanau at every step of the way, right from the initial
concept to implementation and not considering it as another model, but as the best and
only way of working that ensures we deliver the right solutions.
The programme was delivered by Dr Lynne Maher, Director, Innovation Ko Awatea,
Counties Manukau DHB and Dr Chris Walsh, Director, Consumer Engagement, HQSC.
The programme commenced with two days on site training in early October 2015 and
has been followed by six webex sessions providing ongoing support and education. The
two days of training focused on the tools and techniques for Co-design and
improvement methodology with very generous resources being provided to support our
work.
The programme progressed very well with positive feedback from Lynne Maher on
progress. Summarised details from the final case study for each team follows noting the
different styles of how each team has presented their information which has been
included generally unchanged.
Full case studies from all teams participating in the Partners in Care programme will be
available to view on the HQSC website www.hqsc.govt.nz.
6.1.1 Emergency Department Rescue: A Journey from the Front Door
to seeing a Treating Clinician
This team includes a quality co-ordinator, associate charge nurse, clerical assistant,
registered nurse, senior medical officer and a consumer representative. We are
exploring the reality of the patient experience from front door to seeing the first treating
clinician.
The concept for this project initially began when plans for a physical upgrade to the
department were considered. Leadership changes and the impact of our financial
situation has resulted in this plan being delayed. However as a result of this delay we
have had the opportunity to understand issues from a co-design perspective and will be
able to provide a range of learnings that will contribute to what makes a difference for
patients and staff in the Emergency Department.

29
Aim
The project is continuing with the team looking at what changes could be made to
provide a better experience for patients, their families/whanau and for staff. Our task
is to consider all aspects of the journey, with an overall focus to minimise complaints
received and any possibility of patient deterioration in the waiting room.
Key learning
• Teams need to consider the amount of time required to capture effective data.
• This is an improvement project and therefore requires team members to have some
of their time released to complete work and attend meetings.
• It would be helpful to identify a person who could help with some of the
administrative work and submit the workbooks.
• Working with consumers can be very advantageous, but as they volunteer their time,
outside commitments can draw them away from being able to contribute.
• Make sure you take the time at the beginning to scope and clearly define what the
project will entail, and make sure that is clearly defined for management.
• Just because an idea didn’t work previously does not mean it can’t be re-worked and
tried again.
Improve
As the work progressed we found that a busy Emergency Department and fluctuating
team members have slowed the progress of our project group so we have not yet
progressed to actual implementation of the improvement ideas that have been
identified. However work is currently underway, for example on co-developing a patient
information sheet that staff can utilise in the waiting room with commonly requested
information, and a space for triage staff to give specific advice. For example, “yes you
can eat or drink while waiting to be seen” or “your wait is likely to be until our minor
works station opens at 1:00 pm”.
Some of the improvement ideas are as follows:
• Space organising, seating – comfort, layout.
• Improve notices - toilet/s, refreshments – where to go?
• Provide information about why people are waiting.
• Vending machine – explore possibilities for healthy options/sandwiches, water
cooler.
• One rubbish bin – is it possible to provide more
• Children’s/parent’s space, provide more effective distractions for children and a
space for parents to change/feed infants.
• There is no clock in the waiting room- could one be provided?
• Consider a digital display – information/number attending etc.
• “Out of Department” – call back. The ability to leave a contact phone number to be
called back when my turn to be seen.
• Uniform meanings? Not clear for the public. Could there be a poster or handout
explaining what each of the staff uniforms mean, i.e. nurse/radiology/health care
assistant etc.
• There is a red security button to open the security door between the main hospital
and emergency department waiting area. Could the button be labelled so that
patients know they can use it not just staff.
• Reception signs – which indicate where to stand, who to give information to as it’s
not clear.
• Consider a digital device so that patients/families can enter/update details (selfpopulating).
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•
•
•
•
•

Consider providing real time information about queues at City Doctors/The
Palms/Kauri Health.
Seeing families together if more than one is registered.
Supporting patients who are not urgent and may wait a long time by advising a time
to return.
System falls over once procedures have been done. Nurses perform x-rays/bloods to
speed process, and then they wait. Can we fix this?
If clinically appropriate liaise with patients’ GPs when they present to see if they can
be seen within the GP surgery rather than ED.

Work is in progress to install a clock and to replace waiting room chairs as an initial
first step.
The project group will continue this work past the formal completion date of this
programme.
6.1.2 Spiritual Care at End of Life for Refugee Communities
The team includes a nurse director, chaplain, clinical psychologist from the central
cancer network, registered nurse from Arohanui Hospice and a consumer
representative.
Meeting spiritual needs of patients, family and whanau has been found to lead to better
outcomes for all. However evidence shows that the spiritual needs of patients are
sometimes under recognised in contrast to their more physical needs. This is
particularly complex for the refugee community who have particular needs around the
provision of spiritual care that can leave them marginalised when it comes to accessing
care. These may include language barriers, poorly understood religious practices and
expectations, lack of familiarity with established systems and conventions.
Our greatest learning was that our agenda, no matter how important we think it is,
might not be what people want to talk about first, or at all.
Aim
In partnership, improve our understanding of refugee communities needs at end of life
so that we can offer a seamless service from hospital to home and in the process
determine training needs.
Capture
Several meetings were held with the support of Red Cross. The positives from these
meetings were in building more relationships and finding a topic that would engage this
community further, for example, Muslim prayer space at Palmerston North Hospital,
even though it wasn’t our anticipated issue of engagement. The second achievement was
for people to feel comfortable enough to begin to share some of their own personal
experience and to help us link with a young Afghani woman who was prepared share
her experience.
This led to several meetings with S which culminated in the case study that follows:
Case Study
When she came to hospital, S was ‘a bit happy, more frightened, didn't know the
language, the system is different and had no family.’ In Afghanistan or Pakistan a
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person would have family with them in hospital. S stayed eight days in hospital and as a
result of the conversations we identified two significant themes:
Food
‘The food was very bad, no taste.’ ‘No salt, no oil, no tomato, no onion. In the beginning
what they would bring me I didn't like it and stuck to salad. When the menu came to
choose I didn't like the food. A nice lady would ask every day why aren't you eating and
I said I didn’t like it.’ Friends brought food in.
Some food was labelled halal but when S asked about it she realised that this was not
correct as the halal food was cooked in the same pot as the non halal food. She said it
was ‘very difficult one day, no salad, so hungry! I was crying and nurses found a salad
somewhere. Not well enough to leave after seven days but so hungry, crying wanting to
go home.’ S thought some staff might have noticed and realised she was not liking the
food.
Did anyone ask you for feedback on your experience?
‘No.’
Language
S didn’t have an interpreter for much of the time in hospital but she was ‘able to talk
some English.’ ‘Staff were really, really good, listened a lot, tried to comfort me. Some
staff knew some Urdu.’ Telephone interpreters were not used. Although there was a
note for staff to contact a friend who could interpret, this was not usually done but he
did interpret before her operation. On one occasion when S was feeling sick a gentleman
from the Afghan community was called in to help.
Was there an interpreter when doctors visited?
‘No.’
How did you know what was happening?
Doctors ‘only came once or twice, pieces of paper, would ask questions, tell me things.’
Trust mattered in all these interactions as it does in any relationship. Although people
wanted to tell us how grateful they were for the kindness and care of staff who had
listened and comforted them, it was only as they started to trust us that we got aspects
of experience that were not positive.
Improve
We have been grateful and humbled by the generosity and thoughtful feedback from the
refugee community and acknowledge the need for us to be changed by these encounters
and respectfully offer the following suggestions for improvement. Trust mattered in all
these interactions as it does in any relationship. Although people wanted to tell us how
grateful they were for the kindness and care of staff who had listened and comforted
them, it was only as they started to trust us that we got aspects of experience that were
not positive.
Relationship building
We have come to understand that we behaved in a way that fostered relationship
building rather than offered a pre-packaged service. Whilst this may take longer than an
organisation defined project with clearly defined outcomes, we need to consider the
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potential for relationship facilitators as a positive way to build trust and further
partnering with people, families and whanau.
Time frames
We all live with the ‘no time’ virus and this can blur the ability to truly see one another
as organisations seek to achieve what they want in a stated time frame. However,
communities have differing priorities to those of a health system. Trying to impose our
timeframe muddies the water and limits the ability to converse openly and properly
partner. We suggest approaches that are focused on long term relationships rather than
temporary projects if we are to partner with integrity.
Communication
Language clearly matters for all of us and whilst there is nothing better than
professional interpreters, we recognise there are some functional realities in hospital.
However, S showed us how comforting it was for her to just hear words in a language
she could understand.
We suggest that MDHB become proud of the various language speakers on our staff,
compile a register that is rigorously kept up to date, ensure staff wear the language
badges they can speak and enable them to offer interpreting services whilst they are on
shift. In addition, there are now easy to use language apps like Google Translate that
can help us understand one another.
Food
Food is one of the major vehicles of love and compassion in any culture and a symbol of
commitment in a number of religions. This means it is important in the daily lives of all
human beings for much more than its health benefits.
For S, the food choices we had on offer were tasteless and unpalatable, even though we
might think they were healthy and sustaining. Added to that was the absence of certified
halal food, which meant S had a very restricted food choice to the point where she
experienced hunger and distress. Even so, she was gracious and understanding,
continuing to express her appreciation for the care she had received. To assume that
what we believe about food and its preparation is right in everyone’s eyes is to override
a significant element in the way other people make meaning.
We need to consider reviewing the food choices and preparation styles based on
feedback from consumers making sure that people from a range of cultural and
religious traditions are heard in this process.
Spiritual space
As many New Zealanders have moved away from connection to formal religious
traditions, there has been less emphasis placed on the need for or accommodation of
religious rituals. We now need to re-engage to understand the importance of these for
the health of people at an individual and community level.
Our Muslim neighbours are helping us with this by pointing out their obligation to pray
at appointed times throughout the day and the complications of that in the ward setting,
along with the long distance required to get to the existing chapel. Even so they were
appreciative of staff that were accommodating of these needs. There was keen interest
in being part of a discussion about how we develop the chapel into a sacred space that
reflects a wide range of religious and cultural traditions.
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Finally
Whilst our project was formed around what mattered to people at end of life, and
although that was important to the groups we met with, it was only one aspect of what
people were concerned about as they shared their health and hospital experiences.
We were also intent on hearing individual stories however, we realised that building
relationships is the first and most important step. If that happens, the stories will
emerge, particularly if they are fostered along by relationship facilitators.
Although we did not reach the goal set at the beginning of Partners in Care, we are
confident that the relationship work begun will continue with this now being part of the
MDHB Spiritual Care Advisory Group workplan. Our experience shows that if we are
going to truly partner with people, we have to be open to being changed by that
engagement. Without that we will remain in control.
6.1.3

Severe Nausea and Vomiting in Early Pregnancy

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

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

Capture
We developed an experience based questionnaire (EBQ) to gather information from
women with SNVP on how they were feeling and how intervention, education and
information received after seeking care assisted or improved things for them? The EBQ
was available in the Gynaecology Assessment and Day Unit (GADU), the LMC midwife
emailed it out to clients and the consumer representative on our project team liaised
with NGOs and other community groups to capture a broader number of women to hear
their stories and experiences.
In order to capture a wide range of views from the women and members of the
multidisciplinary team we undertook in depth interviews with some of the women, LMC
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midwives and medical staff to gain their perspective and to explore the option of at
home management and rehydration for women who could be safely managed in the
community. Many of the LMC midwives interviewed were supportive of the notion
although in practice this would not be so easy to implement due to the nature of their
role; time constraints, cost of consumables and lack of remuneration. Some indicated
willingness to undertake home rehydration provided consumables were supplied. It was
more challenging to find time to interview medical staff due to the high acuity and work
load in the maternity unit; often it was a brief conversation only.
Members of our project group also had conversations with representatives from the
Primary Options for Acute Care (POAC) group to explore the development of a
Collaborative Clinical Pathway for the management of women suffering with severe
nausea and vomiting in early pregnancy (SNVP) that could be safely managed in the
community, either at home or in a POAC setting. This would meet the healthcare needs
of these women in a timely fashion and provide care closer to home. This piece of work
is progressing well and also creates opportunities to improve the primary-secondary
interface, and reduce acute demand on hospital services.
A group discussion was held with some registrars and house officers to get their input
and participation for the collaborative/co-design planning meetings. Two of the
registrars volunteered to participate in the development of the collaborative care
pathway. This work is planned to continue after this programme concludes.
Understand
Based on the information we gathered during the capture phase common themes were
identified such as:
•
•
•
•

Seeking help too late.
Afraid and uncomfortable to travel.
Had follow up/best support from primary caregivers and family.
Costs and fees was an issue for some women to keep in mind.

This was evident in the findings from the questionnaire and additional narrative for
example; “was not aware I could be helped....did not know where to go for help”, “my
midwife reached out to me”, “felt sick, worried and sad” and “felt relieved and more
comfortable and supported”. These comments were typical of women that were seen in
the Gynaecology Assessment and Day Unit (GADU); they typically presented late and
were often quite dehydrated.
Improve
The themes identified within the capture phase supported the approach we are
exploring, which is to offer rehydration and support within the community for those
women who can be safely managed in that setting. Through the process of capturing
experiences, additional areas for improvement emerged and a high priority was the
development of information to provide women with a better understanding of SNVP,
and useful information on when and how to seek help which can lead to earlier
intervention and an improvement in their wellbeing. Given the prevalence of SNVP,
women and health professionals need clear guidance about safe and effective
interventions (Arsenault, et al, 2002 and Cochrane, 2015). The development of a
consumer information leaflet goes some way to address this.
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We have identified, and are co-designing and implementing the following solutions:
• Development of a consumer information leaflet with consumers which we are
planning to trial with women who have had SNVP and get their feedback before
finalising it.
• Development of a clinical collaborative pathway.
Working as a Co-design team – staff and consumers together
Using a Co-design approach has added more depth, and validity to our process and
outcomes. The personal experience of the consumer on our project group, data and
stories from women with SNVP has enhanced our understanding, of the process that
currently exists, where the gaps are and allowed us to identify areas to improve the
experience for women, their families/whanau. One member of the project took the lead
in the development of the consumer information leaflet but at each stage all members of
the project group were asked for feedback. By working closely with the consumer in our
project group we focused on the language that was used in the information leaflet
ensuring that it was clear and easy to understand. Together we arrived at a consumer
information leaflet that is the product of Co-design.
Measure
The consumer engagement from the beginning of this project has added depth and
breadth of knowledge to our project and helped our project group to understand the
experiences of women with SNVP and to develop a consumer information leaflet that
will help to improve outcomes. Prior to this project there was no information leaflet
available to support woman experiencing SVNP and their families/whanau; now we
have one ready to publish.
6.1.4 Medication on Discharge
This team includes a hospital clinical pharmacist, community pharmacist, chief
pharmacist, staff nurse Ward 25 and a consumer representative.
The team is focusing on Safe Efficient and Effective Discharge (SEED) for patients.
SEED has gathered information from a variety of sources - patients, nursing staff,
resident medical doctors and from general practitioners. The SEED consumer
representative’s journey to our hospital pharmacy from a medical ward was also filmed
so that we can understand this journey through patients’ eyes. The themes from the
walkthrough and other information gathered from staff and patients include:
Themes from the walkthrough:
• Signage to the Pharmacy was either non-existent or difficult to find (not at eyelevel).
• There were no easy area identifiers as to where the patient was at the start of the
journey, i.e. Where am I walking from?
Themes from patients interviewed:
• In hospital everything was taken care of as far as medicines go.
• Information for medicines was sought from a variety of sources in the community by
patients.
• Most patients did not realise they could ask their community pharmacist for advice
about medicines (this needs to be validated).
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Themes from staff (nurses and house officers):
• A lot needs to be done at discharge, and this includes medicines. The amount of
paperwork depends on the community destination of the patient.
• Adverse drug reaction and allergies are not automatically populated into discharge
summaries from the patient administration system.
• Green bags (patient’s own medicine) are great, but keeping track of them to hand
back to patients can be a challenge, when patients move beds in the same ward.
We organised the data from the various sources (patients, doctors, nurses) on a map
and subsequently arranged the data in themes. We found that discharge was a time of
confusion and anxiety and that many patients were unsure of the next steps regarding
their medication journey. The key themes were:
• Many people do not know where to access medicines information in the community.
• Nurses have a lot to do at the time of discharge and patients’ medicines are
sometimes left behind in the hospital.
• Patient friendly medicine leaflets are not available on the ward.
We had gathered some feedback from patients before they had access to the
information booklet we co-developed with them. We then developed a pictorial word
cloud which indicated some of the most common feeling was of frustration and
confusion.
We carried out the same exercise after patients had access to the booklet and the
resulting word cloud has a higher proportion of positive words such as useful, good,
great and like. This provides an indication of the relevance of the information booklet.
While we are continuing to develop the information booklet, feedback from patients will
form an important part of our measures. For example this feedback from a patient
about the potential of the booklet, was for our team the most poignant:
“I think the ‘Journey out of Hospital’ processes are very important. For example:
eight years ago we had a serious motor vehicle accident. I got off lightly but my wife
had multiple fractures which led to weeks in hospital X and later in hospital Y. She
was discharged on daily warfarin to prevent blood clots. But on being released she
was given no follow up medical plan, though good home assistance from ACC. Within
10 days she developed blood clots in her groin which required re-hospitalisation. We
wondered who should have been responsible for the follow up, hospital Y or her own
doctor?
Congratulations on this initiative.”
Working as a Co-design team
The complexity if the processes at discharge overwhelmed us all. It was difficult to
decide what to do. Additionally, there are many aspects to the medication journey, and
while this process provided a rich source of information; it also proved to be
overwhelming at times. We finally accepted that we cannot “fix everything” and
decided to concentrate on patients that have no/poor knowledge of the medicine
process at discharge. Our consumer was fantastic at grounding us and making sure we
remained focused on what we could do. The team acknowledged that more work needs
to be done in this area, and that more than one approach will be required to assist
patients with their medicine journey.
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6.2

Incident Reporting

All incidents are assessed against the Severity Assessment Code (SAC) rating. SAC
ratings range from one to four, with one being the most serious. All events at SAC 1 and
2 levels will have detailed time lined action plans when recommendations are made as a
result of any review or investigation. SAC 3 and 4 rated incidents are assessed to
identify future potential risk and trends.
The total incidents for this six month period decreased with 1,994 compared to 2,582 in
the previous period. Graph 1 below shows the 12 month comparison between this year
and the previous year showing a much lower rate of incidents over the year.
Graph 1: Incidents per Month – Over Last 24 Months
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Graph 2: Incidents Reported by Category
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Incident Supergroups

Graph 2 provides an overview of incidents by category (one incident could have several
categories) that have been reported over the past six months.
The top six incident categories are commented on further below. The number of
incidents reported per month averaged 332 compared to 430 for the previous period.
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6.2.1 Top Six Categories
The most commonly reported incident categories for 1 October 2015 – 31 March 2016
were:
Category
Number of Incidents
Conduct/Behaviour/Abuse
483 (783)
Clinical Management
343 (332)
Patient Falls
268 (295)
283 (334)
OHS/Hazard/Security
Medication
297 (321)
Skin Integrity
179 (207)
Note: Figures in brackets indicate previous six months
These six highest categories remain unchanged from previous reporting periods. In
each of the following six categories there are two graphs. The first graph in each section
shows the top six areas where that type of incident occurred. The second graph shows
the trending of those incidents over the past two years. Strategies to reduce harm from
incidents to both patients and staff are generally reported in other sections of this
report although if not included then will be in the specific section below.
Graph 3: Incidents reported by Category– October 2015 – March 2016
Incidents by Supergroup (Top 6)
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6.2.2 Patient Falls
Any slip, trip or fall that may or may not cause injury, which happens to any patient
or visitor while on MCH property or in the course of MCH business.
The total number of falls decreased further compared to the previous reporting period,
from 295 to 268. This is an overall decrease of 90 in the 12 month period. Two serious
falls were reported during this six month period which is a decrease by one from the
previous period. Serious falls where a fracture or other significant injury occurs are
rated SAC 2 and are the subject of further investigation.
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Graph 4: October 2015 – March 2016 Patient Falls by Location
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Graph 5: 2014-15 and 2015-16 Falls Incidents
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Refer section 6.4.2 below for more information on falls.
6.2.3 Conduct/Behaviour/Abuse
An incident that involves any of the following: intimidation, intent to harm,
threatening behaviour, sexually aggressive or inappropriate behaviour or rape.
Incidents of violence are always of concern and are mostly experienced in the Mental
Health and Addictions Service and Older Adult Mental Health. These incidents reflect
that the patient group includes individuals admitted for assessment and treatment of
serious mental illness. Admission to a mental health inpatient setting is often
necessitated by significant clinical risk, which can include behaviours that pose a risk to
others.
The number of incidents reported this period is a significant decrease to 483 compared
to 783 for the previous six months. This is primarily due to the case mix of patients in
both the Acute Mental Health Ward and STAR 1.
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Graph 6: October 2015 – March 2016 Conduct/Behaviour/Abuse Incidents
by Location
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The above graph shows the location of where most of the conduct/behaviour/abuse
incidents occur. Ward 21 reported 318 events for the six month period. Star 1 recorded
54 events which is a significant reduction from the last six months where they recorded
349 events.
Graph 7: 2014-2015 and 2015-2016 Conduct/Behaviour Incidents
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6.2.4 Clinical Management
Clinical Management incidents are defined as incidents which involve poor or
inappropriate delay in provision of treatment or reduced staffing levels.
Clinical Management incident reports have increased this period with an average of 57
incidents per month, up from 55 in the previous period. As noted in the definition above
these incidents include a wide range of events. Within this category there are eight sub
groups. Given there is such a variety of events, themes or trends do not readily emerge
from this information.
Examples of events that come into this classification could include unsterile equipment
in Operating Theatre, patient flow issues, consent issues, documentation issues.
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Graph 8: October 2015 – March 2016 Clinical Management Incidents
by Location
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The graph above shows where the highest number of incidents of clinical management
occurred. The highest number was reported by Ward 21 with 32. These primarily relate
to management of patient care and inaccurate documentation on admission or
discharge. Work continues to address these ongoing issues. Incidents reported in the
other five areas also relate primarily to aspects of patient care and/or documentation
and relate to small numbers of patients.
Graph 9: 2014-2015 and 2015-2016 Clinical Management Incidents
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6.2.5 OHS/Hazard/Security
These incidents are defined as incidents involving staff. This includes injuries,
exposure to harmful substances, identification of hazards and security related
incidents such as theft, lost property and property damage.
OHS/Hazard/Security incidents have decreased again this period with 283 incidents
reported in this six month period, compared to 334 in the previous period. These
incidents primarily related to patient handling injuries and slips, trips and falls. There
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has also been a far greater emphasis on supporting staff to report, review and
implement changes regarding these incidents.
Graph 10: October 2015 –March 2016 OHS/Hazard/Security incidents
by Location
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The graph above shows the six highest locations for these incidents. The vast majority of
these are occupational health related where staff have been injured. The injuries
include, bruising, hitting and scratching by patients. Occupational Health and Safety
are increasingly more visible throughout the organisation. With regard to slips, trips
and falls, improved lighting on our campus and repair of uneven surfaces is ongoing. An
in-depth analysis of the slips, trips and falls has been completed with results being used
to raise staff awareness, e.g. slippery floors, uneven surfaces, unstable chairs, clutter in
the work environment.
Graph 11: 2014-2015 and 2015-2016 Occupational Health/Hazards/
Security Incidents
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6.2.6 Medication
These incidents are defined as incidents involving medicines and IV fluids, in
particular, errors associated with the selection of the patient, route, amount, dose,
timing or prescription.
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Whilst medication incidents have decreased this period an ongoing focus to implement
improvement strategies continues. Reported medication incidents have decreased to
297 from 321 in the last period. These include a wide range of types, e.g. prescribing,
administration, omission, controlled drug counts etc.
All medication incidents are forwarded to the Medication Safety Committee for their
information, trending and mitigation. The Medication Safety Committee which is a
multidisciplinary group, chaired by the chief pharmacist, continues to implement
improvement initiatives within the wards that have contributed to reducing the risk of
medication errors. Serious medication incidents, i.e. those rated as SAC 1 or 2 are
reviewed by the Medicines Advice and Policy Committee as well as having a specialist
review or Root Cause Analysis (RCA). Both medication reconciliation and the
medication safety campaign are in place to assist with reducing incidents and
subsequent patient harm. Refer to Section 6.8 for further information on actions in
progress to reduce patient harm from medication errors.
In addition the Pharmaceutical Action Group continues to be active. This is a regular
meeting of charge nurses and the chief pharmacist which specifically focuses on
medication, and from this the group decide on initiatives that can improve medication
safety. Discussion from this group has led to improvements in the way in which
adrenaline is supplied to district nurses. The chief pharmacist also meets with
individual charge nurses on request to discuss particular incidents or trends.
Graph 12: October 2015 – March 2016 Medication Incidents by Location
60
50
40
30
20
10
0
Ward 29

Star 2

Ward 21

Ward 26

Ward 24

District
Nursing

The highest number of incidents relating to medications was again in Ward 29 for the
six month period. Most of these were related to incorrect prescribing of medication and
administration of medication at the wrong time which has potential to impact on the
patient’s treatment and recovery. Ward 29 are very proactive with their incident
reporting process and see that incident reporting and review as an opportunity to
continually improve care and reduce harm. Both STAR 2 and Ward 29 are proactive
with auditing of medication charts. Most other incidents in all other locations were
related to the administration of medications either at the wrong time or not given at all.
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Graph 13: 2014-2015 and 2015-2016 Medication Incidents
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6.2.7 Skin Integrity
Skin Integrity incidents are defined as “incidents involving pressure ulcers and wounds
such as skin tears, blisters, bruises, burns, cellulitis, haematomas, rashes and other
wounds”.
Reported skin integrity incidents have decreased further to 179 this period from 207 in
the last period. Approximately 63 of these are pressure injuries reported on admission,
i.e. occurred outside of the hospital setting. The nursing team have developed an
improvement plan to ensure that occurrence is minimised and reporting is supported.
There is work underway nationally to look at improved assessment, identification,
reporting and management being lead by the Health Quality and Safety Commission
and supported by ACC.
Graph 14: October 2015 – March 2016 Skin Integrity Incidents by
Location
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The highest number of reported incidents for Skin Integrity was again in Ward 24. 24 of
the 30 were skin tears, with the remaining six related to pressure injuries. Four of the
pressure injuries were present on admission and two developed during the patient’s
stay in hospital.
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The National Survey Care Indicators (NSCI) included assessment of patients/residents
for pressure injury prevention and management. The findings of the report will result in
a regional approach to improving pressure injury management lead by the Central
Region Directors of Nursing.
Graph 15: 2014-2015 and 2015 – 2016 Skin Integrity Incidents
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6.2.8 Serious Adverse Events
Serious adverse event reporting has been occurring nationally now for nine years and
has been co-ordinated by the HQSC for the last six years. In the last three years serious
adverse events have also been reported in the Quality Account and this will continue.
These reports exclude Mental Health and Addiction Service’s serious adverse events
which are reported separately by the Director, Mental Health, Ministry of Health whose
annual report for 2015 is due to be published in December 2016. The provisional date
for the HQSC national report for 2015/16 to be released is 19 October 19 2016.
A Serious Adverse Event Governance Group was established in July 2015 to provide
governance and oversight for adverse events and continues to meet twice a month.
The primary purpose of this group is to:
•

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

•

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

•

Ensure every opportunity is taken to identify and implement improvements.

•

Share outcomes of investigations/learnings with staff throughout MDHB.

•

Support a process that ensures all recommendations are implemented and
evaluated.

The group has recently been strengthened with the attendance of the Service Director,
Mental Health and Addictions. Oversight of the review of the serious adverse event
process is being provided along with support to address the recommendations in the
Event Reporting Audit as part of the Internal Audit Programme.
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6.3

Customer Relations

6.3.1 Compliments/Complaints (October 2015 – March 2016)
MDHB has a complaints policy which is based on Right 10 of the Health and Disability
Services Consumers’ Rights. One of the objectives of the Health and Disability
Commissioner Act is to “facilitate the fair, simple, speedy and efficient resolution of
complaints”.
During this six month period, 239 compliments and 235 complaints were received
compared to 309 and 226 respectively for the previous period. Work continues to
ensure that all complaints and compliments are being captured and that all avenues for
feedback are well known and available.
The three highest categories consistently reported over this period are staff attitude,
care and staff competency for complaints and care, staff competence and
communication for compliments. These three categories over the last six months have
made up over 80 per cent of all complaints. Health and Disability Commission (HDC)
complaints are included in these numbers. Graph 16 shows the total complaints
received by month compared to the previous year. Graph 17 highlights the top
complaint category reported and as noted, numbers range from 1-9 per month.
Graph 16: 2014-15 and 2015-16 Total Complaints by Month
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Graph 17: 2014-15 and 2015-16 Staff Attitude Complaints
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A further report, from the HDC, was received for the period July to December 2016.
This report was reviewed and was tabled at FRAC in April 2016 with a further analysis
and update on actions tabled in May 2016. We received 33 complaints via the HDC for
this period. It has been identified that staff education is a critical strategy to assist the
organisation in decreasing complaints both coming into the organisation and going to
HDC.
Work is ongoing to address the primary themes, address issues of process and system
and to better equip staff to respond in a timely and appropriate way with the objective
of ensuring every opportunity is taken to resolve a complaint within our organisation
rather than patients and families resorting to the HDC complaint process. We are
however obliged to promote the HDC complaint process and patients and families have
a right to utilise this avenue. Conversely, where complaints are challenging to resolve,
or patients and family members require support with the process, it is at times
suggested that they seek support from the Nationwide Health and Disability Advocacy
Service. The HDC is now also more frequently referring patients/families to this service.
Below is the update on actions provided to FRAC in May primarily in relation to HDC
complaints however these apply to all feedback received. The current status of these
actions is noted.
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 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.
June 2016 update: Both aspects of this action are continuing in addition to further
Open Disclosure workshops being planned.
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.
June 2016 update: Several situations have arisen where this process has been activated
resulting in more positive and prompt resolution without escalation to other avenues of
complaint.
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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
Lower Hutt 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 at an adverse events review group
workshop where HDC indicated that DHBs are doing well and that there will always be
complaints to 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 HDC. We will be working on not
only timeliness of responses but the overall quality and principles particularly of written
responses.
June 2016 update: Every DHB appears to have quite different processes and resources
to manage their feedback. However it is noted that most DHBs have a much clearer and
more visible feedback process promoted across their organisation and clearer guidelines
for content and timeliness of written responses.
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.
June 2016 update: Information has not yet been provided.
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 HDC and strengthen our own process.
June 2016 update:
Action 1 is still in progress with updated information being collated; 2 is progressing
with installation of the posters; 3 is in progress with an early draft based on other DHB
information and on feedback from consumers; 4 is now included as part of action 2.
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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.
June 2016 update: Yet to progress. Potential to include this as part of developing a
facilities app.
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.
June 2016 update: 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 HDC.
June 2016 update: Yet to progress.
Graph 18 shows the total compliments received by month compared to the previous
year.
Graph 18: 2014-15 and 2015-16 Total Compliments
Compliments
70
60
50
40
30
20
10
0
Jul

Aug

Sep

Oct

Nov

Result 2014/2015

Dec
Result 2015/2016

Jan

Feb
UCL

Mar

Apr

May

Jun

LCL

6.3.2 Inpatient Experience Survey
In late August 2014 all DHBs implemented a new national Inpatient Experience Survey.
The survey is intended to fill the gap of providing a nationally consistent data source for
the Health Quality and Safety Commission’s (HQSC) quality and safety indicator set
and the Ministry of Health’s (MoH) accountability metrics.
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This survey was designed by the HQSC following a period of consultation with DHBs.
The survey drew upon the PICKER library of questions and was structured to cover the
four domains of the patient experience:
•

Communication

•

Partnership

•

Co-ordination

•

Physical and emotional needs

The survey takes a random sample of inpatients aged 15 and older, who had an
overnight stay in hospital in a selected fortnight, and whose event ended with a routine
or self discharge. Specific exclusions are patients admitted to a mental health specialty,
patients who are transferred to another health facility and patients who died in hospital.
Respondents are guaranteed anonymity unless they choose to provide their contact
details because they wish to contact someone at the DHB.
The national administrator of the survey is a contracted third party. They provide the
random sample of patients, taken from the file provided by MDHB to be surveyed, and
where electronic contact details are available send out the survey. They also provide the
secure portal where respondents enter their responses. They then provide back to the
HQSC and DHBs a reporting portal with weighted responses to the survey questions.
The survey is intended to be conducted electronically by either email or SMS (text) with
a unique survey link provided to enter responses in a secure website. Reminders are
sent to patients seven days after the initial contact. Respondents are given 21 days to
respond. We initially lacked the infrastructure to capture patients’ email or SMS details
therefore the surveys have been done entirely by post. Clinical clerical staff are now
entering email details where patients are comfortable for the DHB to contact them this
way. Recipients of the postal surveys were provided with information to enable them to
complete the survey online if they preferred. During the February survey 13 surveys
were emailed out of the 400 and 53 were emailed in May. All of those with email
addresses are chosen first, prior to the remaining sample being selected to meet the 400
required. Due to the manual nature of the survey an additional 12 hours of
administration support is required for each survey every quarter. This requirement will
reduce as more surveys are emailed.
A core set of 20 questions are asked. In addition we chose to ask questions relating to
whether patients felt they had enough privacy, whether their ward or room was clean,
and whether they had religious or spiritual support when required. MDHB also added a
screening question whether respondents had a long term disability or impairment.
Survey Results
The four graphs below show the trends in overall scores in each of the four domains for
our DHB’s respondents compared with all DHBs. A rating of 10 corresponds to very
good and 0 to very poor.
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Graph 19: Communication August 2014-February 2016
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Graph 20: Partnership August 2014-February 2016
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Graph 21: Co-ordination August 2014-February 2016
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Graph 22: Physical Emotional August 2014-February 2016
10.0

Physical Emotional

9.0
8.0
7.0
6.0
5.0

MDHB

4.0

All DHB

3.0
2.0
1.0
0.0
Aug-14

Nov-14

Feb-15

May-15

Aug-15

Nov-15

Feb-16

It can be seen that the ratings of our respondents are similar to those of all other DHBs’
respondents. Positive feedback is far more common than negative comments.
All results and comments are disseminated widely across the organisation both at
service and leadership level for discussion and consideration of quality improvement
processes required.
Demographic Profile
Compared to the eligible inpatient population survey respondents in the February 2016
survey tended to be older and slightly more representative of males.
Survey
Patients aged 15+, routine discharge, excluding day case and
Population:
mental health. Discharged in the fortnight 1 to 14 February.
Survey Sample:
Randomised sample of 400 drawn from the survey population.
Response rate:
46 per cent
Table 1: Demographic Profile of Survey Respondents February 2016
Respondents Survey population
44%
40%
56%
60%

Gender

M
F

Ethnicity

European
Maori
Pacific Islands
Asian
Other

82%
12%
1%
2%
3%

80%
14%
2%
4%
1%

Age

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

3%
18%
24%
23%
21%
11%

9%
22%
24%
18%
16%
9%

6.4

Quality and Safety Marker Results

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

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

Our most recent results for October to December 2015 and January to March 2016
feature in the sections below including graphs that compare our results to the desired
level.
While overall results are positive work is ongoing to ensure these results continue to
improve and are sustained leading to improved experience for our patients and staff.
These results are provided to staff responsible for leading work in relation to these areas
with planning continuing to achieve improved outcomes for our patients in all areas.
Refer to relevant sections below for specific updates. Process markers have been
developed for electronic medication reconciliation however we are unable to report
against this until the Clinical Portal upgrade is completed.
6.4.1

Surgical Safety Checklist

The Surgical Safety Checklist process has changed into a Teamwork and
Communication Intervention tool rather than the previous paper based checklist
approach.
We have been having multidisciplinary team meetings including representatives from
Crest Hospital, weekly since January 2016, which have been well attended and
extremely productive. The HQSC also have monthly teleconferences with the cohort
DHBs, which are forums where we can discuss progress and issues with staff from
HQSC and other hospitals in our cohort.
Six staff attended audit training with feedback that is was extremely worthwhile and
have now all been allocated with iPads to enable them to undertake the web based
audits. Test auditing commenced on 13 June. HQSC have informed us that formal
auditing for the new quality safety marker commences 1 July 2016, for the first
reporting period July – September 2016.
The intervention training day was held at MCH on Friday, 20 May with Professor Alan
Merry leading the session which was attended by 25 people. Following this meeting our
team has been working on wall mounted posters for sign in, time out and sign out. On
23 May we launched paperless checking with posters in all theatres and anaesthetic
rooms. Feedback from staff using the wall mounted posters was collated and any
changes are discussed at project team meetings before they are made, e.g. flow of items
on the poster.
Data will be reported quarterly as part of the national QSM reporting with the first
quarter being July to September 2016 reported in December 2016.
This is the definition for the quality safety marker:
• 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.
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6.4.2 Falls
As can be seen in graphs 23 and 24 below, we are continuing to make improvements in
our work related to falls injury reduction. We achieved 93 and 95 percent respectively
against the target of 90 per cent for older people having a falls risk assessment and 99
and 95 per cent respectively against the target of 90 percent for those older people
assessed as being at risk of falling having an individualised care plan in place. The
HQSC continues to report an ongoing reduction in harm from falls and notes a potential
$2.1 million saving to DHBs from this reduction.
Graph 23: Patients given a Falls Risk Assessment
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Graph 24: Older People at Risk of Falling have an Individualised
Care Plan
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The Falls Action group continues to work on ensuring all strategies relating to falls
prevention are fully implemented and sustained. They continue to work in partnership
with the Primary Care Falls Prevention Group and the central region DHBs. Two areas
of focus during this period are detailed below.
•

Bathroom audit

Detailed monitoring of falls has shown that in hospital the predominant environment
where falls occur is the bathroom. As a result the falls action group have carried out an
audit on all patient bathrooms in the hospital. Areas were considered for
appropriateness in four categories: right side affected, left side affected, mobile and
wheelchair access. This included a total of 133 toilets, 105 showers and 138 wash basins.
A number of positive aspects were confirmed such as adequate lighting, clear pathways
to bathrooms, space for walking aids, showers at appropriate height, shower water
mixers appropriate and marked for temperature adjustment. The audit highlighted a
number of areas that may need improvement such as placement of soap dispensers,

55
hand towels, hand rails and replacement toilet rolls. As well as this the majority of
showers require improvement to ensure that there is shelving to place toiletry items on
and rails for towels and clothing. A detailed summary has been prepared for each ward
and each area is being further assessed to finalise changes required. Planning is
underway to prioritise wards that have the highest number of falls in the bathroom.
•

April No Falls Campaign

A full program of falls prevention awareness was delivered throughout the district
during the month of April – based around the theme “eyes on falls”. This year’s
campaign was targeted to clients, their families and the community in general, in order
to raise awareness that problems with vision can increase the risk of falling. ‘
The campaign team (with assistance from communications) developed ‘Eyes on Falls’
brochures and posters that included questions to help people identify if they might have
a vision problem as well as some general tips and simple ways to reduce the risk of
falling due to poor vision. These brochures and posters were distributed widely
throughout the district - to community and health services, villages and aged residential
care (ARC) facilities, and were also put up in public display areas such as libraries and
chemists. Short presentations - based around this material– were given to over 300
older adults from villages or aged residential care facilities. April’s Let’s Talk About
Health poster - distributed throughout the region and included in local newspapers was also based on the Eyes on Falls education material
All health services and community groups across the district received An April Falls
‘campaign flyer’ - encouraging the use of the Eyes on Falls vision questions and
resources to raise the topic of falls prevention at every client interaction during April –
and informing them of the five Falls Prevention Education forums (five in total)
available for any community service or health care provider to attend during April.
A toolkit for clinicians to support and promote their use of the Eyes on Falls key
messages and material was also developed and distributed throughout the DHB.
Seventy people (students, hospital staff, community and ARC staff) attended an
interactive education session focused on training them to use the toolkit to educate
their own teams.
The central region’s six DHBs elected to use MDHB’s campaign approach and material,
partnered by ACC funding the supply and distribution of the Eyes on Falls brochures
and posters to all six DHBs.
Feedback from across the hospital and community indicates that the campaign material
and approach has been well received and useful.
6.4.3 Hand Hygiene
Graph 25 below shows our results for compliance with the 5 moments for hand hygiene
at 75 per cent for the last audit period compared to the target of 80 per cent. This is the
same result as the previous audit. It is very pleasing to note however that provisional
results for the current audit period, ending 30 June 30 2016, are at 81 per cent with
nine of the fifteen areas audits at 80 per cent or above.
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Graph 25: Hand Hygiene Compliance with “5 Moments for
Hand Hygiene”
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The Hand Hygiene Taskforce continues to meet every month to provide clinical
leadership and advice and develop strategies to support improved hand hygiene
compliance. As a result of providing monthly updates to all clinical areas some services
have responded proactively to their leadership and accountability for hand hygiene. For
example Intensive Care Unit (ICU) requested support and advice which was provided in
the form of education and on the spot feedback during audit. The ICU team were
responsive and supportive and it is anticipated this will result in improved compliance
over time. Other areas have responded in a similar way and support and advice is
readily provided. All results are reported to leadership teams and the Senior
Management Team.
A new suite of hand hygiene posters and signage will be put in place over the next few
months with all previous information removed as a way to refresh and draw further
attention to this requirement.
Global Hand Hygiene Day was celebrated on 5 May by members of the Hand Hygiene
Taskforce undertaking visits to most clinical areas seeking feedback on staff knowledge
of hand hygiene, with small rewards being handed out along with hand hygiene
information. This was very positively received by all areas visited.
6.4.4 Surgical Site Infection
The process markers for surgical site infection surveillance are:
•

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

•

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

•

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

We achieved 99 and 98 per cent respectively in marker 1, 99 and 95 per cent in marker
2 and 99 and 98 percent in marker 3. Results are reviewed every quarter and
improvements implemented as required. Note the lack of data in quarter three 2014, in
the three graphs below, is due to results not being provided as the surveillance is based
on a 90 day reporting period and not a true quarter.
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Graph 26: Antibiotic at the right time
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Graph 27: Right Antibiotic in right dose
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Graph 28: Appropriate skin antisepsis in surgery
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6.5

Open for Better Care

Open for Better Care, the national patient safety campaign has been progressing for
over three years and will finish in June 2016. The campaign is based on the Triple Aim
principles as shown below:

The campaign is co-ordinated nationally by the HQSC and implemented regionally by
the health sector. DHBs and other providers have been implementing the campaign
with the assistance of HQSC and the resources they have developed in a way that best
suits their local situation. The regions and DHBs have taken ownership of the
campaign.
Leadership of the central region component of the campaign transferred to Capital and
Coast from MDHB in February 2016.
In January 2016 the campaign moved to addressing issues of leadership and capability
with regard to patient safety, in particular looking at patient safety competencies,
professional development, clinical governance etc. Several emerging clinical leaders
from our DHB participated in a four hour workshop to develop clinical leadership skills
in quality and safety. A learning module has been specifically developed for the
campaign and was delivered in seven workshops around New Zealand between March
and July 2016. The leadership-related skills, abilities and knowledge an individual has
are key to influencing and championing an environment that prioritises quality care and
patient safety.
The HQSC is also working on the development of two national programmes of work.
The first relating to pressure injury management and the second to the deteriorating
patient. Our updates on these are below.
6.5.1

Pressure Injury Management

Work is already underway on pressure injury management as a result of the November
2014 National Care Indicator Survey (NCIS) we carried out involving physical
assessment of 200 patients (100 hospital inpatients and 100 in aged residential care).
The survey covered pressure injuries, falls, nutritional state, continence and restraint.
A district wide Pressure Injury and Nutrition Action Group has now been formed,
including representation from nursing, medicine, allied health (hospital and
community) clinical dieticians, ACC, aged residential care, general practice, and home
support services. Terms of reference and an operational plan have been agreed
incorporating areas for service improvement highlighted from the November 2014
National Care Indicator Survey. It is expected that this group will work in a similar way
to the successful Falls Action Group already established. We were one of four DHBs to
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give feedback to Sapere who are completing a report for the HQSC to inform
development of the national pressure injury programme to reduce and improve
pressure injury incidence and management.
6.5.2 Deteriorating Patient
In response to a corrective action during certification audit and information from
HQSC, a more comprehensive approach to all aspects of management of the
deteriorating patient is being developed. A governance group that includes
Deteriorating Patient, Resuscitation and End of Life Care will be established. The terms
of reference are in development for this.
6.5.3 Patient Safety Week Planning
Patient Safety Week 2016 will run from 30 October to 5 November 2016. The HQSC has
worked with a sector group, including quality and risk managers, consumers and
representatives from primary care to develop the approach for the week.
Last year’s theme – Let’s talk – was very well received, and will be the theme again in
2016.
Feedback on last year’s Patient Safety Week included:
It was well received by the sector with higher levels of engagement than in 2014.
The resources were well-received and DHBs appreciated being allowed to order
resources (receiving only those relevant to their setting) and receive them ahead of
time.
Visibility of Patient Safety Week was high.
The Hello, my name is stickers and Let’s talk discharge sheet were the most popular
resources.
The Let’s talk discharge sheet, patient safety card and Three steps to better health
literacy booklet were the most likely resources to continue to be used after Patient
Safety Week.
More consumer-focused resources would be appreciated.
There were a lot of potential activities so need to be more focused in what is offered.

•
•

•
•
•

•
•

Considering this feedback and following consultation with DHBs, resources being
developed by the HQSC for Patient Safety Week 2016 will include:
•
•
•
•
•
•
•
•
•
•

‘What matters to you’ banners and speech bubbles.
Advance care planning information sheet.
Hello, my name is stickers/badges.
Instagram frame.
Communicating with patient’s sheet (translated into several languages).
Let’s talk discharge sheet (translated into several languages).
Patient safety card (translated into several languages).
Patient safety video.
Generic patient safety week poster.
Let’s PLAN for better care (translated into several languages).

An order form for Patient Safety Week will be available by the end of August, with
orders being delivered by early October.
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6.5.4 Improvement Advisor Training
One staff member completed the training programme to become an Improvement
Advisor (IA) in March 2016. This programme was sponsored by the HQSC and is
delivered by Ko Awatea at Counties Manukau DHB. The programme is an intensive
course designed to build capability in relation to improvement science based on the
Plan Do Study Act (PDSA) methodology with a significant focus on measurement.
In May 2016 another programme for Improvement Advisor training commenced at Ko
Awatea. Whilst we received no sponsorship from the HQSC this year; three staff have
been supported to undertake this. They are: Lee Welch - Quality and Clinical Risk
Coordinator, Susan Murphy - Manager Quality and Clinical Risk and Za Vivian Associate Charge Midwife.
Part of the requirement of completing the course is being involved in a project either
already existing or a project that has been approved and due to start in May 2016. The
project needs to be large enough to require a working group to assist in the
development of the project and the outcomes, but small enough that it can be achieved
in nine months.
The first project is on decreasing the incidence of reported medication errors in STAR 2.
Currently the ward dispenses over 40,000 medications per month, with any
“medication errors” being reported on the electronic incident reporting system. The aim
is to identify any trends in current data that could provide educational opportunities to
staff to assist in the reduction of reported medication errors. The project will also
explore the process following a medication error for nursing staff on the ward and
enhance the learning opportunities and minimise the impacts the current “learning
contracts” have on staff and the ward environment. The overall goal however is to
reduce medication errors in STAR 2 which will in turn provide a better environment
and outcome for patients and staff. This work will contribute to the medication safety
programme.
The second project is on recommendations from Root Cause Analysis (RCAs) and how
many are fully implemented and evaluated. Currently the process is paper based and
labour intensive to populate the action plans with progress update. The aim is to
develop a process whereby 80 per cent of all recommendations made from RCAs are
completed and evaluated within 18 months of approval. A project team has been set up
which consists of staff who lead implementation of recommendations with the first step
being a stocktake of issues relating to the current process. This work will enhance our
ability to manage this through the quality module of Riskman when fully implemented.
The third project aims to reduce the rate of still birth by raising awareness of early
reporting of changed baby movements during pregnancy. The deliverable from this
work will be the development of information for women and educational resources for
the wider community. The first steps are to stocktake the current knowledge and
awareness of women across the community.
We plan to have another 3-5 staff trained during the 2017 year and are exploring
options to have this delivered in the Central Region rather than staff going to Auckland.
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6.6

Quality Account

The 2014/15 Quality Account was published in December 2015. The HQSC facilitated a
workshop about the Quality Accounts in March 2016. At this stage there has been no
change to guidelines or advice received.
In planning for the 2015/16 Quality Account we have reviewed a number of Quality
Accounts from other DHBs and are now developing a concept approach based on a
poster story board design that also would be suitable as a ready reference fold out sheet.
This concept will be presented to the Executive Leadership Team and Clinical
Leadership Council for approval prior to ongoing development. A small team from both
Central PHO and MCH are working closely with the Communications team to pull this
work together.
The Quality Account will be presented to the Board in November 2016 for final
approval.
6.7

Infection Prevention and Control (IPC)

6.7.1 Sanitisers
Infection prevention and control are working with a small team, led by the hospital
services directorate, to support replacement of sanitisers in clinical areas. Sanitisers are
used to sanitise bedpans, urinals, measuring jugs and wash bowls after patient use.
There is some urgency around replacing current sanitisers that have been identified as
no longer repairable. Newer technology will be reviewed as part of this process, with
clinical, plumbing, electrical and support staff participation. Capital allocation has been
made for this work to ensure it is able to be progressed during 2017.
6.8

Medication Safety

6.8.1 Medication Safety Campaign
The year long medication safety campaign was launched in May 2015 and wrapped up
in December 2015. The success of the program has meant that continued focus on
medication safety has continued during 2016 as resources allow. The 2016 campaign
has had a late start, as other areas of focus have taken much of the team’s time. These
include starting up ePrescribing for chemotherapy and setting up guardrails for the
neo-natal unit’s newly acquired syringe drivers.
Audits of charting practice have been undertaken, and this is driving the campaign that
commenced on 20 June with competitions and information being promoted to clinical
staff. A focus area is improving the quality of “as required medicine” charting. Mutlidisciplinary team involvement in creating the program has been sought, and a re-audit
of “as required charting” is planned for a month after the campaign.
6.8.2 Safe Use of Opioids Collaborative
We have partnered with the HQSC, since November 2014, in implementing a national
breakthrough collaborative on the safe use of opioids in hospitals. The goal of the
collaborative was to reduce harm from opioids in hospitals, and to build capability
within hospitals in medication safety and quality improvement.
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Our Opioid Collaborative Working Group was established and together with Star 2 set
an aim to reduce opioid related constipation by 50 per cent. Throughout the national
collaborative multiple improvements were developed and tested.
A bundle of improvement initiatives has been collated which has proven to be
successful in Star 2. The bundle includes patient information, enhanced monitoring
and nursing documentation, posters, education packages and a guideline for the
prevention and management of opioid related constipation.
The baseline figures indicated only 50 percent of Star 2 patients who are co-prescribed
regular laxatives with regular opioids. Since the introduction of improvements, there
has been a significant improvement to the co-prescribing of regular laxatives with
regular opioids to 83 per cent.
Nursing documentation improvements involved small changes to the reporting of
elimination through focus charting. The baseline figures for nursing documentation for
the enhancements started at 33 per cent and have improved to 80 per cent. The data
collated showed that as the nursing documentation improved, the co-prescribing of
regular laxatives with regular opioids improved.
The aim to reduce opioid related constipation by 50 per cent unfortunately was not
achieved; however results indicate that there has been a reduction of 16 per cent. The
main improvement noticeable to patients is the reduction of the severity of
constipation. The baseline range results for days since bowels last opened was three to
ten days, with a median of 4.75 days. Following all of the improvement initiatives the
range has narrowed with the range being three to four days, with a median of four days.
Throughout the collaborative, there have been three learning sessions to bring together
all DHBs working on the safe use of opioids programme. These learning sessions were
an essential component of the collaborative methodology and brought together all
DHBs to share current learnings and further develop improvements to reduce harm
from opioid use. Four members from the working group attended the final workshop in
May 2016. The purpose of the workshop was to commence the work for the
development of a bundle of improvements for all opioid related harm. DHBs were
working on different aspects of opioid related harm including constipation, respiratory
depression, nausea and vomiting. We have been recognised by the HQSC for a standout
example of teamwork, ‘patient-centredness’ and stakeholder engagement.
The motivated and committed working group has shown great tenacity to stay together,
utilise improvement methodologies and maintain weekly auditing, in addition to all of
the improvement work undertaken.
The next step is to develop an implementation guide for other wards in the hospital to
use to guide them through the introduction of the improvements.
6.8.3 Management of Refrigerated Medications
All wards that hold vaccines have now achieved cold chain accreditation. Cold chain is
the prescribed process for ensuring that vaccines are kept at temperatures between +2
and +8 degrees celsius at all times from the point of manufacture to being used.
The new digital maximum thermometers have been installed and very well received.
Their relative ease of use has encouraged good compliance with daily temperature
monitoring of medication fridges and the ambient temperature of medication rooms.
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There are still a number of medication fridges that require these thermometers. As well
as reading medication fridge maximum/minimum temperatures, they also read the
maximum/minimum temperatures of the medication rooms. The Storage of Medicines
Policy has been updated as a result of the changes introduced. The new policy has been
well accepted with recording of minimum/maximum temperatures of medication
fridges and medication rooms dramatically improved across hospital wards although
still requires further improvement.
6.8.4 Repacking of Bulk Medicines
The pharmacy has identified 25 lines that can be packed down from large packs for
more convenient supply to hospital wards. This has been achieved over the past six
months and there have been positive inventory control as well as freeing up space in
medication rooms. Pharmacy has developed a series of the coloured strips on the labels
which have been well received by ward staff. The HQSC tallman lettering
recommendations for medicines has also been adopted in the development of repack
label.
6.8.5 Medicines Reconciliation
Medicines reconciliation is an on-going priority for the pharmacy. Currently 80-85 per
cent of prioritised patients have their medicines reconciled by a pharmacist within 24
hours of admission. In 2016 pharmacists undertaking this work will endeavour to add
to this service by conducting a five step medicines review using an evidence based tool
currently used in acute admission units in Danish hospitals. This process is currently in
development and is expected to start later in 2016 and will be reported on to the
Medicines Advice and Policy Committee (MAPC). Pharmacists have begun to work on
this process, and are developing local tools in order to ensure their medicines reviews
can be concisely and effectively communicated.
7.

BEING UP TO THE JOB

7.1

Critical Event Debriefing

A multidisciplinary working group of representatives from several services was formed
in August 2015 to look at what policies and procedures are in place to assist individuals
and teams to cope when an event happens to them or around them.
The outcome of the initial discussion was that various help channels such as the
Employee Assistance Programme (EAP) and community, professional and spiritual help
organisations were available however the contact details and information was not easy
to find, information was held in various places and one solution might not necessarily
suit all staff.
As an initial step in the process of setting up a robust assistance system, a single
repository for information and contacts was developed and this intranet site, owned by
Occupational Health and Safety, continues to be enhanced with a wide range of
information and other suggestions being submitted by the many staff accessing the site.
This intranet site is known as the ‘Self Care’ site. Positive feedback has been received
about the usefulness of this site.
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The multidisciplinary working group is now working on documenting the procedure for
providing staff support following a critical incident. The draft procedure has been
through one round of consultation and is currently being updated to include this
feedback into the final version for further consultation and approval.
This will be followed by promotion and awareness raising activities relating to both the
intranet site and the procedure.
7.2

Staff Vaccination Programme

7.2.1 Influenza Vaccination
Influenza vaccination uptake has been slower this year uptake expected to be at 60 per
cent by the end of June the same as that achieved at the end of the 2015 programme.
The reasons are unclear, however pleasant autumnal weather and a low pattern of
influenza activity may be contributing to the result. A range of activities were
undertaken including opportunity to win major prizes, multiple clinics in many settings
at varied times, clinics held at request of specific departments, a further eight ward
based vaccinators were trained and a letter was sent to all staff from the Chief Executive
Officer. Dr Deborah Powell spoke to an open forum on 1 June, attended by
approximately 20 staff. She actively promoted the vaccine and an educational and
incentivised programme. We discussed strategies that had been employed by MDHB,
which were positively reinforced by Dr Powell. Opportunities for 2017 will be
considered by the Influenza Governance Taskforce later in 2016 following a debriefing
and review of this year’s programme.
Graph 29: Influenza Vaccination Uptake 2016
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7.3

Measles Mumps and Rubella (MMR)

The Infection Prevention and Control team are responsible for screening of staff on
employment for some communicable diseases. This includes blood tests for rubella and
morbilli (measles), if there is no evidence of immunity. Immune status requires
evidence of two vaccinations after the age of four, proof of immunity or confirmation by
a doctor of having had measles. The purpose of this is to protect the vulnerable and to
minimise disruption of the workforce in the event of an exposure to a person that is
subsequently diagnosed with morbilli. There is good vaccination coverage of staff as a
result of the immunisation programme which commenced in 2012, however small
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groups of staff still require vaccination. The current outbreak of measles within the
district has provided an opportunity to reiterate the need for staff to review their
vaccination history and have this information readily available.
7.4

Emergency Management and Planning

All events are unique and inevitably raise complex and often unforeseen issues. Thus,
there is no single template for a response. However, there are certain similarities and
predictable patterns in the way most events unfold.
The principles of Emergency Management are based on the 4R’s:
•

Reduction – Identifying and analysing long-term risks to human life and property
from hazards, taking steps to eliminate these risks if practicable and if not reducing
the magnitude of their impact and the likelihood of their occurring.

•

Readiness – Developing operational systems and capabilities before a civil defence
emergency happens, including self-help and response programmes for the general
public, specific programmes for emergency services, lifeline utilities and other
agencies.

•

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

•

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

7.4.1 Recent Emergency Management Activity
During this reporting period there has been one significant event (ongoing):
•

Measles outbreak – The Public Health Unit (PHU) identified three cases of
measles within the Horowhenua region (Levin) in mid May 2016. As part of its
communicable diseases protocol it established an Incident Management Team
(IMT) and Emergency Operations Centre (EOC) to manage the event.
Subsequent increases in case numbers saw the PHU EOC stood down and a MDHB
EOC established; which included a larger IMT with wider stakeholder
representation.
To date a total of ten (10) sequential Incident Action Plans (IAPs) have been issued.
The key focus areas are:
•

preserve integrity – communicate with stakeholders;

•

limit spread of infection;

•

manage known cases.
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Achieved through:
•
•
•
•

ongoing identification of contacts (track and trace) and immune status – isolate as
required;
ongoing resourcing needs PHU / EOC / MCH;
stakeholder relationships;
consistent messaging for general practice and other stakeholders to support and
assist.

At this time the event is still ongoing.
In addition to this event other key focus Emergency Management areas include:
•
•

•
•
•
7.5

Aligning our Health Emergency Plan (HEP) to the revised National Health
Emergency Plan (NHEP) released by the Ministry of Health (MoH) in October 2015.
Transfer of National Psychosocial Welfare from the Ministry of Social Development
(MSD) to MoH resulting in regional responsibility being delegated to the relevant
District Health Boards. Regional planning is in the early phase with a shared focus
and resource with Whanganui District Health Board (WDHB).
Ongoing delivery of CIMS in Health and Advanced CIMS courses.
Business continuity planning (BCP) for the Generator Upgrade Programme and
subsequent impact on MCH outputs.
Initially planning for the MoH’s Emergo Mass Casualty exercise due to be conducted
in early 2017.
Family Violence Intervention Programme (FVIP)

The Family Violence Intervention Programme’s strategic plan has been revised and was
published early in 2016 for the 2015 – 2018 period. It has five priority areas:
•
•
•

•
•

To improve the health professional workforce’s ability to work effectively with
Whanau Maori, Pasifika and ethnic minorities when working with family violence.
To have an informed health professional workforce across our district who are
skilled in identifying and responding to both actual and potential family violence.
To respond to situations of family violence by working in partnership to co-ordinate
consistent and timely actions by utilising process, system and pathways to prevent
injury and other harm.
Implementation of policy, process and support systems to enhance staff’s response
to family violence and increase support to staff.
Implement a consistent Family Violence Intervention Programme model for delivery
across primary health care and community settings.

These priorities align with the Children’s Action Plan, the action plan from the annual
audit of the programme and the service specifications.
Family Violence Intervention training days continue to be offered 10 times per year and
have greatly increased the awareness of the serious impact family violence has on
people’s health with nearly 800 staff attending to date. Staff are taught to routinely
screen for family violence, identify possible child abuse or neglect and provide support
and relevant referrals. There are ongoing projects within services to further improve
screening rates, including refresher training and changes to documentation.
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7.5.1 Review of Programme Audit Tool
The Family Violence Intervention Programme is audited yearly by Auckland University
of Technology (AUT) and the Delphi tool has been used for the last 10 years. The
programme has matured over this time from implementation to an increased focus on
evaluation. Hence the tools used are to be modified to reflect new directions. The
coordinator has been asked to be part of this review along with two other staff. The
revised tool will then be piloted at the next annual audit.
7.5.2 National Child Protection Alerts
We received approval to place child protection alerts on Homer nearly two years ago.
Since then, nearly 600 alerts have been placed on children’s records after staff have sent
Reports of Concern (RoC) to Child, Youth and Family. These RoC go to a
multidisciplinary team for consideration as to whether there should a national alert.
This system means that staff at any DHB can see if a RoC has been made for a child.
ROC are most often for families with multiple issues such as family violence, drug use
and mental health issues. The first audit by the national programme lead is planned in
July 2016.
7.5.3 Refreshed Guidelines for FVIP
The Family Violence Assessment and Intervention Guidelines - Child Abuse and
Intimate Partner Violence were first published in 2002 and have for the first time been
refreshed by the MoH. These were due for release in early 2016 but this was delayed
until June 2016. The revision includes incorporating up to date material around child
protection and strangulation, changes in the screening questions to be asked and the
level of response expected from staff. Additional training will be needed to inform staff
of these changes and policy documents will also be modified.
7.5.4 Snapshot Audit Results
The following tables show our results from the snapshot audit for the period April to
June 2015 compared to the national mean for this period and the previous period. The
audit aims to collect accountability data and provide data for local and national quality
improvement activities. The DHB rates are based on a random sample of 25 records.
Table 2:
Child Abuse and Neglect Clinical Snapshot Audit: Risk Assessment and
Child Protection Concern rates (1 April - 30 June 2015)
Child under 2
presenting to
ED for any
reason

Child Protection Risk Assessment
Mid2015
MidCentral
National
Central
2015
Mean
2014
(Range)
Baseline
76%
25%
40%
(0%-76%)

2014
National
Mean
(Range)
27%
(0-61%)

Child Protection Concern
Mid2015
MidCentral
National
Central
2015
Mean
2014
(Range)
11%
8%
0%
(0-75%)

Note: The national mean scores and ranges are from 22 hospitals from 20 DHBs.

2014
National
Mean
(Range)
13%
(0-100%)
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Table 3:
Intimate Partner Violence Clinical Snapshot Audit: Screening and
Disclosure rates (1 April – 30 June 2015)
IPV Clinical
Audit

MidCentral
2015

Postnatal
Maternity
Child
Health
Adult
Emergency
Department
Sexual
Health

77%
12%
68%

76%

Screening
2015
MidNational
Central
Mean
2014
(Range)
47%
16%
(0-100%)
37%
0%
(12-92%)
24%
NA
(0-68%)
49%
(0-100%)

NA

2014
National
Mean
(Range)
33%
(0-72%)
39%
(0-100%)
NA

MidCentral
2015

NA

53%

5%
0%
6%

Disclosures
2015
MidNational
Central
Mean
2014
(Range)
4%
0%
(0-33%)
4%
0%
(0-33%)
5%
NA
(0-100%)
20%
(0-100%)

NA

2014
National
Mean
(Range)
9%
(0-25%)
6%
(0-32%)
NA

NA

IPV = Intimate Partner Violence
CP = Child Protection

The report notes:
“The Ministry of Health VIP target is that all DHBs achieve IPV and CP (child
protection) assessment rates of at least 80 per cent and CP concern rates of at least 5
per cent. To date MidCentral DHB is very close to meeting the VIP targets in four
services; CP assessment in children’s emergency department, post natal maternity,
adult ED and sexual health. You have also met target for the Child Protection Concern
rate (among those who had an assessment) in children’s ED, and the IPV disclosure
rate in postnatal maternity, adult emergency department and sexual health. These are
excellent results.”
A further audit is planned in the next few months and will include several areas of
Mental Health and Addictions.
7.6

Occupational Health and Safety (OHS)

7.6.1 Health and Safety Legislation
The Health and Safety at Work Act 2015 (HSWA) came into effect in April. There are a
number of activities underway which will support the organisation with its legislative
compliance and to raise staff awareness of their responsibilities under the Act. These
include:
•

Staff Engagement and Education

Regular opportunities are being provided for staff to update their knowledge on Health
and Safety. These include, staff updates on the new legislation with 15 minute
presentations being offered locally to areas/wards/units, as well as information in the
OHS monthly newsletter.
OHS has developed a website which has a wide collection of health and safety
information including safe handling, legislation, health and safety committees, injury
and rehabilitation management, personal health and wellness. OHS continues to
produce a monthly staff newsletter and to date have covered such topics as legislation,
hazard management, tips on setting up workstations, hearing and vision, health
promotion and wellness.
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•

Health and Safety Representative Training

The two day training for all health and safety representatives has been scheduled with a
series of sessions over the next six months. This training is a requirement within the
new legislation and must meet the NZQA Framework Unit Standard 29315. The
training will be for groups of 16 health and safety representatives, and delivered in
house by an external provider in conjunction with the Combined Trade Unions. It is
expected that by the end of November approximately 80 of our dedicated health and
safety representatives will have attended. Consideration for 2017 training requirements
will then be required to ensure ongoing compliance with the regulations.
The small number of health and safety representatives who have previously completed
external training are accessing ‘transition training’ which meets the regulations.
•

Hazard Management

A two hour training module for team leaders, charge nurses, managers and dedicated
health and safety representatives is being delivered. The new hazard management
system is within the incident module of Riskman. As Riskman is well embedded in the
organisation, and already familiar to most users, for both reporting and reviewing
incidents/near misses and accidents, it has made the implementation and training
easier.
As the Riskman programme has the assessment risk criteria for likelihood and
consequences, it aligns well with the legislative requirement of risk assessment for
hazard management.
The training has been well received by the 75 staff who have already attended. Weekly
training commenced in February and will now continue on a monthly basis throughout
the year.
All other training related to health and safety continues throughout the year, including
No Lift for new staff, new trainer days and trainer updates, health and safety for team
leaders and new staff orientation.
7.6.2 Chemical Material Safety Data Sheets
Electronic access to Material Safety Data Sheets (MSDS) for all non-pharmaceutical
chemicals is now available on our intranet. This provides immediate up to date
chemical information for end users and will be particularly important should there be a
chemical spill on site. It also eliminates the need for areas to hold paper copies of
MSDS.
7.6.3 Equipment
The third and final phase of the bed replacement programme is now underway with the
delivery of the last 51 beds including six specialist beds for the Coronary Care Unit
(CCU). Purchase is in progress for replacement of identified hoists, purchase of
additional Sara Stedys (patient transfer devices) and air assisted transfer devices.
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7.6.4 Wellness Expo
A Wellness Expo day is planned for 5 October 2016 in the Education Centre.
Preparatory work is underway in partnership with Human Resources. It is anticipated
that along with providing information on health and safety it will be an opportunity for
the promotion of healthy lifestyles, MCH’s healthy initiatives, including some activity
demonstrations and health screening.
7.6.5 Staff Injury Data
The following three graphs provide an overview of staff injuries in the three main
categories reported via our electronic incident reporting system.
Graph 30 shows slip, trips and falls reported by staff, which have resulted in injuries
leading to registered claims. No specific trend is noted in either location or type of
injury.
Graph 30: Slips, Trips and Falls 2014-2015 and 2015-2016
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Graph 31 shows those incidents which have become registered work related claims as a
result of violence towards staff, usually by patients.
Graph 31: Injuries from Violence 2014-2015 and 2015-2016
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Graph 32 shows incidents related to manual handling, generally of patients, that have
resulted in work related claims, with injuries occurring more frequently to backs and
shoulder regions than to other areas of the body.
Four of the nine injuries in November 2015 and three in February 2016 relate to
bariatric patient management.
Graph 32: Manual Handling Injuries 2014-2015 and 2015-2016
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8.

BEING WILLING AND ABLE TO LEARN

8.1

Spiritual Support

8.1.1 Addressing Spiritual Care in a Cancer Treatment Ward: a quality
improvement project
Funding has now been gratefully received from the Local Service Provider (LSP), a
committee of the Interchurch Council for Hospital Chaplaincy (ICHC) to have the
report from this pilot project written up for submission to academic journals by the end
of 2016. Some members of the Spiritual Care Advisory Group will be interviewed as part
of this project, which will be managed by Dr Richard Egan of the Cancer Society Social
and Behavioural Research Unit, Te Hunga Rangahau Ārai Mate Pukupuku, at the
University of Otago.
8.1.2 Spiritual Care Advisory Group (SCAG)
Work has been progressed to develop the SCAG workplan and strategy to ensure that
we are able to be transformative in terms of spiritual care and also align with the values
and change processes underway at MDHB. This strategy and plan will guide us through
the transformation process over the next three years in partnership with Interchurch
Council for Hospital Chaplaincy (ICHC). The strategy and workplan will be available
and in progress by the end of July.
The project group involved with Partners in Care has now completed its work with the
greatest learning being that our agenda, no matter how important we think it is, might
not be what people want to talk about first or at all. So whilst we began with a focus on
end of life care for people of refugee communities, the issues that became prominent
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were grouped around food, communication and sacred space. As a result of our work we
have offered suggestions for improvements that are included earlier in this report.
We did not reach the goal set at the beginning of Partners in Care; instead we were
thoroughly humbled by our conversations with the refugee community and
acknowledge our need to be changed, individually and organisationally by these
encounters. Although the formal Partners in Care process has wound down, the
unfinished tasks and the ongoing relationship building has now become part of the
SCAG workplan.
9.

CONCLUSION

Work against the Annual Plan (AP) initiatives for 2015/16 has progressed well with no
areas of concern. All of the programmes that have to date been part of the Open for
Better Care campaign and also result in Quality and Safety Markers are continuing
longer term given there are still improvements to be made with these and they are in
line with the long term focus for the HQSC. Where ongoing improvement is required
improvement plans are in place.
The implementation of the final module of Riskman is underway and will be fully
implemented by August 2016. This will see the culmination of three year’s work and will
enable some sharing of information and comparative work to be developed.
Proactive work to address the corrective actions from the November 2015 audit is in
progress and will lead into the next full audit in approximately May 2017. Wherever
possible this work has been aligned to other work and progressed as overall
improvement plans.
Work on developing strategies for pressure injury prevention and management and
management of the deteriorating patient is also in the very early stages and will be
progressed over the next year.
Particular attention will continue to be paid to proactive management of complaints to
ensure that communication with patients and families is positive and constructive along
with refreshing all of our information about feedback processes including a review of
posters, tell us what you think form and information on our website.
We will continue to support our staff undertaking the Improvement Advisor training
and will seek more candidates for the 2017 course. In addition we will be seeking to
support those who participated in the Partners in Care Programme to promote the Codesign approach with others across our organisation.
Patient safety week in November 2016 will again be used as a vehicle to support and
strengthen communication at all levels with patients, families and colleagues as well as
moving forward with more consumer engagement and participation.

Muriel Hancock
Director
Patient Safety and Clinical Effectiveness
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2015/16 DAP INITIATIVES – PATIENT SAFETY & CLINICAL EFFECTIVENESS
No. Actions to Deliver Improved
Performance

Health System Success is Measured
by

Progress

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers
32

Implement falls improvement plan to achieve
target.

•
•

•
•
•

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

•
•

•

•

Implementation of Trendcare falls
assessment module by September 2015.
Implement falls aware ward programme
in two more inpatient wards by March
2016.
Implement outcome of bathroom audits
by March 2016.
Participate in Open for Better Care
follow- up focus on falls reduction.
98 per cent of older patients assessed as
at risk of falling receive an
individualised care plan addressing
these risks.

Completed

Identify and train ward based
champions by July 2015.
Mandatory training requirements will
be implemented for all clinical staff by
December 2015.

Additional auditors trained.

Reporting on compliance with training
to champions and professional leads in
place by March 2016.
Areas not meeting targets will set local
target and actions to achieve by March
2016.

Completed

Audit outcomes analysed and costing in
progress.
Completed
Achieved 99 and 95 per cent at recent audits.

A project to identify and monitor mandatory
training remains in progress. This is in place for
nursing as part of performance appraisal
process.
Not yet progressed.
Local reporting and support has been
strengthened.
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No. Actions to Deliver Improved
Performance

Health System Success is Measured
by

Progress

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers
Implement perioperative improvement plan
to achieve target.

•

•

•

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

Surgical Safety Checklist audit and reporting
retired in July 2015.
N/A

N/A
Due for implementation in July 2016.

All results at 95-99 per cent. Improvement plan
in place.

Clinical portal upgrade has not commenced.
Manual medication reconciliation at 85 per
cent of prioritised patients.
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No. Actions to Deliver Improved
Performance

Health System Success is Measured
by

Progress

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

Conduct inpatient hospital experience
surveys.
o Conduct inpatient hospital
experience surveys on a quarterly
basis and report results to the
Quality & Excellence Advisory
Committee and through the national
reporting process, identifying actions
planned to address any areas of
improvement.
o Transition to electronic survey
process by 30 September 2015.

•

Issue the 2014/15 Quality Account,
together with the Central PHO, within
five months of year end.

•

Strengthen local mortality and
morbidity review arrangements.
o Conduct a stocktake of clinical audit
across medical, nursing and allied
health professions by 31 October
2015.
o Services with any shortfalls to
develop remedial plan within three
months, and to implement by 30
June 2016.

Quarterly surveys continue with reporting at all
levels.

Email contact details now able to be captured
with 53 surveys sent by email in the last round.
Completed

Stocktake completed with further work to
develop an audit programme and reporting
process.
Work in progress.
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No. Actions to Deliver Improved
Performance

Health System Success is Measured
by

Progress

Implement rapid cycle improvements to address any shortfall in achievement of Quality and Safety Markers
38

•

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

o
o
o
o

•

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

•

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

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

Completed
Well progressed awaiting final test module.
Delayed until August 2016.
Delayed until August 2016.

Training for New Zealand Business Excellence
completed.
o

o
o

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

Development of this approach continues with
PDSA used more routinely, e.g. Partners in
Care and Opioid Collaborative.
Policy alignment in progress.
SharePoint in place.
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TO

Quality and Excellence Advisory
Committee
Healthy Communities Advisory
Committee

FROM

Anne Amoore
Manager, Human Resources and
Organisational Development

DATE

28 June 2016

SUBJECT

WORKFORCE STRATEGY: SIX MONTHLY UPDATE

1.0

MEMORANDUM

PURPOSE

This report provides the six monthly update to the Quality and Excellence, and Healthy
Communities, Advisory Committees on the progress made toward the deliverables
relating to workforce as listed in MidCentral District Health Board’s (MDHB’s) Annual
Plan for 2015/16.
This report is for information only; no decision is sought.
2.0

SUMMARY

Good progress continues to be made towards initiatives that support our workforce
goals and objectives. The development of MDHB’s strategic framework is well
progressed, with work to further define the strategic imperatives being presented to the
Board in June. The strategic framework will be supported by our organisational
development strategy, which will set out a clear vision and programme of work to create
the required internal environment to support the achievement of our strategic
imperatives. The organisational development strategy will incorporate workforce
development initiatives previously included in our separate workforce strategy.
Work on the organisational development strategy has commenced. We have a wealth of
information from the 2015 safety culture survey, from staff forums and from the
workshops that have contributed to the development of our strategic framework to
begin to build a clear framework for our organisational development strategy. Further
engagement with the organisation will occur during the development of the strategy.
Our vacancy levels continue at low levels at an average of 40.50 FTEs (2.52 per cent of
total FTEs across Allied Health, Nursing, Midwifery and Medical). This is down from
the previous six months which showed an average of 45.06 FTE vacancies per month
(2.8 percent of total FTEs) for the occupational groups for which we collect vacancy
data.
Staff leaving the organisation, and staff stability rates are also at low levels and well
within target. Year to date sick leave rates are tracking slightly below target of 3.2
percent at an average of 2.91 percent per month.

Accrued annual leave over two years continues to be above our target and is a key area
of focus. The Annual Leave Plan initiatives are in place to address this and progress
against the plan is included in a separate report.
Changes have been made to the format of the workforce statistics provided as part of
this report, to provide greater transparency of trend data, and benchmarking, which will
provide greater insight into the overall health of our workforce and work environment.
Feedback is sought from the Committee on these changes so that further refinement of
this report can occur.
3.0

RECOMMENDATION

It is recommended
(a) that this report be received.
(b) that the Committee provide feedback on the revised format for
workforce statistics.

Anne Amoore
Manager
Human Resources and Organisational Development
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4.0

KEY WORKFORCE STATISTICS

The graphs and tables in this section of the report are intended to provide the
Committee with an overview of the general status and health of our workforce, and have
been revised to include trend and benchmarking data, and status information.
Our Workforce At A Glance
The graphs below show the professional make-up of our workforce, and how this has
changed over time. The professional make-up of our workforce has remained
reasonably static over the last five years, with the biggest changes occurring in
Corporate and Other (reduction from 28% of total workforce to 24% of total workforce),
Allied and Scientific (increase from 12% to 14% of total workforce, and Nursing
(increase from 37% to 39% of total workforce).
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Staffing Growth Over Time
The graph below shows the relative growth of each clinical group over the last five years.
Overall, Clinical staffing numbers have grown by 17.5% over the last five years, with the
biggest growth occurring in Allied and Scientific (27.7%), Senior Medical (19.1%) and
Nursing (14.4%). The population we service has grown by 3.3% over the same period
and our revenue has grown by 13.9%.

Key Workforce Measures
The table on the following pages provides an overview of key workforce statistics, how
they are tracking against established goals and benchmarks, and how they have trended
over the last six months.
A traffic light system has been used to highlight to the Committee areas that are not
tracking as expected against established goals, or where MDHB is performing poorly
when compared with other “like” DHBs. A red light signifies that we are significantly
underperforming, or have significant room for improvement, an orange light signifies
that we are tracking below expectations or perform in the lower half of “like” DHBs and
a green light signifies we are performing well. Commentary has been provided to give
context to the new traffic light system. The trend arrows signify how the measure has
changed since the last reporting period – trended up, trended down, or remained
constant. An upward trend can be either positive or negative depending on the
measure, so green has been used to signify a positive trend, and red to signify a negative
trend to assist with interpretation.
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Staffing Levels

81

Status

Trend

Ethnicity
Status

Commentary
Staffing levels have steadily increased over the last five years,
with cumulative growth over that period of 17.5%, and the
most significant growth (27.7%) in Allied Health and
Scientific roles. When benchmarked against other DHB’s of
similar size, MDHB is at the higher end of the range with
respect to staffing numbers as a percentage of both
population and budget, for all workforce groups except Senior
Medical Officers. Total staff numbers as at 31 March 2016 are
2,111.9 FTE, an increase of 6.8 FTE.

Trend

Commentary
We have seen a steady increase in the proportion of Maori,
Pacific and Asian staff over the last five years, resulting in a
more ethnically diverse workforce, however, when compared
with the ethnicity profile of the community we service, we are
still significantly under represented with respect to both
Maori and Pacific staff. The increase is pleasing but work is
still required to more closely match our ethnicity profile with
that of the community.

Recruitment
Status
Trend

Commentary
Our vacancy levels have decreased over the past six months
and continue at low levels across all occupational groups, at
an average of 40.50 FTE per month (2.52 percent of total
FTEs for the occupational groups for which we collect vacancy
data). Vacancies in Nursing and RMO roles have dropped to
1.5% and 3.04% respectively. Allied Health and SMO
vacancies have risen slightly, to 2.68% and 8.02% respectively

Retention
Status

Trend

Sick Leave
Status

Commentary
Our staff stability rate remains very high, at 99.75%, and our
annualised turnover rate is at 10.5%. We experience the
highest levels of turnover in our Allied Health and Support
roles, with these sitting at 22% and 19.5% respectively. It
should be noted that the number of support roles is small, so
very small numbers of resignations can result in significant
fluctuations in turnover rates. These areas will be monitored
to determine whether there is a continuing trend of high
levels of turnover. We have very low levels of turnover in our
SMO and Nursing staff, with these both sitting at 5.4%.

Trend

Commentary
A total of 26,451 hours was lost to sick leave over the last
quarter (January to March 2016). Highest levels are recorded
for Nursing, Allied Health and Support staff, with these
sitting at 3.1%, 2.8% and 2.9% for the quarter respectively.
Coupled with the high turnover levels for Allied Health and
Support staff detailed above, both of these workforce groups
warrant further investigation with respect to any underlying
issues that may be causing the high turnover and sick leave
rates. Overall sick leave rates have reduced from 3.33% last
reporting period to 2.91% this reporting period. Our sick
leave rate does, however, remain higher than the average for
other similar-sized DHB’s and for all DHB’s nationally.
Further investigation into this is underway.

Annual Leave
Status
Trend

Health and Safety
Status
Trend

Age Profile
Status

6.0

Trend
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Commentary
Over 14% of our staff still have annual leave balances that are
greater than 2 years accumulation, with SMO’s and Nursing
staff having the highest proportions, at 28% and 20%
respectively. MDHB remains as the DHB with the highest
proportion of staff with excessive leave balances. Significant
work is required to understand and address the barriers to
staff taking annual leave to address this issue. One pleasing
sign, however, is that there has been a reduction in the
number of staff with excessive leave balances, down from
15.9% in the last reporting period.
Commentary
A total of 2,856 hours was lost to workplace injury and illness
over the previous six months. This is down from 3,279 hours
for the preceding six months, and is the lowest level for the
last two years.
Commentary
Our average age has steadily increased over the last five years,
increasing from 44.3 to 46.3 for males and 44.5 to 46.7 for
females. This aligns with the general shift in the wider
population however more work is required with respect to
succession planning to ensure MDHB has the required
capability and capacity to respond appropriately to an ageing
workforce.

PROGRESS

Key areas of focus from the Annual Plan are outlined below, and an update given on the
progress that has been made to date.
An in-depth update regarding some workforce initiatives, for example, occupational
health and safety initiatives, is contained in the annual update from the Director Patient
Safety and Clinical Effectiveness which is also being provided for the Committees’ July
meetings. To avoid duplication those initiatives are not included in this report.
6.1

Organisational Culture

Key areas of focus for 2015/16:
•

Determine the desired organisational culture

•

Develop and implement an organisational culture change plan

•

Implement team development programme throughout the DHB

•

Undertake a further safety culture survey and implement a work programme
to address the findings

•

Finalise and implement the Bipartite Action Group’s work programme for
2015/16.

6.1.1

Strategic Framework

The development of MDHB’s strategic framework is well progressed, with work to
further define the strategic imperatives being presented to the Board in June. The
strategic framework will be supported by our organisational development strategy,
which will set out a clear vision and programme of work to create the required internal
environment to support the achievement of our strategic imperatives. The
organisational development strategy will incorporate workforce development initiatives
previously included in our separate workforce strategy. The diagram on the following
page depicts where the organisational development strategy fits within our overall
strategic framework. A larger version of this diagram can be found in Appendix One.

Work on the organisational development strategy has commenced. We have a wealth of
information from the 2015 safety culture survey, from staff forums and from the
workshops that have contributed to the development of our strategic framework to
begin to build a clear framework for our organisational development strategy. Further
engagement with the organisation will occur during the development of the strategy.
Key areas of focus within the strategy, which will outline a 3 to 5 year work programme
aimed at creating an internal environment that proactively supports and contributes to
the achievement of our strategic priorities, will be:
•

Building a positive and productive work environment, which will include a
very strong focus on establishing and maintaining expected standards of
behaviour and conduct, including giving meaning and effect to our values.

•

Developing credible, capable and engaged leadership across all areas
including clinical, functional, technical and change leadership.

•

Ensuring we have a sustainable workforce, including diversity initiatives, and
workforce planning.

•

Developing clear and appropriate decision-making frameworks, an
authorising environment and clear accountability structures.

•

Building capability across all areas of our workforce, including the
identification and growth of talent, supporting career structures, and cultural
competence.
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•

Working together, better and smarter, including a strong focus on innovation,
quality improvement, and utilising cross-functional teams.

6.1.2 Safety Culture Survey
The results of the Safety Culture Survey undertaken in 2015 will be a key input into the
development of our organisational development strategy. The diagram below shows the
key areas for improvement identified through the survey and will be reflected within the
framework of the organisational development strategy.

The Safety Culture Survey will not be repeated in 2016. It is important that the
organisation makes progress on addressing the feedback from the 2015 survey before
repeating any form of substantive staff survey. An element of the organisational
development strategy will be initiatives that enable us to regularly obtain feedback from
staff on our work environment, and our progress as an organisation and may include
things like regular “pulse” surveys, an ongoing engagement/culture survey that enables
appropriate benchmarking, and a range of other feedback and communication tools to
understand the views of our staff.
In the meantime we are continuing with the following, all of which contribute to the
themes raised by staff:
•

To address workloads and skill mix, we will continue with the Patient Flow
Improvement Programme and the implementation of the Care Capacity and
Demand Management Programme. Our Annual Leave Plan is in place to
address high annual leave balances and enable staff to take leave.

•

Implementing elements of our team development programme is continuing,
for example, implementing MDHB’s Shared Approach to Work Principles and
some teams are developing Standard Operating Procedures.
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•

Education Sessions such as Building Resilience/Managing Stress,
Communication, Keeping Safe for Front-Line Staff, and Delivering Excellence
in Customer Service continue as part of the education calendar for next year.
These sessions have been very well received by those staff attending.

•

We will be considering the Bullying and Harassment framework being
developed by the DHBs’ National Bipartite Action Group and implementing
strategies appropriate to MDHB.

6.1.3 Bipartite Action Group (BAG) Work Plan
BAG’s Work Plan for 2016/17 is under development and will focus on:

6.2

•

The development and implementation of MDHB’s Organisational
Development Strategy.

•

Leave planning – BAG is overseeing the initiative to reduce annual leave
balances across MidCentral Health. Reducing annual leave balances is also a
key area of focus for Operations Directors and Service Managers. More
detailed reports are being provided to BAG so the group can better monitor
progress and provide suggestions and ideas into how this can be better
managed.

•

Health and Safety – regular updates are provided to BAG on health and safety
issues or concerns, including updates on any changes in legislation. The
group are to do some further work on including some specific initiates around
health and safety in its work plan.

Leadership

Key areas of focus for 2015/16
•

Undertaking two transformational leadership programmes.

•

Coach and mentor clinical and operational leaders to enhance their skill base
in line with MDHB’s desired organisational culture.

•

Roll-out a further introductory training and development programme to
medical leaders.

•

Enhance project management expertise across MDHB.

Progress to date:
Led by MDHB’s Nurse Director - Clinical Practice Development, two further
Transformational Leadership Programmes were held in 2015/2016. The Programme
focuses on participants gaining an understanding of their leadership style and that of
others; how to develop and execute a shared vision and strategy; how to lead
transformational change by mobilising others to join and be part of the planned change;
the mechanics and dynamics of team leadership and team performance; and the role of
improvement in reducing waste and variation. The programme is held over six months
and combines a unique blend of experiential learning and development techniques.
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To date there have been 360 participants supported by 25 coaches, from areas such as
Aged Residential Care, Iwi/Maori; NGOs, PHO, and acute hospital and specialist
services.
Comments/feedback from participants includes:
•

The course has definitely helped improve my knowledge and understanding of
myself, team members and leadership styles. The tools and techniques are
valuable, practical and applicable to my role/environment.

•

I achieved all my pre-set goals and more than I expected. Definitely improved
skills and knowledge through immersion training. Has given me tools to use
in my everyday practice to really enhance my leadership skills. A bonus for
myself and my employer.

The Medical Leadership introductory training development programme, put in place by
MDHB’s Chief Medical Officer, was held again this year. This programme includes a set
of tutorials aimed at upskilling another generation of medical leaders within
MidCentral.
Up to 40 of our Senior Medical staff have now attended the sessions and actively
participated (some were not able to attend all sessions due to other commitments). The
programme has been very well received by the SMOs attending. Some attendees may
now consider progressing into Medical Head or Clinical Director roles in the future. The
programme may also lead to some SMOs exploring the Associate or Fellowship training
programmes of the Australasian College of Medical Administrators.
6.3

Capacity and Capability
Key Focus Areas for 2015/16
•

Expand the knowledge and use of the “Plan, Do, Study, Act” continuous
improvement model throughout MDHB’s district.

•

Continue to implement Care Capacity and Demand Management (CCDM) and
Releasing Time to Care (RTC). These are tools for determining the resources
required to provide a safe service.

•

Embed the mental health change programme.

•

Liaise with the Regional Director of Workforce Development to increase the
regional capacity and capability of RMOs, including sharing innovations and
training opportunities within the Central Region.

•

Implement the worker safety checks as required under the Vulnerable
Children Act.

•

Review our health and safety policies and procedures to ensure compliance
with the amendments to the Health & Safety Act.

Progress to date:
An update about CCDM, RTC and the mental health report was provided to the
Committees at their June meeting.
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6.3.1 Education and Development
Ko Awatea (e-learning platform) continues to be very well received by our staff. We are
steadily increasing the modules on the site, with fourteen now available. From January
to May 2016, 1072 staff have completed modules. Over time, it is expected a good
number of education and development programmes will be delivered online, rather than
as currently face to face, or through other means. We have also opened the site up to
Primary Care and other providers within our district.
Over the past year around 600 internal education sessions have been held and were
attended by over 4,900 staff members (some staff attend more than one session).
In addition to this, over the past six months, a number of education sessions were
provided by Buddle Findlay:
•

Decision making on behalf of incompetent adults. Topics covered were,
understanding how to manage treatment decisions when caring for
incompetent patients, and discussion on the legal obligations where a patient
under a staff members care requires treatment and is not competent to
consent.

•

Health information privacy – the right that individuals have to access
personal information held about them by organisations.

•

Dealing with complaints – understanding why people make complaints and
how to manage these when they arise. How to avoid complaints and the
complaints resolution process provided for under the Health and Disability
Commissioner Act 1994 was covered.

Regular hour long education sessions are also held throughout the year. Some of the
topics covered have been, minimising infection risk for patients and staff, what diseases
are notifiable in NZ, how to deliver bereavement support in an acute clinical setting, and
details about the new regional Nursing Performance Development and Recognition
Programme.
Based on feedback from staff, a new course “Stop Surviving and Start Thriving with your
Personal Finances” has been put in place.
6.3.2 Medical Council Accreditation Visit
Under the Health Practitioners Competence Assurance Act 2003 (HPCAA), the Medical
Council of New Zealand (the Council) is required to accredit and monitor educational
institutions that deliver medical training for doctors and to promote medical education
and training in New Zealand.
The Council will accredit training providers for the purpose of providing prevocational
medical education through the delivery of an intern training programme to those who
have:
•

Structures and systems in place to enable interns to meet the learning
outcomes of the New Zealand Curriculum Framework for Prevocational
Medical Training.

•

An integrated system of education, support and supervision for interns –
includes both Post Graduate Year 1 and Year 2 interns (PGY1s and PGY2s).
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•

Individual clinical attachments to provide a high quality learning experience.

•

Training providers are accredited for the provision of education and training
for interns.

MDHB is an accredited training provider and is required to be audited by the Council
three yearly, with the latest audit being undertaken on 30 June 2016.
It is very pleasing to report that the verbal feedback from the Council Panel was that
they were significantly impressed with the quality of teaching within MDHB. They
made one requirement, a number of recommendations and many significant
commendations as follows:
Requirement:
Clinical Supervisors must attend formal training within the next two years.
Commendations/Recommendations:
•

MidCentral Health was commended on the culture of teaching within the
institution. They recommended that the medical education plan be
completed and is embodied within the organisation’s strategic plan.

•

The Panel commended the high level of team work across the organisation
and were particularly impressed with the e-port training of interns which they
regarded as excellent.

•

A recommendation was made regarding improving the timeliness of training
for supervisors regarding e-port training.

•

A further commendation involved the culture of informed consent, which they
regarded as fully compliant and they were very impressed with the use of the
informed consent process as a teaching tool between SMOs and interns. They
regarded compliance as the best in New Zealand.

•

MidCentral Health was commended for its formal teaching sessions linked to
the NZCF and they were particularly impressed with the feedback by PGY1s
being incorporated into teaching. The recommendation in this regard, was to
review the structure of the formal training programme for PGY2s.

•

MidCentral Health was commended for its orientation programme. They
regarded it as a standard that all DHBs should aspire to.

•

The Medical Administration Unit was commended for its excellence and
dedication to the intern community. They regarded the environment as a safe
environment for interns, and reinforced that feedback was listened to and
acted upon.

•

The Medical Administration Unit was commended for the support and
welfare provided to the interns.

In conclusion, they regarded MidCentral Health as an exemplar DHB.
6.3.3 Healthy Staff Initiatives
MDHB has the following healthy staff initiatives in place which continue to be well
received by our staff:
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•

The “tracksuit-inc®” programme which is available to all staff and their
families and provides the opportunity to participate in a range of healthrelated activities throughout the year.

•

The initiative has been well received by staff with the web-site having around
30,000 hits, or an average of 1,561 views per month. To date, around 250
staff have completed the health questionnaire and 300 staff have participated
in health challenges.

•

MDHB has three loan bikes available for staff use. Anyone who works at
Palmerston North Hospital can borrow these bikes, whether it’s for a week to
get around, or just to head to a meeting. Safety equipment is also available
and the bikes continue to be well utilised by our staff.

•

MDHB’s Next Steppers six week fitness programme was held again in October
2015 and in February 2016 with 230 staff participating. This programme
encourages participants to bike, cycle, swim or dance their way around New
Zealand. We have had seven roll-outs over past years and over 1,020 staff
have taken part in the programme. It is intended to have a further roll-out in
October 2016.

•

A Wellness Expo for our staff is being held at the Education Centre in early
October. A number of organisations and services providing, or offering
services related to health, wellness and safety have been invited to attend to
engage with staff throughout the day

MDHB’s Staff at MidCentral Advantage Scheme (SMASCH) continues to be developed
and well received by staff. A good number of new organisations continue to join the
scheme. Free financial assistance was offered to our staff by ANZ one of our SMASCH
partners. Innes Dean have also been on-site to assist staff with legal needs.
6.3.4 Strengthening MDHB’s Profile as an Employer of Choice
MDHB continues to actively seek opportunities to promote careers in health to students
in our community. Over the past few months our health professionals, supported by
Human Resources, have participated in a number of events including:
•

Attending a careers event at Massey University. Students who may have
undertaken a generic course of study, for example, BSc, BBS, BA were
specifically targeted. Opportunities where a student with an undergraduate
degree can undertake further on the job training and extramural study were
profiled, for example, Anaesthetic Technicians, Medical Physicists, Clinical
Physiologists.

•

For the third year, MDHB attended the Careers ‘Sort it’ Expo sponsored by
the Mayor of Palmerston North and the Mayor of Manawatu. This event has
gone from strength to strength and provides workshops, seminars and forums
throughout the day with a range of job, career, training and development
focused topics covered. This is a good opportunity for our health
professionals to engage with students and their families.

•

MDHB was invited to attend a Careers Expo at Tararua College. This was the
first event of its kind the school has held for many years and students were
eager to learn about the variety of opportunities for careers in health.

•

MDHB’s own ‘Careers in Health’ Day was held again in the Education Centre
on 24 June and was very successful. Over 200 students from eight high
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schools and one tertiary institution attended. Sixteen different health
professional groups were represented. Feedback from the students was that
they appreciated having people from the professional groups present to be
able to answer their questions and give them real insight into what it is like to
do the job. Our health professionals felt that the students asked very good
questions and were genuinely interested in knowing more about careers in
health.
•

This year for the first time, MDHB offered the opportunity for six Year 13
students interested in Medicine as a career, to come in on one afternoon a
week during the school holidays to take part in the Trainee Intern study
afternoon. We called for Expressions of Interest and received eleven
applications all of a very high calibre. An evaluation will be undertaken and
the opportunity will be offered again in 2017 if it has proved a valuable
experience for the students and Trainee Interns.

6.3.5 Exit Survey Feedback
Our exit survey process allows resigning employees to participate and provide feedback
about their experiences at MDHB. This process is working well. Although it is not
compulsory, there is an option to complete it anonymously. Seventy three percent of
employees who completed the survey over the past six months stated that they would
return to work at MDHB. This is up slightly from 72 percent for the previous six
months.
The positive experiences/comments that people highlighted, and what they enjoyed
about their jobs were:
•

Working in their team.

•

The professional development opportunities they have been given.

•

The working environment – it was an achievement and challenge working
with patients/clients.

•

Overall enjoyment of their time with MidCentral.

Suggestions for improvement:
•

Better recognition for profession (this was within Allied Health).

•

Difficulties taking extended annual leave.

•

Regular performance appraisals needed.

•

Better communication so those on the “shop floor” have a voice.

•

Not micromanaged and opportunity to be autonomous.

The Exit Survey process provides the opportunity for MDHB to address any of these less
than positive experiences staff members report. Where the employee gave details of the
area in which they worked, the improvements they have suggested or issues they have
highlighted are brought to the attention of the appropriate senior manager. Often these
have been addressed, or are being addressed.
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6.3.6 Collective Employment Agreements
The following is a summary of the status of the collective employment agreements that
have either expired recently, or due to expire shortly:
Agreement

Status

Expiry Date

Senior Medical Officers

Negotiations are underway and continuing during June/July. ASMS
have tabled claims on behalf of their members. The parties are working
through these and discussing the cost implications which exceed the
DHBs bargaining parameters.

30 June 2016

Clinical Psychologists

DHBs have prepared their bargaining strategy for these negotiations
which has been approved by the CEs and is consistent with Government
Expectations. Negotiations continued during May/June with a
settlement agreed in principle for ratification by both parties.

31 May 2016

Sonographers

DHBs bargaining strategy has been confirmed and negotiations are
scheduled for early July.

31 July 2016

Resident Medical
Officers

Negotiations are continuing. Progress is being made with discussions
being had on a process for identifying rostering related issues at each
DHB and exploring implications of possible roster changes.

29 February
2016

Preparations for the following negotiations are underway:
•

Clinical Physiologists
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TO

Quality and Excellence Committee

FROM

Anne Amoore
Manager
Human Resources and Organisational
Development

MEMORANDUM

DATE

27 June 2016

SUBJECT

Annual Leave Plan – Update on Progress

1.

PURPOSE

This paper provides an update to the Quality and Excellence Committee on
progress made towards implementing the initiatives in MidCentral District
Health Board’s (MDHB’s) annual leave plan.
This report is for information only; no decision is sought.
2.

SUMMARY

As previously reported to the Hospital Advisory Committee, slower than
anticipated progress is being made to reduce our “accrued Annual Leave –
greater than two years accumulation”.
For the twelve month period between 1 July 2015 and 30 June 2016, accrued
annual leave above two years has reduced by 5,650 hours which is significantly
less than our target of 13,552 hours. This can be attributed, in part, to the
unpredicted increase over the past year in both Emergency Department
presentations and acute admissions, (between 8 – 10 percent).
While this reduction in leave is less than our target, it is better than 2014/15
when we achieved a reduction of 3,775 hours of “accrued Annual Leave – greater
than two years accumulation”.
Over the past months, our annual leave reporting framework has been
strengthened, including building annual leave into the monthly reporting
framework. Areas are working hard to have annual leave plans in place for all
staff, with the priority being on those staff with over two years accrued annual
leave.
The Central Region Leave Improvement Plan for the next three years will also
assist us to bring our leave balances to an acceptable level, as will our improved
reporting processes. MDHB’s internal audit programme, leave management
review for 2015/16, will also assist and the findings of this review is to be built
into MDHB’s Annual Leave Plan.
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Our focus will continue to be on reducing annual leave balances to allow our
employees the opportunity for rest and recreation, and to enjoy regular breaks
from the workplace, acknowledging that this will take longer than anticipated to
achieve.
Whilst we have taken numerous steps to address our high annual leave balances,
we are aware that these are not achieving the gains expected. We are working to
further understand and address barriers to staff taking annual leave.
3.

RECOMMENDATION

It is recommended
that this report be received.
4.

BACKGROUND

An annual leave plan was developed in July 2015 to address and monitor
MDHB’s high annual leave balances, with a focus on those employees with
greater than two years accrued annual leave.
MDHB has been tracking the highest of all DHBs, and above our MDHB target of
9.5 percent “accrued Annual Leave – greater than two years accumulation”.
The annual leave plan contains initiatives and measures to reduce excess leave to
the target of <9.5 percent. This means the number of annual leave hours for staff
with leave greater than two years, needs to be below 25,887, a reduction of 13,352
hours over a twelve month period from 1 July 2015. This equates to a net
monthly reduction of 1,100 hours per month.
It should be noted that both the MDHB target of <9.5 percent, and the national
DHB rating, measures the number of employees with greater than two years
accumulation. It is considered appropriate that MDHB also measures the
amount of annual leave hours and the $ value of these hours. Our reporting is
therefore based on these two components.
5.

PROGRESS

5.1

Progress for twelve month period 1 July 2015 – 30 June 2016

For the twelve month period between 1 July 2015 and 30 June 2016, accrued
annual leave above two years reduced from 40,552 hours (as at 30 June 2015) to
34,902 hours, a total reduction of 5,650 hours, or an average of 471 hours
reduction per month. This is well below the monthly target of 1,100 hours.
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The 5,650 hours reduction is made up of:
Leave Earned/Accrued
Leave Taken
Leave Buy-out
Transfer Finish
Total

57,305
-53,549
-7,165
-2,241
5,650

As shown in Appendix One, Graph One the financial value of annual leave hours
over two years accumulation has reduced over the past twelve months by
$224,796.
It is disappointing that we did not achieve our target over the past year. This can
be attributed, in part, to an unpredicted increase over the past year in both
Emergency Department presentations and acute admissions, (between 8 – 10
percent). This has affected our ability for staff to be able to take short notice
leave.
Managers are continuing to work with individual staff members to ensure leave
plans are in place, and it is pleasing to report that all Inpatient Wards have leave
plans in place for staff with over two years entitlement. Another area with the
highest nursing leave hours has developed an annual leave plan for the service as
to when staff will take leave over the next year. Based on this plan, additional
FTEs are being recruited to specifically cover when staff are taking periods of
accrued leave over the two year entitlement.
Human Resources has also worked with managers to put in place new annual
leave reporting tools which will assist in leave planning, and will predict when
employees are likely to exceed their two year accrued leave entitlement. This will
ensure that leave plans are also in place for this group, so that the two year
entitlement is not exceeded. Operations Directors are monitoring leave within
their areas on a monthly basis.
5.2

MDHB’s Internal Audit Programme – Leave Balance
Management Review

As part of MDHB’s internal audit programme for 2015/16, Central Region’s
Technical Advisory Service (TAS) is undertaking a Leave Balance Management
review covering the following areas:
•

Roles and responsibilities for the management of leave are appropriate
and have been assigned and accepted.
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•
•
•

•
•
•

Documentation – that appropriate policies and procedures are in place to
support the management of leave.
Reporting – ensuring that appropriate processes exist for management to
review and monitor leave balances in a timely manner and for staff to
review and monitor their own leave balances.
Systems and processes – ensuring that appropriate processes exist to
capture leave entitlements, leave is appropriately accruing over time and
that the processes followed by MDHB for capturing and recording leave
apply within approved policies. Identify if there are any gaps in the
process that could lead to incorrect leave balance adjustments.
Controls – assess the efficacy of controls and processes. Ensure that
appropriate controls are in place to ensure safe staffing levels are
maintained.
Risk management – assess and identify.
Capability and Capacity – confirm how leave balance management plans
are working and if there is appropriate guidance and knowledge around
identifying the most appropriate methods to manage leave.

A draft copy of the review findings has recently been received. Overall the review
has found that MDHB has made significant efforts to reduce the overall balance
of annual leave owed to staff in an effort to ensure staff have an opportunity to
rest and that the DHB reduces the high leave liability that exists.
Efforts undertaken include directing management to ensure that leave plans are
in place for staff that have high individual leave balances, and creating policies
and procedures for managing leave. A number of recommendations relating to
analysis of leave utilisation, timely monitoring of leave plans and leave capturing
have been made in the draft report. These have been identified as moderate
risks, and once the report has been finalised details of these will be provided to
the Committee.
5.3

Leave Management Improvement Actions within the Central
Region DHBs

Ensuring employees have the opportunity for rest and recreation, and benefit
from regular breaks from work, is a key priority for all the Central Region DHBs.
It is recognised that it is a continual challenge to ensure budgeted staffing levels
are sufficient and positions are recruited to, in order to enable staff to take leave
regularly. It is also recognised that there will be seasonal trends in reducing
balances.
As at 31 March 2016, nine DHBs, including three in the Central Region, are
continuing to track over the national DHB average of 7.7 percent (down from 8.2
percent as at 31 March 2015) for employees with excessive leave balances, that is,
the numbers of employees with “accrued Annual Leave – greater than two years
accumulation”.
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To address this and to ensure annual leave management continues to be a key
area of focus, the Central Region CEs had asked the General Managers Human
Resources (GMsHR) to share best practice initiatives on reducing outstanding
leave and to develop a regional strategy for the next three years. The GMsHR
have therefore brought together a Leave Management Improvement Plan with
actions for the next three years. The plan includes initiatives to be implemented
immediately and longer term initiatives the DHBs will work on implementing.
It is acknowledged that the DHBs are at different stages in implementing the
actions in the plan, for example, some of the DHBs have been working on
reducing balances for several years. Irrespective of the stage of implementation
each DHB is at, it is important that the focus and momentum is always on leave
management to ensure all leave is maintained at an acceptable level.
The Leave Management Improvement Actions do have a focus on accrued annual
leave over two years. However, the actions also focus on a reduction in all leave
balances, with a goal over the next three years to reduce all accrued leave
balances to an acceptable level. To measure progress in this regard, there is to be
a strengthening of measurement and reporting, and this is currently being
worked on regionally and nationally.
The CEs have endorsed the Leave Management Improvement Actions and a copy
of this is attached in Appendix One. Each DHB is now considering the actions
and will implement these as appropriate to their DHB.
MDHB has implemented most of the immediate initiatives in the Leave
Management Improvement plan. For example, we have our Annual Leave Plan in
place which has monthly targets for reducing leave and our toolkit is in place.
Given our latest results, we do need to continue our focus on managing leave,
recognising that this is a longer term goal as we are addressing an issue that has
arisen over a number of years. Various factors have contributed to this. MDHB
has one of the lowest staff turnovers of all the DHBs. Most other DHBs also have
low staff turnover. With many long serving staff, leave accumulations within
DHBs have built up over time without being actively managed. Coupled with the
gradual growth of annual leave balances, leave plans have not routinely been in
place. Another contributing factor is that in addition to annual leave
entitlements, most employment agreements provide for long service leave, lieu
leave and shift entitlements.
As reported above, MDHB is strengthening its reporting of annual leave balances.
Human Resources has worked with managers and others to scope and test a leave
risk report which, based on leave patterns, will show if and when an employee is
likely to go over two year accumulation. This will assist in annual leave planning
so that this does not occur. We are also looking at modifying our Human
Resource Information System so that we can capture and report on the
completion of individual employee leave plans.
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5.4

National Annual Leave Measure

In terms of national KPI reporting, a measure has been introduced that shows the
average hours of leave owing to each employee. This measure includes all annual
leave, lieu leave and shift leave. The national DHB average, at 31 March 2016, is
159.92 hours per employee (up from 147.82 at 31 December 2015). MDHB is
tracking at 173.22 average hours per employee (down from 181 hours as at 31
December 2015). Six other DHBs are also tracking over the national average.
Five DHBs have a higher average than MDHB, with the highest average being
209.26 hours.
Attached in Appendix Two are further details and graphs showing our progress
over the past twelve months.

Anne Amoore
Manager
Human Resources and Organisational Development

APPENDIX ONE

99

Central Region’s Leave Management Improvement Actions
The Central Region Chief Executive’s have agreed the DHB’s in the region will focus on the following actions
for the next three years with regard to leave:
DHBs will continue to:
• Focus on “Accrued annual leave - greater than two years’ accumulation”.
•

Ensure leave plans are in place for all staff which provide for taking more than their annual leave
entitlement so that the two year accumulation threshold is not reached.

•

Target monthly reduction of annual leave and measure progress, acknowledging that there will be
seasonal trends.

•

When staff request a reduction in hours worked, proactively ensure staff take accumulated leave
(particularly any balance over two years’ accumulation) before agreement is given.

•

Focus on all leave (for example, long service, lieu, shift leave); not just annual leave.

•

Have leave policies which provide for staff to be directed to take leave, taking into account the
requirements of Collective Agreements and the Holidays Act 2003.

•

Focus on the top five highest, plus the top 50 highest total accumulated leave balances over two
years (proportionate to the DHBs FTEs to recognise smaller/larger DHBs FTE numbers).

•

Encourage short notice leave to be taken wherever this can be accommodated.

•

Optimise Christmas/New Year leave being taken.

•

Have provision in DHB leave policies for staff to buy-out annual leave over two years’ accumulation
subject to criteria being met, for example the staff member taking regular leave and a leave plan
being in place.

•

DHBs have a toolkit of resources or guidance available for managers which includes, for example,
template letters, leave plan examples.

•

Review and improve systems and processes for leave taken to be captured.

•

Ensuring sufficient leave is provided for (including backfill) in operational budgets.

In addition, GMs HR are working on the following:
•

Developing a KPI to measure and report monthly as to whether leave plans are in place.
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•

Introducing a national KPI of total accrued all leave/total staff (Average Leave Balance per employee)
and report quarterly to Executive Teams and Service Managers.

•

Focusing on leave being planned and leave requests being submitted in accordance with the leave
plan.

•

Implementing where available a “closed loop” leave request and capture electronic system to ensure
all leave is easily applied for with 100% capture.
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APPENDIX TWO
Annual Leave Progress Graphs
1 July 2015 – 30 June 2016
Graph One – Financial value of “leave hours over two years accumulation”

Graph Two – Occupational Group Annual Leave Movements

Graph Three – (a) Reduction in Hours
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Graph Three – (b) Reduction in Hours Broken Down 1 July 2015 – 30 June 2016
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Graph Four – (a) Categorisation of staff noted as exceeding their 2 year+
annual leave threshold by length of service

Graph Four – (b) Categorisation of staff noted as exceeding their 2 year+
annual leave threshold by workforce group
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TO

Quality & Excellence Advisory Committee

FROM

Dr Kenneth Clark
Chair, MidCentral Health Clinical
Board

DATE

4 July 2016

MEMORANDUM

SUBJECT Annual Report 2015/16

1.

Purpose

To provide an update on the role and activities of the Clinical Board for the 2015/16
financial year.
2.

Background

MidCentral Health’s Clinical Board has been in operation since March 2003. Clinical
governance is now well embedded at MidCentral Health and linkages across the district
continue to be strengthened as our DHB moves towards strengthening integrated models
of care.
MidCentral Health’s Clinical Board is responsible to the General Manager Clinical Services
and Transformation and has the authority under the delegation of the General Manager to
carry out its roles and responsibilities. The Clinical Board works in partnership with the
Operational Management Team (OMT) and the Senior Management Team (SMT) for those
matters that require implementation/resolution at an operational clinical level across
MCH.
The Clinical Board continues to meet monthly at least ten times each year and the
following tasks and responsibilities are routinely undertaken;
1. Provides oversight of patient safety and risk management processes endeavouring
to ensure the organisation learns from experience.
2. Promotes appropriate and up to date systems to monitor MCH’s clinical
performance and standards of practice.
3. Approves all clinical organisation-wide policies.
4. Facilitates the establishment of clinical governance principles and practice in all
areas of MCH.
5. Monitors MCH compliance with its statutory and contractual obligations in relation
to clinical quality and clinical risk management plans.
6. Receives clinical governance reports and plans from its sub-committees and
facilitates the work of these groups and committees.
7. Represents MCH on organisation-wide clinical and related matters.
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3.

Recommendation

It is recommended that:
this report be received

4.

Subcommittees

The MidCentral Health Clinical Board has a large number of clinical governance
subcommittees which report to the Board on a regular basis (generally six monthly). These
committees are;


Medicines Advice and Policy Committee



Clinical Records Committee



Infection Control Committee



Hospital Transfusion Committee



Product and Equipment Evaluation Committee



Resuscitation Committee



Restraint Advisory Committee



Health and Safety Committee



Credentialing Committee



Professional Development and Recognition Programme Committee (Nursing)



MidCentral Health Ethics Advisory Group (currently in abeyance)



Five Professional Reference Groups
-

Allied Health Reference Group
Clerical Reference Group
Nursing Practice Committee
Midwifery Practice Committee
Medical Reference Group

In addition, each of the clinical operational lines within MidCentral Health has a service
improvement committee assuring quality within each service. These committees report to
the Clinical Board through the Patient Safety and Clinical Effectiveness team.
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5.

Representation

The Clinical Board is multidisciplinary and includes two consumer representatives.
Membership of the Clinical Board has seen a number of recent changes with Dr David
Prisk, Co-Clinical Director of Emergency Department replacing Dr Alberto Ramirez;
Gabrielle Scott, Acting Director of Allied Health joining due to Kim Fry’s resignation as
Director of Allied Health; and Leona Dann, the Director of Midwifery also resigned from
the organisation.
Current membership is as follows:
1. Dr Kenneth Clark, Chief Medical Officer (Chair)
2. Michele Coghlan, Acting Director of Nursing and Midwifery
3. Gabrielle Scott, Acting Director of Allied Health
4. Mike Grant, General Manager Clinical Services and Transformation, MidCentral
Health
5. Dr Dave Ayling, Representative of (and chair of) the Central PHO Clinical Board
6. Susan Murphy, Manager, Quality and Clinical Risk
7. Muriel Hancock, Director, Patient Safety and Clinical Effectiveness
8. Lorraine Welman, Chief Pharmacist/Professional Advisor Pharmacy
9. Dr David Prisk, Co-Clinical Director, Emergency Department
10. Mr John Chrisp, Urologist and Clinical Director Surgical Services
11. Jan Dewar, Nurse Director, Medicine
12. Judy Leader, Nurse Practitioner, Pain Service
13. Jo Heslop, Consumer Representative
14. John Waldon, Maori Health Consumer Representative
6.

Work Programme 2015-16 (copy attached)

Regular review and assessment of, and input into, the work of the Clinical Board’s
subcommittees, reference groups (including all service credentialing exercises) forms the
nucleus of the annual work programme.
Committees report to the Clinical Board six monthly, with the expectation that any issues
from the floor that require urgency are flagged appropriately. Quality and Clinical Risk
reports are provided three monthly.
7.

Key Activities 2015-16

Key Clinical Board activities undertaken over the last year have included 

The Clinical Board uses a ‘Dashboard’ consisting of nine key parameters that are
continuously updated and the resulting data scrutinised by the Clinical Board
every three months. Parameters regularly measured include:
- Occurrence rate of medication administration errors per 1,000 inpatient
bed days.
- Occurrence rate of falls per 1,000 inpatient bed days.
- Acute unplanned readmissions to hospital within 28 days of previous
discharge.
If significant concerns are noted these are signalled to the Senior Management
team with recommendations as to necessary actions or mitigations.
The parameters included within the Dashboard are intermittently reviewed and
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new parameters introduced/existing parameters removed, if greater value (in the
clinical governance sense) can be achieved.


The Clinical Board works in partnership with the Patient Safety and Clinical
Effectiveness Directorate and the Chief Medical Officer’s Office to further embed
and enhance clinical audit processes and activities across the organisation. An
audit by Price Waterhouse Cooper indicated that clinical audit activities can and
should be strengthened in a number of areas within MidCentral Health along with
improvements to the support and resource for such audit activities.



Extensive consultation across the organisation resulted in the development,
review and endorsement of the organisation’s Clinical Audit Policy. Underpinned
by this policy the Clinical Board is supporting and monitoring the further
development of clinical audit across MCH.



The Health Round Table (HRT) quarterly results indicated change such that MCH
were just outside of the accepted range for certain parameters and it was decided
that in-depth analysis was required. Substantial investigation was undertaken by
working groups composed of senior clinicians and appropriate analytical staff.
The outcomes and feedback from these working groups was presented to the
Clinical Board. No significant concerns were identified although it was identified
that data collection and coding requires further development. Consideration of an
organisation-wide Mortality Review Committee was also recommended.
Subsequently MidCentral’s results for these parameters have returned to well
within the expected range and have remained so.



Further to the HRT work above, the case for a MCH Mortality Review Committee
was evident and this was considered by the members. The Clinical Board
consulted widely concerning this committee. Draft Terms of Reference were
formulated and the proposed membership discussed. The committee is now being
established. This committee will report to the Clinical Board.



The Clinical Board has recently been working with the Strategy and Planning team
on the DHB’s strategic imperatives. Two in-depth interactive workshops have
been held with Clinical Board members on these imperatives.



Alignment of the activities of the MidCentral Health Clinical Board and those of
the Central PHO Clinical Board is seen as both desirable and of real value to the
wider district. A small working group was established to consider this matter and
changes to the relevant TOR have resulted.



Promoting and supporting high quality clinical research is seen as adding to the
quality and safety of the services we provide. As part of the necessary oversight of
research in the organisation a Health Research Policy (MDHB 1997) has been
endorsed by the Clinical Board. The policy was widely consulted on over many
months and required multiple revisions. The employment of a Health Research
Support Officer a little over six months ago has facilitated research project
management both within MidCentral Health and into the wider community. The
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position is a part-time role (.6 FTE) and reports to the Chief Medical Officer. Our
Research Officer is the first point of contact/liaison point for research projects. A
website presence has been developed and research/contact information is
available to external and internal staff.


Dr Kenneth Clark presented on the key themes of the sabbatical he undertook in
late 2014/early 2015. These themes included:
- Developing clinical leaders
- Extension of clinical pathways into the secondary care setting
- Health Informatics
- Procurement and supply of clinical supplies
- Empowering and incentivizing clinical staff

Summary
The Clinical Board continues working to provide effective and timely provision of clinical
governance to MidCentral Health, functioning alongside the other clinical governance
bodies both within the district and across the region. However of note is the recent review
of clinical governance (principally that occurring within MidCentral Health) undertaken by
KPMG in conjunction with Central TAS. A final report is awaited but the findings and
recommendations of this review will undoubtedly inform and further shape clinical
governance across the DHB and the roles and responsibilities of the MCH Clinical Board
will almost certainly evolve as a consequence.

Dr Kenneth Clark
Chair, MidCentral Health Clinical Board
Chief Medical Officer MDHB
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MidCentral Health Clinical Board - Workprogramme for 2016

1
2

Governance
Issues

Annual terms of reference review

Clinical Board Chair

Review membership

Clinical Board Chair
Clinical Board Chair

3

Meeting Schedule 2016 & time commitment

4

Annual review of work programme

Clinical Board Chair

5

Allied Health Reference Group

Allied Health Director

6

Clerical Reference Group

Clerical Advisor

7

Clinical Records Committee

Clerical Advisor

8

Credentialing Committee

Chair, Clinical Board

9

Health and Safety Committee

Chair, Health & Safety Committee

10

Hospital Transfusion Committee

Director, Specialist, Regional & Community

11

Infection Control Committee

Chair, Infection Control Committee

Medical Reference Group

Chair, Medical Reference Group

Medicines Advice and Policy Committee (MAPC)

Director, Hospital Services

14

MidCentral Health Ethics Advisory Group

Ethics Advisory Group Chair

15

Midwifery Practice Committee

Chair, Midwifery Practice

16

Nursing Service Governance Council/PDRP (Professional
Development & Recognition Programme

Director of Nursing

17

Product and Equipment Evaluation Committee

Chair, PEEC

18

Professional Development and Recognition Programme
Committee (nursing)

Director of Nursing

19

Restraint Approval Group

Chair, Restraint

20

*Resuscitation Committee

Clinical Director, Emergency Department

21

Clinical Quality & Service Improvement quarterly update

Director, PSCE

Risk Report Quarterly update

Manager, Quality and Clinical Risk

Serious and Sentinel Event Reporting

Director, PSCE

Quality Improvement Committee Programme Quarterly update

Manager, Quality and Clinical Risk

12
13

22

23
24
25
26

Committee
Reports

Patient Safety
and Clinical
Effectiveness

Equity & Access Ministry of Health priority health targets - (extract from
Operations Reports)
Credentialing
Reports

Director, PSCE
Clinical Board Chair

27

Clinical Board Chair

28

Clinical Board Chair

29

Clinical Board Chair
Clinical Board Chair
Clinical Board Chair

30

Clinical Board Chair

December

November

October

September

August

July

June

May

April

LEAD RESPONSIBILITY

March

ITEM

February

ID

January

2016
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MidCentral Health Clinical Board - Workprogramme for 2016

31
32
33

Dashboard
Reports

34

Risk Reports

Clinical Board Chair
Clinical Board Chair
Clinical Board Chair
Clinical Board Chair
Risk Manager
Quarterly Risk Report
Serious and Sentinel Event Reporting - Annual (varying month) Director, Patient Safety
Clinical Board Chair
Clinical Board Chair

Other
Reports/Ad Hoc
Reports
Falls Committee Director, Patient Safety
Clinical Board Chair
Clinical Board Chair

December

November

October

September

August

July

June

May

April

LEAD RESPONSIBILITY

March

ITEM

February

ID

January

2016
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TO
FROM
DATE
SUBJECT
1.

Quality & Excellence Advisory Committee
General Manager
Clinical Services and Transformation
8 July 2016
Maternity Review Update

MEMORANDUM

PURPOSE

This report highlights progress with the implementation of the work programme to
address the findings of the independent review of the Maternity Services. No decision
is required.
2.

SUMMARY

Good progress continues overall to implement the work programme of improvements
to the maternity service. Where progress has been delayed, action has been
confirmed to ensure the revised timelines can be met.
Progress with the establishment of the memorandum of understanding to support the
centralAlliance will be the subject of further consideration at the next centralAlliance
Subcommittee Meeting, 25 July 2016.
Consumer focus groups have been held in Weber (to reflect a truly rural perspective),
Pahiatua, Feilding, Palmerston North and Horowhenua. Feedback from these
groups, along with the Teen Parenting Unit in Palmerston North, where the focus was
on young Maori women, have identified initial themes. These include; transfer of
care, levels of intervention, discharge planning, family involvement, hospital
environment and information provided. In addition there has been positive feedback
on Lead Maternity Carers, along with feedback around improved communication and
support to women.
The initiatives that arose from the service review recommendations and align with
the Maternity Quality and Safety programme have been consolidated into seven
streams that enable team based partnership and a connected approach. These work
streams are Safe Staffing, Facility Improvements, Governance, Quality and
Outcomes, Stakeholder Engagement, Consumer Engagement, and Guidelines. Good
progress is occurring with all work streams.
3.

RECOMMENDATION

It is recommended:
that the report be received
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4.

PROGRESS UPDATE

4.1.

Work Streams

The 25 initiatives and 70 actions that arose from the service review recommendations
and align with the Maternity Quality and Safety programme have been consolidated
into seven streams that enable team based partnership and a connected approach.
This work continues to be aligned with the MDHB Strategic Imperatives, identified in
the new strategic direction. These are:
• Quality and excellence by design
• Partner with people and whanau to support health and wellbeing
• Connect and transform primary community and specialist care
• Achieve equity of outcomes across communities
Future reports will continue to provide updates on progress of each of the work
streams, incorporating detailed information regarding the implementation of the 31
review recommendations. This will be presented as a status report in relation to all
work stream activity. Progress against each of the work streams is discussed below
and details of the actions to date and/or approach going forward is outlined.
4.2.

Work Programme Status

Progress with the work programme is detailed in the Status Report attached as
Appendix 1. It identifies all the initiatives that were agreed to implement the
recommendations, and other actions subsequently agreed for implementation.
Overall good progress continues to be made. The following work programmes are
currently behind target. It should be noted that staff are supportive and participating
in all workstreams.
Work Stream 1 – Safe Staffing
• Implement mandatory training requirement reporting system
o The college has mandatory training requirements for Registrars on training
programme.
o While the Maternity service has not yet developed a mandatory training
reporting system, the Midwifery Educator does hold a record of who attends
training, such as PROMPT course etc
o System for reporting will be in place in October 2016
•

Transfer of care audit – develop audit tool / undertake audit
o The transfer of care audit was scheduled to be commenced in June 2016,
however this has been moved to August 2016 due to priority being given to
the stakeholder engagement over the maternity standard, guidelines and
transfer of care approach.
o Revised timeframe to undertake audit will have audit complete and reported
in November 2016

•

Feedback to steering group – model of maternity care report
o A “Model of Maternity Care” Report was developed by the Director of
Midwifery prior to her leaving MCH. Steering group members were asked to
provide feedback, which has been collated. Other priorities have led to a
delay in the compilation of the feedback, however it will now be presented to
the steering group by the end of August 2016.
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Work Stream 2 - Facilities
• Maternity work environment – confirm scope of work
• Develop detailed plan inclusive of antenatal clinic redesign/model of care
• Undertake work
o Over the past two months a process has been undertaken to confirm access
to the space formerly used by the Women’s Surgical Unit (WSU). Now that
space is confirmed detailed planning for the reuse of this space can get
underway.
o Confirmation of model of care for separation of clinic functions and reuse of
WSU space will be undertaken by November 2016
Work Stream 5 – Key Stakeholder Engagement
• Interface with Orthopaedic Service – recommendations to the steering group,
recommendations implemented
o This piece of work was scheduled to commence in May. Staff workload
commitments have led to this being delayed. An initial meeting was held at
the end of May with a further meeting scheduled for the end of July to focus
on how the hip checks can be provided looking into the future.
o Revised arrangements for these clinics will be in place in October 2016
4.3.

Work Programme Highlights

The women’s health, midwifery and nursing orientation manual for the service has
been reviewed. Following this review the manual will be developed into a modular
system, to facilitate orientation and skill acquisition. It will also be made available to
medical staff for their use. It is expected that this will be completed by the end of July
2016. The Women’s Health Resident Medical Officer Handbook has been revised and
has been reviewed by senior medical staff. Final amendments are to be made, taking
into consideration any changes to the antenatal clinics and the role of the Senior
House Officers. An electronic version is easily accessible on the computer located in
the Registrar’s office.
Agreement has been reached that the space that had previously been used for the
Women’s Surgical Unit will be used for antenatal clinics, relieving pressure on the
ground floor space that will continue to be used for gynaecology and colposcopy
clinics. With this approach agreed detailed planning of this change will be
undertaken. This will allow for space for women experiencing early pregnancy loss
(miscarry), so they can have private dedicated waiting and clinic space. This will
improve the patient experience, in line with feedback that we have received.
Progress with the establishment of the memorandum of understanding to support the
centralAlliance will be the subject of further consideration at the next centralAlliance
Subcommittee Meeting, 25 July 2016.
The establishment of the additional Associate Charge Midwife positions has
considerably strengthened midwifery leadership in the Maternity Service. Four of the
positions were established on a temporary basis initially to achieve appropriate shift
cover. A review is underway to confirm ongoing requirements.
Recruitment the Clinical Director position continues. The job description has been
finalised following feedback from stakeholders. The feedback largely related to
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highlighting the responsibilities the Clinical Director has to support multidisciplinary
collaboration and the national model of maternity care.
The Maternity Quality and Safety Programme (MQSP) is a Ministry of Health led
national programme which all DHBs participate in. The Charge Midwife is currently
undertaking a MQSP roadshow, giving presentations to medical staff, midwives,
nursing and other staff. These have been well received and there is evidence that staff
in general are gaining a greater understanding of MQSP.
Following on from the two communication forums held in May a workshop scheduled
for 12 July will build on key themes such as Section 88 and maternity referral
guidelines with focus on transfer of care and communication. In addition there will
be a focus on ante natal transfer of care for women with complex needs. The
workshop will be open to midwives, LMCs, Medical staff and consumer
representatives.
A stocktake of the progress to date implementing the recommendations from the six
root cause analysis has been completed. Over the next month the focus will be to
ensure that all the actions have been completed and their effectiveness evaluated.
Maternal case review monthly meetings will be set up in July. These meetings will
run in conjunction with the local Perinatal mortality review meeting, (PMR).
Learning points from both meetings will be reported through to the clinical
governance meetings. Agreed learning points will be published in the fortnightly
newsletter, which will be widely distributed through the updated network list.
Access to on line information via the current Citrix application is seen as beneficial by
LMCs. Citrix is the system that allows external access to MDHB information systems.
Increased use of Citrix to access the maternity clinical information system (MCIS) has
been promoted. Support is being provided by MCH communication team relating to
website content and processes and the potential for texting information, including
appointments.
Consumer focus groups have been held in Weber (to reflect a truly rural perspective),
Pahiatua, Feilding, Palmerston North and Horowhenua. Feedback from these
groups, along with the Teen Parenting Unit in Palmerston North, where the focus was
on young Maori women, have identified initial themes. These include; transfer of
care, levels of intervention, discharge planning, family involvement, hospital
environment and information provided. In addition there has been positive feedback
on Lead Maternity Carers, along with some suggestions around improved
communication, and how they could provide greater support to women. A meeting
will also be held in Dannevirke in July for young Maori women.
The working group has given consideration to a more formal consumer focus group
across the district. Consideration is being given to the development of a consumer
liaison role, as the first step to establishing district wide consumer groups. This
model is in place in other DHBs and has proven to be very effective.
The existing list of Regional Women Health guidelines has been reviewed and if no
longer relevant or appropriate has been removed. The work stream will continue to
work through the list of documents and where appropriate documents will be
combined. Guidelines will be focussed on MCH content, rather than regional.

116
The Women’s Health service held a two day team building workshop in June, which
was attended offsite by 23 staff. These were senior staff consisting of Obstetrics and
Gynaecology consultants, the senior midwifery team and clinic staff. The aim of the
programme was “developing knowledge of team dynamics and the skills required to
lead, influence and /or participate in high performing work teams”. This was an
important exercise as supporting good leadership, and improving teamwork between
leaders was clearly identified in the Maternity Service Review.
A recommendation from the Maternity service review related to improving the
communication and collaboration between the Maternity service and other services
that have an interface with them. To date meetings have taken place with
Theatre/Anaesthetics, Child Health, Emergency Department, Perinatal Maternal
Mental Health and New Born Hearing Screening. Still to be scheduled are meetings
with Diabetes and Radiology. The approach to these meetings is to provide an
opportunity to raise any key issues and to share what is working well. The group will
then decide a way forward. Feedback is that staff have found the meetings useful and
future meetings have been scheduled.
Careful consideration has been given to the risks and benefits of our current approach
to the implementation of MCIS. The current state assessment and the development
of an improvement plan to address the key areas where improvement is needed
provide confidence that we understand both the strengths and limitations of the
system and what we need to do to address them. There has been considerable effort
undertaken to work with our staff in identifying the necessary improvements and
factoring those into our plans. In discussions with the Ministry of Health, its
commitment to MCIS as the national system has been confirmed.
We will continue to work on improvements that focus on clinician’s safe and effective
use of the system, supported by a structured approach to support staff with training
and documentation. We remain open to consider any nationally mandated
improvements to the system, and any other developments that may be agreed in
support of a national maternity information system.
5.

NEXT STEPS
•
•
•
•
•
•

Roll out of the full programme of consumer and Maori engagement forums to
be completed by 30 July 2016
Roll out of the quality training for all staff over the next two months
A comprehensive risk plan for the project is currently being developed
Collate themes from the Consumer Groups, identifying areas for service
improvement
Develop a proposal for the Consumer Liaison Role
Finalise and implement the improvement programme for MCIS

Mike Grant
General Manager
Clinical Services & Transformation
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Maternity Service Review – Work Programme Status Report
1.
Establish Working Group
Identify working group members

APPENDIX 1
Planned
date

Progress

Revised
date

Completed

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

✓

June 16
June 16
June 16
June 16

✓
✓
✓
✓

June 16

✓

Obtain sign off on Communication plan by Maternity Service Review steering group
Determine and establish work streams
Schedule weekly meetings
Place meeting minutes on MDHB internet
2.
Work stream 1- Safe Staffing
Awareness and clarification of Registrar and SHO roles provided for each new junior
medical staff run
Undertake a stock take of current RMO Orientation
RMO handbook to be reviewed and updated
Identify gaps
Implement new orientation programme and make available to all members
Do a stock take of all training requirements
Confirm what training should be mandatory
Develop a schedule of training and monitor
Implement mandatory training requirement reporting system
Support for Charge Midwife
Associate Charge Midwives appointed for a after hours
Evaluate the effectiveness of ACM roles six months from establishment
o Develop survey monkey and circulate to staff
o Collate survey monkey results
Flex up and down staffing arrangements

June 16
Oct 16
Oct 16
Dec 16
July 16
July 16
July 16
Aug 16
April 16
Feb 16
Aug 16
July 16
Aug 16
May 16

✓
✓
✓
✓
✓
✓
✓
X

Oct 16
✓
✓

✓
✓
✓
✓
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ACM joining organisation wide bed meetings
Transfer of care audit
o Develop audit tool
o Undertake audit
Fortnightly meetings held with ACM and Charge Midwife
Team Development day/s
Nursing and Midwifery orientation manual to be reviewed and circulated for
consultation
Collate feedback from consultation and finalise revised manual-modular
Review “Model of Maternity Care” Report
o

Feedback to steering group

3.
Work stream 2-Facilities
Maternity work environment-confirm scope of work
Walk through WSU/antenatal clinic space with maternity staff
Develop detailed plan inclusive of antenatal clinic redesign/model of care
Undertake work
4.
Work stream 3-Governance
Develop MQSP framework for Maternity Services
Present MQSP framework to steering group
Undertake MQSP roadshow for staff

Planned
date

May 16
June 16
June 16
July 16
May 16
June 16
June 16

Progress

X
X
X

Nov 16
Sept 16
Oct 16
✓
✓
✓

Aug 16

✓

May 16

✓

June 16

X

Aug 16

April 16
April 16

X

Aug 16

May 16
July 16

X
X

✓

May 16
June 16

Sept 16
Oct 16
✓
✓

✓

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

Aug 16

✓

Review TOR, including membership of Service Improvement Committee

May 16

✓

List of all Maternity service meetings collated and review purpose

June 16

✓

April 16

Completed

✓

Aug 16

5.
Work stream 4 – Quality & Outcomes
Collate themes from 6 RCA and communicate to clinicians and leadership in Maternity
service

Revised
date

✓
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Ensure action plans are updated to address any outstanding matters relating to the
themes
All action plans from 6 RCAs and any subsequent adverse events are fully implemented
and a follow-up of effectiveness of recommendations is undertaken
o Develop a corrective action plan to address RCA recommendations that have not
been achieved
A small number of senior clinical and management staff undertake 4 hour Quality
Improvement training
All clinical staff are to be provided with an opportunity to attend a short session on the
PDSA process and principles of quality improvement
Staff who are likely to be involved in open disclosure processes or complaint resolution
will undertake Open Disclosure Training
A minimum of one staff member to undertake improvement Advisor training with Ko
Awatea
MQSP Co-ordinator on working group
Case reviews Review Perinatal Mortality Review co-coordinator
Instigate monthly Maternal Case Review meetings
6.
Work stream 5 – Key Stakeholder Engagement
Establish staff forums as part of socialisation phase
Internal staff forums held
Develop Women’s Health Newsletter
Establish meetings with services that have an interface with the Maternity
Services/include LMC representative
o Interface with Orthopaedic Service
- Review approach to hip checks for congenital abnormality
- Recommendations to the steering group
- Recommendations implemented
o Interface with Maternal Mental Health Service
o Interface with Child Health Service
o Interface with Anaesthetics/Operating Theatre

Planned
date

Progress

May 16

Revised
date

✓

June 16

✓

July 16

✓

Sept 16

✓

Sept 16

✓

July 16

✓

Nov 16

✓

March 16
Sept 16
Sept 16

Completed

Dec 16

April 16

✓

✓
✓

April 16
April 16
April 16
May 16

✓
✓
✓
✓

June 16
July 16
July 16
July 16
May 16
June 16
June 16

✓
✓
X
X

Oct 16
Oct 16
✓
✓
✓

120

o Interface with Diabetes Service
o Interface with New Born Hearing Screening Service
o Interface with Radiology Service
o Interface with Emergency Department
Review location and purpose of noticeboard in maternity
Establish a “Suggestion” whiteboard and process to collate comments and feedback to
staff
Explore Maternity service content on MDHB internet and update as required
Facilitate use of shared net site and Citrix
Update list of key stakeholders
o Identify levels of access to MDHB documents/sites by function
7
Work stream 6 – Consumer Engagement
Have initial meeting to determine work stream priorities
Establish consumer focus groups to support socialisation of review and findings;
o Pahiatua; PN (Milson), Horowhenua, Dannevirke
Hold consumer focus group with Maori women
Review current maternity consumer survey to ensure it meets consumers requirements
Collate themes from consumer feedback inclusive of the monthly maternity survey
results
Complete a proposal for a Consumer Liaison role for Maternity services
Review feedback mechanisms as part of consumer feedback
8.
Work stream 7 – Guideline Review
Undertake a stock take of all Maternity service guidelines and policies, Including RWHS
documents
Second Amanda Rouse MQSP Coordinator for additional hours to undertake this work
Review guidelines and where documents can be combined or it is agreed they are no
longer required reduce the number of documents
Amalgamate “Traffic”, (admission and discharge guidelines as a priority)

Planned
date

June 16
June 16
July 16
May 16
May 16
May 16
Sept 16
Sept 16
May 16
July 16

Progress

Revised
date

Completed

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓

May 16
June 16

✓
✓

June 16
June 16
June 16

✓
✓
✓

Aug 16
Aug 16

✓
✓

July 16
July 16

May 16

✓

June 16
Sept 16

✓
✓

Aug 16

✓
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TO

Healthy Communities Advisory
Committee

FROM Craig Johnston, GM
Strategy, Planning & Support
DATE 8 July 2016

Memorandum

SUBJECT RENAL SERVICES PLAN 2016
1. PURPOSE
This paper introduces the MidCentral DHB Renal Services Plan for services provided for the
MidCentral and Whanganui DHB populations. It is for discussion and agreement in principle.
2. EXECUTIVE SUMMARY
A review of the renal service at Palmerston North Hospital was initiated in response to acute
pressure on capacity, leading to an extremely difficult clinical working environment and poor
patient experiences. The review was overseen by a steering group comprising primary and
specialist clinician and management representatives and consumers. There was wide
participation from stakeholders, including consumers. A benchmarking exercise was
undertaken with all renal units across the country.
A renal plan was developed and is attached in draft format. It involves recommendations
across the care continuum:
•

Effective early detection and management of declining renal function. This needs to
occur within community settings and be according to clinical guidelines.

•

When people require renal replacement therapy, kidney transplant is the preferred
approach. Increasing the rate will significantly improve clinical outcomes.

•

Home-based modalities are the preferred option for people requiring renal dialysis. A
target of 60% home-based dialysis is achievable in the short to medium term.

•

In-centre dialysis capacity and functionality needs to be improved in both the short
and medium terms. In the short term, a three chair dialysis service should commence
at the Horowhenua Health Centre. In the medium term, redesign of the entire Renal
Unit at Palmerston North is required as part of the Master Health Services Plan.

The service plan will be supported by an implementation plan with ongoing monitoring and
reporting. When implemented, it will deliver a more flexible service model with capacity to
deal with future increases in service demand. It will improve clinical outcomes and the
patient experience.
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3. RECOMMENDATION
It is recommended:
that this report be received
that the Renal Plan is agreed in principle and that an implementation plan now
be prepared to achieve the recommended changes.

BACKGROUND
Chronic kidney disease is the main focus of the Renal Service, however it includes the urgent
care of acutely ill patients. Most people with kidney disease are managed by general practice
teams in the community. Services for those with severe deterioration in kidney function,
including dialysis, are provided by MidCentral Health’s specialist services for the MidCentral
and Whanganui DHB populations.
By late 2015, the in-centre haemodialysis service at Palmerston North Hospital was operating
above capacity. There were significant issues with both the in-centre and self-care facilities.
Providing quality health care was very problematic and service users were expressing
concerns about their experience.
A service review was undertaken under the guidance of a steering group comprising primary
and specialist clinician and management representatives and consumers. There was wide
participation from stakeholders, including consumers. A benchmarking exercise was
undertaken with all renal units across the country.
During the service review exercise, issues were identified and worked through. These
included considering previous reviews and future pathways. The final result of the review is
a renal plan that has support of the steering group and the key clinical and management
leaders.
4. DEMAND
The numbers of people with end stage kidney disease (ESKD) and the demand for renal
replacement therapy (RRT, transplant and dialysis) has been rising steadily over recent
decades both within the MidCentral/Whanganui catchment and across the whole country.
Locally the annual rate of increase has averaged just under 3 per cent over the last decade,
although the rate of growth has been 4 per cent in recent years. MidCentral’s rate of RRT at
965 Per Million Population (PMP) in 2014 was slightly lower than the New Zealand average.
A high proportion of new cases requiring dialysis are Maori, Pacific and Asian people. Over
the last five years, they have increased from 34 percent of the total patients to 49 percent.
It is expected that the demand for RRT will continue to increase at about 5 per cent per
annum. This means the number of patients will increase 63 per cent over the next ten years,
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from 224 to 365 patients. This rate of growth is slightly above the current local and national
average because the MidCentral/Whanganui population has higher proportions of those of
Māori and Pacific ethnicity and older people who have higher rates of chronic kidney disease
(CKD). In particular, the Whanganui population has unmet need for RRT.
5. CHANGES IN THE MODALITY MIX
Over time there has been a trend toward more in-centre dialysis. Since 2013 there has been
a particularly steep increase with seven per cent growth year on year. There has been an
associated decline in the proportion of home dialysis.
MidCentral clinicians encourage home dialysis but a variety of modifiable factors appear to
predispose patients to choose in-centre dialysis. These include the modalities made available
to patients, the approach taken to modality choice, predialysis processes and support for
patients. Another cause is status quo bias; once patients start on facility haemodialysis they
become unwilling to change.
Rising facility rates are a problem for many DHBs and cannot wholly be explained by
demographic factors. Benchmarking nationally, Canterbury and Southern DHBs have the
highest rates of home-dialysis but Waikato is more directly comparable to
MidCentral/Whanganui based on its demographic profile. Waikato achieves 60 per cent
home dialysis.
Stakeholders in the review, including clinician leaders, agree that a target of 60 per cent
home based dialysis is reasonable and achievable within the MidCentral/Whanganui district
in the short to medium term. In the medium and long term, higher rates might be
achievable, but this would be dependent on the position taken on the criteria for in-centre
dialysis, success in implementing a PD first policy, complexity of patients and the availability
of resources in the community.
6. CONSUMER PERSPECTIVES
Patients described the onerous nature of dialysis treatment, problems with the physical
environment, service processes and patient care. Waiting in a corridor, exclusion of family/
carers and lack of privacy were major concerns and patients also desired better
communication, more involvement in their care and if travelling wanted services closer to
home. The technical / intimidating nature of the in-centre environment was described as
being at odds with self-care and gaining confidence to go home. For home dialysis patients
having more support was a top issue.
7. CAPACITY AND FACILITIES
The in-centre dialysis service is now operating over capacity which requires constant rescheduling to fit everyone in, prioritising of patients and using other spaces for dialysis
(machine repair room or CCU). This situation requires immediate resolution.
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There are significant issues with the in-centre and self-care facilities and they are both in
urgent need of upgrade. The in-centre unit was built 16 years ago when there were 16
patients receiving haemodialysis and now caters for 64 patients (the self-care unit caters for
24). Stations have been doubled up in the in-centre unit which is cramped with more
patients accommodated than the unit has capacity for. Treatment bays are 60 per cent of the
national standard. Both facilities have significant infection control and privacy issues which
are difficult to manage.
Creating space for new, acute and interim patients, decreasing congestion and ensuring the
facilities support home training (so patients can avoid the in-centre unit) are particularly
urgent.
A number of facility options were developed on the assumption of a service model that
successfully grows home dialysis enabling only modest facility growth (30 haemodialysis
stations with a home training area). Four facility options were evaluated. The two options
that met criteria had a capital cost of $5.2M – $7.8M. These need to be taken forward in the
Master Health Services Plan, which is considering the future redevelopment of Palmerston
North Hospital across a broader canvas.
For short term measures, seven options were evaluated, with the preferred approach being
to establish a small dialysis service at the Horowhenua Health Centre. This is something that
can be achieved at modest cost and reasonably quickly.
8. RENAL SERVICE PLAN
The renal review has pulled together the many issues and recommends a plan that covers
the full continuum of care. This involves the following:
Early detection and management in the community:
Intervening early in the course of CKD to slow its progression. This involves early detection
and management of early stages of CKD in community settings and according to existing
clinical guidelines. Implementing the new primary guidelines will result in improved
consistency of detection and management of CKD. As well as slowing CKD progression it will
ensure earlier referral which is associated with better outcomes. Increased input by specialist
services will provide additional support for primary care and improve communication.
Treatment of ESKD may be with conservative (supportive or palliative) care, or with RRT.
Transplant first:
If RRT is required, transplant should be the first option if clinically possible. Increasing the
transplant rate would significantly improve outcomes for the MidCentral/Whanganui
populations. This involves raising the profile of transplant and working with support services
to shorten workup times.
Home dialysis as the preferred modality:
Where renal dialysis is required, home dialysis is the preferred modality. It has better clinical
outcomes and is associated with improved quality of life. A home-first policy has a number
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of requirements:
•

A strengthened predialysis process that informs patients and families of the home
policy early, provides a treatment recommendation using the principle of peritoneal
dialysis first, and involves ‘expert patients.’ It also requires targeted strategies to work
with the rising numbers of Māori and Pacific people.

•

A tightly functioning home team that works intensively with patients and
family/carers to enhance self-management skills and remove barriers.

•

24/7 support service for patients dialysing at home

•

Timely availability of procedures such as the insertion of permanent access enabling
more patients to start dialysis on a home dialysis modality, which in turn will improve
home dialysis rates.

Work completed during the project identified that a target of 60 per cent home dialysis
should be achievable.
In-centre dialysis only where necessary
In-centre dialysis should only be used when all other possibilities have been thoroughly
explored or where the complexity is such that it cannot be safely managed elsewhere. In the
short-term, additional capacity is required to cater for new, acute and interim patients while
the longer term plan is being implemented. Opening a small three chair service at
Horowhenua Health Centre will provide immediate relief in a high need area at a very small
capital cost ($20k). Operational costs will be incurred wherever the service location.
Enablers:
The renal service requires some other improvements in infrastructure to function
appropriately. Of particular importance is a renal IT system that can track patients and
facilitate audit.
Once home dialysis rates have improved, other service configurations such as satellites and
community support can be introduced in targeted ways to help manage growth and keep
people at home or closer to home.
9. STRATEGIC ALIGNMENT
The proposed renal plan relates in a very direct way to MidCentral’s emergent Strategic Plan.
For example, the following table considers the Strategic Imperatives.
Strategic Imperative
Quality and Excellence by design
Partnering with People & Whanau
Connect and Transform
Equity for All

Renal Plan
Addresses very immediate and direct quality and safety
issues
Consumer participation in review
Addressing major problems with consumer experience
Plan addresses continuum of care and advocates joined
up approach
RRT is disproportionately affecting certain population
groups. Plan includes consideration of whanau ora.
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10. WHAT WILL CHANGE?
It is expected that implementation of the renal plan will impact on the following:
•
•
•
•
•
•
•

Delayed progression of CKD and end stage kidney disease
Improved experience for patients with CKD or receiving RRT
Improved self management with family/whanau involvement
Improved quality of life for people undergoing RRT
Increased equity of outcomes, across communities and amongst priority groups, particularly
Maori and Pacific
Reduced hospitalisations
Reduced avoidable mortality

11. REGIONAL AND OTHER CONSIDERATIONS
Successful implementation of the renal plan will pave the way for the introduction of other
satellites, for example, in Whanganui, however it is important that the framework for
satellite services is established first. This requires oversight processes and training of staff.
Whanganui currently has low demand for a satellite due to its comparatively strong rates of
home based dialysis and the characteristics of patients dialysing at Palmerston North
Hospital (including complexity).
Dannevirke was considered as a possible site for a satellite but there is currently low demand
in the Tararua locality. In future providing services for people from the northern Wairarapa
could support sustainability, but this would need to occur once the service has embedded
the appropriate service model.
12. RISKS AND CONSIDERATIONS
Demand modelling identified that continuation of current facility dialysis growth at 7 per
cent would require 50 haemodialysis stations in 10 years (21 currently). The demand
modelling could be conservative given the context of current 4 per cent annual growth in
RRT, rising diabetes and unmet need. The latter is particularly a concern for Whanganui.
Given the context of rising demand and the significant risk in continuing with the status quo,
there is urgency in implementing the new approaches in primary and secondary care. Crucial
is to decrease demand for RRT and ensure services can cope with any surge in demand and
provide increased access to improve the disparities.
13. NEXT STEPS
Previous plans have identified growing home dialysis as a priority but have not achieved this,
therefore a more formal approach to implementation will be important.
Renal leadership will be fundamental to the successful implementation of the plan together
with an integrated approach involving primary care and expert patients. An implementation
plan will be developed to ensure the short medium and long term aspects of the renal plan
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are worked through in a systematic way.
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Executive Summary
A project was commissioned by the MidCentral District Health Board (DHB) to develop a plan
for MidCentral DHB renal services. The driver for the project was reaching capacity in MidCentral
DHB’s facility based haemodialysis service in late 2015. The project took place between March
and June 2016 and was shaped to address the short term and longer term needs of the service.
Chronic kidney disease (CKD) is the main focus of renal services. Most people with kidney disease
are managed by general practice teams in the community. Services for those with severe
deterioration in kidney function, including dialysis, are provided by MidCentral Health’s specialist
services for the MidCentral and Whanganui DHB populations. Capital & Coast DHB is the
principle tertiary provider and performs kidney transplant operations.
As in most developed countries, CKD and the demand for renal replacement therapy (dialysis and
transplantation) in New Zealand continues to grow each year. Between 2000 and 2014 the rate of
renal replacement therapy (RRT) increased from 611 to 1022 per million population (PMP).
Growth is primarily driven by Type 2 diabetes, the aging population and increased survival,
although the rate of new cases has slowed down markedly. There is marked disparity in the
incidence (new cases) of RRT based on ethnicity – rates for Māori and Pacific people are higher
than Other and have shown considerable increase.
These trends are also seen in the MidCentral service. MidCentral’s rate of RRT was 965 PMP in
2014 and although slightly lower than New Zealand has increased at a faster rate. Over the five
year period 2010 – 2014 this was 21% compared to 12% for New Zealand.
The number of people with diabetes in the MidCentral and Whanganui districts has been rising
fast, particularly for people of Māori, Asian or Pacific ethnicity (two to three times higher than
European) and this is reflected in the incidence and prevalence of dialysis. The rate for Pacific
people at 2626 PMP is particularly high (February 2016). This compares to 1043 PMP for Māori
and 454 for Other. Whanganui’s rate is less than MidCentrals and across all ethnicities, particularly
for Pacific people. At the same rate as MidCentral, Whanganui would have 42 patients receiving
dialysis rather than 32.
If RRT is required, transplantation provides the best outcomes and is the most cost-effective,
followed by home dialysis.
MidCentral’s renal unit was built about the year 2000 and catered for 144 patients receiving RRT
across the MidCentral and Whanganui districts. There were 224 patients in May 2016, an increase
of over 50%. As Table 1 shows, transplant growth has been slow and the largest increase has been
in dialysis which is now two thirds of all RRT (65%) compared to half in 2000 (52%). This is
consistent with national trends.
Executive summary Table 1: Patients receiving RRT in 2010 and 2016, MidCentral service
Modality

# patients 2000

# patients 2016

Growth %

Transplant

69

79

14%

Facility dialysis

16

87

444%

Home dialysis

59

58

-2%

Total RRT

144

224

56%
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There has also been a significant change in the mix of dialysis with a trend towards more facility
dialysis which has grown by more than five times over the period – in 2000 almost all patients
dialysed at home (80%) compared to 40% in 2016. Although there have been fluctuations over the
period, the number of patients dialysing at home today is the same as in the year 2000. This trend
of increasing facility dialysis has also been observed nationally and internationally, there is debate
about the reasons for this (refer International scene, p. 3).
Under stable and consistent leadership over the last decade the specialist renal service has
developed and is performing well against the majority of clinical indicators. The workforce has
expanded and is established at 33 full-time equivalents (FTE) including three nephrologists and 8.0
FTE senior nursing staff who have responsibility for various parts of the service. The inpatient
service is a small component of the service with just over 200 admissions a year. Most of the
service is dialysis which received about 80% of total funding for the 2015/16 year.
Over the years, the renal service has taken measures to curb growth. There have been initiatives in
primary care including ‘Kidney Health in Horowhenua’ (improved general practice systems and
processes for kidney disease) and the introduction of clinical collaborative pathways for CKD and
renal impairment. Specialist renal services had a high level of involvement in these projects.
Other models of care aimed at managing capacity have been initiated or explored. Training for PD
was shifted to patient’s homes and the self-care facility for independent people was opened in
2007. The aim of the self-care facility, as well as providing additional capacity, was to provide a
homely environment for self-care and to promote home training. Following on from earlier work
completed by the Central Region Renal Network on service models and facilities, a review in 2013
assessed the status quo service configuration against the options of a satellite unit in Whanganui or
a home support service. The status quo was chosen based on the assumption that maximum
capacity would not be reached until 2022.
However, the last three to four years have seen a steeper annual rise in the demand for RRT, and
in particular the demand for facility dialysis which has increased about 7% year on year. This has
caused the renal unit to reach capacity much earlier than expected. The precise reason for this is
uncertain, however over the last five years, there has been a noticeable increase in the proportion
of those of Pacific, Māori or Asian ethnicity receiving dialysis (34% to 49%) and a corresponding
decrease in those of Other ethnicity. The highest rate of growth was for Pacific people. There has
been no noticeable increase in older people.
The capacity for haemodialysis across the two facilities is 88 patients at current opening hours and
staffing. Since late 2015 the service has been operating above capacity with 86 – 87 permanent
outpatients plus acute and interim patients. This has required ‘juggling’ of patients to fit everyone
in and the use of other spaces including the machine repair room and the coronary care unit. Staff
describe the situation as working in crisis mode which has resulted in the need to prioritise patients
at times. The self-care unit has become an overflow for the in-centre unit and has difficulty
focusing on self-management and getting people home.
The facility has been too small for a number of years. The renal service has increased physical
capacity in the in-centre unit by progressively moving out staff and functions and placing more
stations into the space – there are now 15 stations compared to the original eight. The waiting area
for patients was shifted to the corridor outside the unit. The unit has become increasingly cramped
and the credentialing committee found last year that that the “overwhelming problem currently
facing the renal services is facilities not in keeping with National Standards.” Treatment bays are
five to six meters compared to the nine metre standard and some overlap, there are significant
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infection control risks and lack of privacy for patients and family/carers are excluded from the
unit. There are also significant issues with the self-care facility which is leased and requires
electrical, plumbing and building upgrade.
Patients that provided feedback during the project wanted the facility problems to be rectified,
satellite facilities in the outlying areas, better communication and processes, to be listened to and
have more involvement in their care (together with family/carers), a culture that encourages selfresponsibility and a higher level of support especially when dialysing at home. Patients receiving
in-centre dialysis were unhappy about waiting in the corridor, the lack of space for family/carers
and not having their experience acknowledged. They described the disruption that dialysis brought
to their lives, the inflexible schedules, the controlled environment and if travelling, the long tiring
day which took some people the next day to recover from.
Costs have been rising fast, service funding has increased from $6M to $8M over the last five years
and at the same rate of increase will require $12M annually by 2022. Benchmarking of renal service
FTE across New Zealand showed that MidCentral was resourced to a higher level – FTE per
dialysis patient was highest in DHBs with higher proportions of facility dialysis.
The National Renal Advisory Board access guidelines advocate a multidisciplinary approach to
assessment and care, early referral for timely evaluation, conservative care as a treatment option,
transplantation as the treatment of choice for medically suited patients, home-based dialysis for
those requiring dialysis therapy and dialysis in a renal unit for patients unable to undertake homebased therapy. The MidCentral service has a well-structured multidisciplinary approach and an
excellent conservative treatment pathway. There has been improvements to transplant processes.
Areas for attention are work-up timeframes for transplant which is affected by waiting times for
tests, timeliness of referral to specialist services and declining home dialysis.
Late referrals can reflect management of CKD in primary care, problems may be related to patient
engagement with primary care or general practice processes. Timely referral has many benefits
including reduced rates of end stage kidney disease (ESKD) and increased likelihood of
transplantation.
MidCentral has a home philosophy and encourages this but like many DHBs has been unable to
maintain the high rates seen over a decade ago. MidCentral has a very low rate of PD compared to
other DHBs. MidCentral clinicians thought the main reasons for the increase in facility dialysis was
related to a decline in overall wellness of the dialysing population who were older, increasingly frail
and suffering from multiple conditions. A higher willingness to dialyse and longer survival were
also named as factors. People’s physical and cognitive health may prevent them from performing
home dialysis, this is particularly true of haemodialysis which requires cannulation and is the more
difficult modality to learn.
However, stakeholders also identified other factors they thought were important in the size of the
home dialysis service including a lack of confidence in performing dialysis, lack of support at home
or from the renal service, the low profile of PD in the community, attitudes (nurse’s job or not
wanting a machine in the house) and the perceived disadvantages of the method. Audits identified
that some patients declined to learn home dialysis and a number of patients did not achieve their
modality choice of home dialysis. Some stakeholders expressed surprise that people are not
choosing what is best for them.
There are different approaches taken to choice across the country. Kidney Health New Zealand
patient resources convey the message of patient choice, a decision aid booklet is titled “My kidneys
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my choice.” MidCentral clinicians encourage home dialysis and believe that dialysis modality
should be the patient’s choice, the corollary being that patients may sabotage home treatment if
forced. The literature and discussions with DHBs during the project revealed that while
demographics are a factor in modality mix, this is also influenced significantly by the modalities
made available to patients, the approach taken to choice and predialysis processes. Other DHBs
with a similar demographic have a lower proportion of facility dialysis and higher home dialysis
e.g. Waikato DHB. The literature claims there is poor alignment of home dialysis rates with age
and race in Australia and New Zealand.
Starting patients on home training from day one would also improve home dialysis rates; the
facility, staffing and lack of timely permanent access (vascular access for haemodialysis or catheter
for PD) are currently barriers to this. Feedback is that patients get comfortable in-centre and end
up staying there. Three quarters of all MidCentral dialysis patients start on haemodialysis, this is
much higher than for New Zealand.
Patients advocated for more active promotion of home dialysis and the involvement of patients
already dialysing which they said would assist patients to see the considerable advantages of home
dialysis. They emphasised the importance of having support available, as one patient said, “in the
unit, nurses have back-up, I have none.” Unlike the majority of DHBs, MidCentral does not
provide an after-hours on-call service for home patients.
The key problems for the MidCentral service are:

Uncontrolled facility dialysis growth which has caused financial, workforce, service pressures
and dissatisfaction with services.

Facilities which are too small for the size of the service and unsuitable to support quality service
provision and achieve service goals.

Services that are increasingly located centrally which impacts negatively on peoples experience
and is at odds with the principles of services closer to home, self-management and partnering
with patients.
New service configurations will not solve these problems. The renal service has a home
philosophy but the relative size of the home service has decreased year on year. MidCentral Health
needs alternative facilities, new strategies and targeted resourcing to assist in the implementation of
existing service goals. Given the positive outcomes and savings it seems logical to take a stronger
line to increase home dialysis. Waikato DHB achieves 60% home dialysis, has a similar
demographic of patients and an active home policy – a minimum target of 60% is proposed for
MidCentral DHB. The area of priority is to increase PD, a relatively portable modality and easier
to learn. Forty-three percent of Waikato’s dialysis population are being treated with PD compared
to 24% for the MidCentral service. Promoting the use of automated PD may increase uptake.
Transplantation provides better quality of life, longer survival and is less costly than dialysis for
eligible patients. Raising the awareness of transplant as the gold standard treatment for ESKD will
enable conversations about transplant to occur earlier. The timeframes for work-up should be
shortened. These measures will improve the likelihood of achieving transplant, ideally pre-emptive
or early (within 90 days of starting dialysis).
In addition, the need to intervene earlier in the course of CKD and invest in primary care is
particularly important and urgent given the recent increased demand and marked disparity in the
incidence and prevalence of RRT.
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Other service configurations such as satellites and community support can be expensive and if
introduced, would be in addition to an in-centre facility which is a vital part of outpatient renal
services. The facilities have been outgrown and require expansion and upgrade, for business as
usual, but also to provide an environment that supports self-care, involvement of carers/families
and training including a dedicated space for this to occur. Because it has been identified that a
number of patients receiving in-centre dialysis could be self-dialysing at home, it makes sense
firstly to change processes and increase support for self-dialysis. The demand for RRT is
increasing so satellites and supported care in the community will unquestionably be part of
managing future demand, the proposed three station service at Horowhenua will provide an
opportunity to establish processes (training and oversight) and test the satellite model. It is
important that the appropriate service model is embedded before further satellites are considered.
Demand projections were completed at 5% growth for RRT and projected an increase in the
number of patients from 224 to 365 over the next 10 years (63%). Five per cent was chosen on the
basis of current growth (4%) and some allowance for unmet need. This could be a conservative
estimate noting the changes in the population demographics (more Māori, Pacific and older
people), rising diabetes and unmet need in the Whanganui district. Four scenarios were modelled,
two based on the status quo (continuation of facility growth at 7.5% or maintaining current
modality proportions) and two scenarios fixing facility growth.
Under status quo scenarios the number of dialysis stations required in 10 years would be 39 to 50,
double or nearly two and a half times the current 21 stations. This approach would perpetuate the
current situation where a high proportion of dialysis patients would receive full dialysis as a
dependent patient away from home. This is not in line with guidelines, government strategy and
best outcomes.
An in-centre facility is a major investment for the DHB and as such should have a lifespan of a
decade or longer. Because an in-centre facility has a fixed capacity the strategy should be to fix the
facility component of the service as much as possible and grow the community based service. If
facility growth was fixed at 1% or 2% then 27 to 30 stations would be required in 10 years and the
proportion of people self-managing and dialysing at home would increase over time – the 1%
scenario would result in 60% of patients dialysing at home within 10 years.
Based on the demand modelling and the new scenarios, spatial requirements for the renal service
was developed. The exercise assumed that all specialist renal services would be on one site to
facilitate a higher level of team working and a separate home training area to enable the service to
increase the focus on community dialysis. Only onsite locations were considered due to the
requirement for medical input for an in-centre service and the support required for unstable
patients.
Four facility options were evaluated against DHB prioritisation criteria: 1. Status quo; 2. Extension
of current in-centre facility; 3. In-centre unit located in a wing of the Northside building; and 4.
New build in the decommissioned outdoor pool location. In Options 3 and 4, acute dialysis would
need to be provided in the hospital. Options 1 and 2 did not meet criteria and were discounted.
Options 3 and 4 met criteria except affordability. The savings attributed to a higher level of
community care should be included in business case workings (noting that $900k would be saved
annually at current patient numbers if 60% were dialysing at home).
A short-term solution is needed to resolve the immediate capacity problems. Seven possibilities
were evaluated during the project. Commencing a three chair service in the Horowhenua Health
Centre was favoured by the steering group due to: match with high health need and acceptability
to patients; aligned with future plans; avoidance of further unit congestion; and low capital cost.
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The plan and recommendations for the longer term are based on the goals identified in the 2008
Renal Services Plan which still hold true today: ‘Intervene earlier in the course of CKD,’ and
‘Appropriate mix of modality options.’ Successful implementation of these goals will improve the
patient experience, achieve better health outcomes and reduce the per capita cost of health care.
The demand modelling projected that it would take 10 years to rebalance the current model if
facility growth was fixed at 1%. The writer suggests that it is possible to make gains much faster,
say in three to five years. This will require significant changes to infrastructure and service delivery
supported by a service plan, appropriate resourcing and focused leadership.
Recommendations
1. That best practice guidelines identified in the 2015 National Consensus Statement ‘Managing
CKD in Primary Care’ are implemented in primary care.
2. That the profile of transplant is lifted within the renal service, MidCentral Health, primary care
and the community with the aim of achieving more transplants. Priority should be placed on
engaging with support services to shorten work-up timeframes for donors and recipients.
3. That a three chair service in the Horowhenua Health Centre is commenced.
4. That the home dialysis service is expanded with a target of 60% of all dialysis.
This should include review of the predialysis process, more support for patients, targeted
approaches with people of Māori and Pacific ethnicity and working with surgical services to
improve timeliness of renal access to keep patients away from the in-centre environment.
5. That it is acknowledged that the current facilities for renal services have been outgrown and
alternative facilities for in-centre services are progressed as part of the Master Health Services
Planning process. The ideal configuration is a facility that caters for the whole service. A facility
large enough for 30 stations and a home training unit would fit with the modelling undertaken
in the project.
6. That other models of care are explored once home dialysis rates have improved and all
strategies are in place to support people self-dialysing at home.
7. Medical reviews
a. That patients receiving in-centre dialysis have regular medical review and patients
receiving long-term RRT have more frequent medical review.
b. Outpatient clinics are provided in outlying areas starting with Whanganui.
8. Systems and quality
a. Service key performance indicators are revaluated to include the key indicators that
show success and these have a higher level of visibility in the service.
b. Progress a renal specific IT system to track patients and facilitate audit and service
improvement.
c. Undertake an audit of late referrals to help identify gaps in care and the steps
necessary for improvement.
d. Hold regular radiology meetings to review imaging.
9. That a business case for resources to implement the Renal Services Plan (2016) is prepared.
Investment in systems and processes to prevent acute events and support home dialysis are
clearly cost-effective.
10. That the DHB service level agreement with MidCentral Health reflects more closely the goals
of the service.
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1. Introduction
A project was commissioned by the MidCentral District Health Board (DHB) to develop a plan
for MidCentral DHB renal services. The driver for the project was reaching capacity in MidCentral
Health’s facility based haemodialysis service in late 2015. This was years before expected – in 2013
a review found that the current facility for haemodialysis would be adequate until the year 2022.
The escalating demand has caused service and cost pressures; utilisation is too high to easily
accommodate acute and new patients, the facilities have been outgrown and over the last 5 years
investment into renal services has increased by one third from $6 million to over $8 million.
An expected outcome of the project was a plan that was able to cope with service growth whilst
still being able to support quality of service provision and making the best use of finite resources.
Due to the pressing concerns with facility haemodialysis capacity, the project was shaped to
address the short term as well as the longer term needs of the service, the proviso being that shortterm solutions would be aligned with future service direction.
Project management was outsourced and the project was completed between March and June
2016.
Project goal and approach
The goal of the project was to provide a framework for MidCentral DHB to guide future decision
making for renal service delivery, workforce and facilities and make improvements to service
sustainability. Project objectives were:






To complete a current state analysis in order to understand the environment including the
recent changes in local demand
To identify the steps required to better meet the needs of the subregional population, in
particular the capability and capacity of the renal department at MidCentral DHB to meet these
needs
To recommend future investment and/or disinvestment required to meet identified needs
To provide a transition plan including the actions required to resolve the immediate service and
capacity issues

The planning timeframe identified was 10-15 years. The project included identification of the
preferred model of care for the subregional population (MidCentral & Whanganui) and facility
plans for MidCentral DHB.
The project did not include review of individual roles and job sizing exercises, detailed costings or
design of facilities, community consultation or implementation of recommendations.
The major inputs to the project were: engagement with a range of stakeholders including patients,
review of local documents and data, examination of the national context through analysis of
reports, data, benchmarking with other District Health Boards, evaluation of the service model to
make recommendations for change and development of spatial requirements for an in-centre
facility.
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The project took a continuum approach recognising that dialysis provided by hospital services is
only one part of the kidney disease care continuum and is related to earlier parts of a patient’s
journey which starts in primary care.
General managers Mike Grant and Craig Johnston were project co-sponsors and formed a 10
member steering group made up of patient and clinician and management representatives (refer p
97) to oversee and guide the project. The steering group met mid-project to review progress and
consider a paper outlining short-term options to resolve the immediate capacity problem. The
draft report was discussed at the final meeting in June.
The document
The structure of the document is as follows.











Chapter 2 ‘Background’ – an overview of the strategic environment and what has been happening
nationally and locally.
Chapter 3 ‘Current state’ – this chapter provides an overview of service users and provision,
workforce, infrastructure and financial.
Chapter 4 ‘Quality’ – presents selected service key performance indicators (KPIs).
Chapter 5 ‘Consumer feedback’ – patient perspectives including stories.
Chapter 6 ‘Access to RRT’ – provides an overview of the national access guidelines and a
discussion about choice.
Chapter 7 ‘Options for the short-term’ – Evaluation of seven short term options.
Chapter 8 ‘Service configuration’ – satellites, home support service and community houses.
Chapter 9 ‘Renal demand projections’ – an overview of projections undertaken previously and new
demand scenarios.
Chapter 10 ‘In-centre facility’ – footprint for an in-centre unit and facility option analysis.
Chapter 11 ‘Plan and recommendations’ – conclusion, new service model and recommendations.

Eight appendices contain various supporting information. Two in particular may assist with
interpretation of this report Appendix A ‘Glossary and abbreviations’ on p 95 and Appendix F
‘Categories of renal services’ on p. 122 which provides an overview of CKD and treatment. Appendix
E ‘Benchmarking’ provides statistics and an overview of alternative service models from the
benchmarking with renal dialysis units across the country (p. 113).
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2. Background
Renal services are concerned with the prevention, detection, diagnosis and management of people
with diseases and conditions of the kidneys. This includes the urgent care of acutely ill patients as
well as those with chronic illness who require long term care. Chronic kidney disease (CKD) is the
main focus of renal services in New Zealand.
The publication “Living with Kidney Disease” (Ministry of Health & Kidney Health New
Zealand+, 2014, p.2) provides some facts and figures on CKD in New Zealand. Some of these
follow:


‘Chronic kidney disease’ means long-term, permanent reduction in kidney function.



In a small minority of patients, CKD gets worse to the point that the kidneys are no longer able
to keep the person alive. This is called end-stage kidney disease (ESKD).



About one in ten adult New Zealanders have a sign of CKD and about 400,000 New
Zealanders have CKD.



Each year, about 1000 New Zealand adults are diagnosed with ESKD, and about half of those
will start dialysis treatment.



Chronic kidney disease is more common in Māori, Pacific and Asian people.



Over half of ESKD cases are caused by two common, treatable diseases – diabetes (46%) and
high blood pressure (10%).



Chronic kidney disease is silent. Eighty to ninety percent of people with CKD are unaware they
have it.



Chronic kidney disease can be detected with simple urine and blood tests.



Dialysis will prolong the life of a person with ESKD, but they will not have a normal quality of
life.



The life expectancy of someone on dialysis is lower than that of the general population.



Transplant patients live much longer and have a better quality of life than those on dialysis.



The best treatment for ESKD is a living donor transplant before dialysis is needed.



People on home dialysis live longer and have a better quality of life than those who have
dialysis at hospital or in a satellite unit.



People that start and stay on peritoneal dialysis (PD) for the first three to four years live about
20-30% longer than those who stay on hospital dialysis (p. 80).

International scene
New Zealand has one of the highest home dialysis rates in the world (NRAB, 2006, Wilkie, 2011,
Walker et al. 2015, Fortnum & Ludlow, 2014 and others). The NRAB suggest that the significant
variation in home dialysis across New Zealand is due to differing population needs and differences
in how services have developed. New Zealand, along with other countries, has been experiencing a
decline in recent years. Age and poorer health of the dialysis population is often quoted as the
cause, however research points to a range of additional factors being important including status
quo bias (unwillingness to change modalities once established) and the influence of health
professionals. Fortnum & Ludlow (2014) claim that there is poor alignment of home dialysis rates
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with age and race in Australia and New Zealand and high rates have more to do with active policy
implementation and champions. They propose:
that a combination of education, advocacy, support and policy can enhance current home dialysis rates. Positive
government policy, cohesive renal unit culture and educated renal health care professionals working
collaboratively with those requiring dialysis can all contribute to turning around the downward trend in home
dialysis.

The national scene
National Renal Advisory Board
The National Renal Advisory Board (NRAB) advises on and monitors renal care services in New
Zealand. They produce an annual Standards and Audit Report for New Zealand dialysis and
transplantation services. The data are largely derived from the annual data return of the Australia
and New Zealand Dialysis and Transplant Registry (ANZDATA) and the New Zealand Peritoneal
Dialysis registry. All DHBs providing dialysis and transplantation services must provide data to the
registries.
National priority
Chronic kidney disease was identified in 2008 as an important health issue by the NRAB working
in conjunction with the Ministry of Health (MoH).
The NRAB has described some of the issues in their various publications:

As in most developed countries, demand for renal services in New Zealand continues to grow
each year, primarily driven by Type 2 diabetes. The diabetes epidemic and the aging population
is maintaining the growth in prevalent patients ESKD at 3-6% per annum (ANZDATA
Registry, www.anzdata.org.au).

Dialysis treatment, necessary for people with ESKD, has a significant impact on the lives of
both patients and their families. The provision of RRT for kidney failure, the various forms of
dialysis therapy and renal transplantation, is complex and expensive.

The higher prevalence of diabetes in people of Māori and Pacific ethnicity contributes to higher
rates of ESKD in these populations.

Despite this the number of patients entering RRT programs in New Zealand is generally lower
than for other developed countries such as the US, UK and most members of the European
Union, although the New Zealand rate is slightly higher than that of Australia. The incidence
of dialysis commencement in elderly populations (greater than 75 years) is considerably lower
than most other developed countries.1
National Renal Transplant Service
The National Renal Transplant Service (NRTS) service was formed in 2014 with the goal of
increasing the volume of live donor kidney transplants in New Zealand from 110 per year to 160
over a 5 year period. Aims of the NRTS include reducing inequalities of access and getting people
off dialysis. The initiative is supported with extra specialist nursing resource for DHBs, MidCentral
received funding for the equivalent of 0.5 FTE.
Strategies include engaging with units and encouraging collaboration and learning, streamlining
processes within and between DHBs and live donor support. The first two of five measures have
been introduced: proportion of live donor operations within 121 days and proportion of pre1

Draft Access to Renal Replacement Programmes in NZ (NRAB, May 2016)
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emptive and early transplants (transplant before or within 90 days of dialysis being required). The
other measures will record the proportion of patients with ESKD that have an assessment
decision and recipient and live donor assessment times.
Kidney Health New Zealand
Kidney Health New Zealand (KHNZ) is a non-profit organisation that liaises with and supports
local patient support groups. Aims include:

To be the national voice for people with kidney disease and their families;

To be the primary source of reliable and relevant information on the prevention and
management of kidney disease; and

To fund research into prevention, early detection and cure of kidney disease.
One of KHNZ’s projects has been developing CKD education resources designed to provide
primary healthcare professionals with a better understanding of CKD, it is intended that the
training modules will be delivered to primary healthcare teams throughout New Zealand.
Primary care
While the delivery of renal services is concentrated in secondary care it is well recognised that
investment into population based prevention (healthy lifestyle) and primary prevention is what is
required in order to decrease the prevalence and the burden of ESKD. The benefits are described
by KHNZ’s medical director, Dr Colin Hutchison:
Kidney health is one of the few areas in health, where investing in lower cost health interventions results overall
in better patient outcomes. The earlier kidney disease is identified, the sooner effective management strategies can
be put in place, greatly reducing the number of people in whom the disease progresses.” (KHNZ Newsletter
2015)

Consensus statement
A consensus statement developed in 2015 describes best practice in the identification and
management of CKD in primary care. The ‘Managing Chronic Kidney Disease in Primary Care
National Consensus Statement’ has been developed with the aim of improving identification and
management of CKD in primary care and asserts that CKD needs to be addressed under the
umbrella of better management of long-term conditions in primary care. Best practice is described
as:

Systematic screening linking with cardiovascular disease (CVD) and diabetes screening
programme.

Classification of CKD from stage 1 to 5 and as stable or progressive.

Stable CKD stages 3-4 – appropriate CVD risk management.

Progressive CKD stages 3-4 – weekly or fortnightly intensive risk factor management (Nurseled clinics).

Majority of patients particularly those with stable 3 CKD or who are older (>75 years) can be
managed in primary care.

Software-based decision support, audit and recall systems are part of best practice.
The consensus statement notes that implementing nurse-led clinics requires the input of specialist
nurses from secondary care to upskill practice nurses and funding models that enable practice
nurses to work with patients in nurse-led clinics.

BPAC tool
The Best Practice Advisory Centre (bpacnz ) developed decision support software will enable GPs
and other members of a primary healthcare team to more readily and reliably identify patients
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potentially at risk of developing CKD, enabling far earlier health intervention. The software is
being rolled out nationally and is expected to be in place this year in the Whanganui and
MidCentral DHB areas.

Regional work
Central Region Renal Network
The now disbanded clinical network Central Region Renal Network (CRRN) coordinated by
Central Technical Advisory Services (Central TAS) published a number of reports between 2007
and 2012 including:

Renal Service Model Report (2009).

Regional Renal Service Models Facilities Feasibility Study (2010).

Support for Renal Patients and their Families (2010 & 2011).
The latter report made recommendations about transport issues, social worker and non-clinical
support and dissemination of information. Findings included that MidCentral and Whanganui
patients had lower access to DHB funded travel than the Central Region, that social workers
needed to provide on the ground support, establishment of a renal social worker forum, and that
the Central Region DHBs establish and implement a common practice standard for disseminating
information to renal patients across the region. This included standardisation of written resources,
‘expert patients’ and group sessions for all renal patients including sessions targeted at Māori and
Pacific which were identified as an implementation priority.
The CRRN goal was to shift the dialysis modality mix towards a greater proportion of patients
receiving home dialysis options, rather than in-centre dialysis and the CRRN 2011/12 Action Plan
reflected this with its two major projects: Increasing Home Dialysis (Initial goal 60%) and
Increasing Live Transplantation (Increase in 10 live transplants across the Central Region).

Service model assessments
Following on from earlier regional work on the configuration of renal services, Central TAS also
coordinated the work ‘Options for delivery of Sub-Regional Renal Services MDHB and WDHB’
(October 2012). The options evaluated in this paper were:

Enhanced status quo – Palmerston North in-centre with increased community support.

Distributed model – Palmerston North in-centre with fixed facilities in Whanganui and
Horowhenua.
The above project led to the formation of a joint Whanganui and MidCentral DHB Renal
Working Group and the most recent report in 2013 “Future Development of Renal Services for
Whanganui and MidCentral DHBs assessed the following options:

Status Quo (In-centre and self-managed facility).

Fixed facility in Whanganui (satellite).

Home support service (South Island model).
The status quo was chosen based on the assumption that there was sufficient capacity until 2022.
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MidCentral DHB projects and enablers
Renal Service plan (2008)
The plan was developed in response to the increase in demand for renal service. This was to
provide MidCentral with the information required to make investment decisions about the region's
renal services into the future. The plan proposed five broad recommendations for consideration
for the development of a sustainable renal service:
1. Enable the service to intervene earlier in the course of CKD.
2. Achieve an appropriate mix of treatment modalities.
3. Increase awareness of live donor kidney transplants.
4. Improve the process of choice to the management of ESKD including Palliative Care.
5. Reduce the number of patients requiring emergency dialysis.
Some actions have been progressed but implementation has been ad hoc and not guided by a
formal implementation plan and monitoring, or supported with resources.
Kidney Health in Horowhenua Project 2009/10
Primary Health Care Strategy Innovations funding was secured for this project to develop more
effective CKD management in the Horowhenua region. To achieve this Horowhenua Primary
Health Care (PHC) Teams, specialist renal services and Health Care Development worked in
partnership to develop an integrated model for renal care in the district. System improvements
included:

Development of a practice disease register and an ‘at risk’ register.

Development of a referral form added to the best practice renal module.

Screening guides.

Reconfiguration of the Increased Creatinine Algorithm to make more user friendly.

CKD management education which resulted in closer working relationships between specialist
renal services and Horowhenua general practice teams.
Clinical collaborative pathways – Map of Medicine
This electronic resource connects all the knowledge and services around a clinical condition and
provides health professionals throughout the district with best practice, evidence-based clinical
pathways at the point of care. The pathways incorporate specific guidance for health professionals
caring for Māori and Pasifika patients. An aim is to improve patient access to a wider range of
health services that are both closer to home and reduce avoidable hospital admissions. Two CKD
pathways have been implemented:

Management of Increased Creatinine.

Chronic Kidney Disease Management.
The CKD pathways were first rolled out across the district in November 2012, and since then
have been reviewed and updated with republication in August 2015. Education accompanied the
release which also included a toolkit for implementing CKD management in general practice.
Pathway usage increased following republication of the pathways and access has been consistent
recently at about 50 views per month (refer p. 100). Clinicians are likely to look at a pathway a few
times until they are familiar with it, therefore the number of views could be expected to decrease
over time and increase again when there are advertised changes to the pathways.
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RenalQ
RenalQ is a computer application that provides clinical advice for assisting the interpretation of
eGFR2 test results. RenalQ compares the current result with the patient’s history and depending
on the clinical situation, adds a message to the laboratory result. This is sent back to the requesting
provider to consider as part of their normal clinical processes.
RenalQ was introduced in March 2015 and the evaluation themes in March 2016 were that Renal
Q has appropriate sensitivity, adds value and saves GP’s time. Feedback during the project was
that the concept is useful but there are problems with sensitivity.
MidCentral DHB Clinical Networks
The Long Term Conditions District Group (LTCDG) is one of the MidCentral DHB Clinical
Networks responsible for district-wide quality improvement. Membership includes primary,
secondary, Māori, community and intersectoral representatives. Projects include enabling general
practice to implement Long Term Conditions Improvement Plans and supporting implementation
of the Toolkit for Chronic Kidney Disease Management in general practice.

Overview of the MidCentral Health renal service
In the 1990s the renal service was very small and in-centre haemodialysis was provided in a room
with two machines at the end of the intensive care unit (ICU).
Once numbers increased, the need for a dedicated renal service was recognised and the new incentre renal unit was built around the year 2000. The facility accommodated all outpatient renal
functions and staff and was set up with six haemodialysis stations in the main area, two stations in
another room for home haemodialysis (Home HD) training and space for PD training and
support. In 2000 ANZDATA showed that the number of people receiving RRT was 144 with
almost half being transplant patients. The majority (80%) of dialysis patients were dialysing at
home. PD was the dominant modality and nearly two thirds of all dialysis patients were on PD
(63%). Numbers were:

PD – 47

Home HD – 12

Facility HD – 16

Transplant – 69
The early years for the renal service were difficult and the service was beset with clinical quality
problems, staffing issues and suffered from a lack of consistent renal leadership. Medical staffing
was largely locum based and in 2004 the Medical Head role was performed remotely and part-time
by a renal physician in New Plymouth. Nursing leadership was shared by several staff and also not
working well.
The service has been stable since headed by Nurse Manger Gillian Treloar (commenced in 2004)
and nephrologist Dr Norman Panlilio who took up a full-time permanent role in 2005. The service
started to perform better against service indicators such as line and catheter infections, education
became a priority in both the unit and also for the wider hospital staff, and monitoring of patients
improved. Service development included initiatives such as the predicative dialysis commencement

2

Glomerular filtration rate, the best test to measure the level of kidney function and determine the stage of kidney disease.
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score, dedicated resource for anaemia management and relationships were developed with primary
care through the introduction of guidelines and providing education.
Like all renal services across the country, the MidCentral Health service has experienced steady
growth over the past two decades with increasing numbers of people receiving RRT for ESRD.
The prevalence of dialysis in New Zealand increased by 80% from 348 people per million at the
turn of the century to 635 per million in 2014. MidCentral has experienced a similar increase in
demand for its dialysis services and had a prevalence rate of 638 per million in 2014.3
The rise in patient numbers has resulted in more staff and changes to facilities. Dr Panlilio was the
sole nephrologist until Dr Marilyn Aday started in 2009. The third nephrologist Dr Curtis Walker
joined the team in February 2015 and has a 0.8 FTE position shared 50/50 between renal and
general medical services.
There has been progressive transfer of functions and staff out of the in-centre unit to cater for
more haemodialysis patients. The original eight stations has increased to 15, the doctors moved
out of the unit, training for PD moved to patients’ homes and the self-care facility opposite the
hospital opened in 2007. This facility, known as the White House, provided six more
haemodialysis stations, a homely environment for self-care patients and a base for home dialysis
training. Until recently the self-care unit has operated with a lower staffing ratio (one nurse to six
patients compared to one to three in-centre) but now is full with dependent patients on the
afternoon shifts.
A number of planning exercises have been undertaken, regionally and locally as earlier described.
MidCentral participated in the CRRN which completed multiple projects and made
recommendations for improved service delivery, support for patients and new service models
including satellite and supported community services. Alternative models to in-centre have been
promoted for a number years by patients in Whanganui who find the travel to Palmerston North
very difficult. The MidCentral Renal Services Plan in 2008 recommended action across the
continuum to stem growth in RRT, in particular, intervening earlier in the course of CKD and
achieving an appropriate mix of treatment modalities. Some of the recommendations in the plan
have been implemented, some are in progress and others have yet to be taken up.
The service model evaluation completed in 2013 by the joint DHB Renal Working Group
(Whanganui and MidCentral DHB) followed on from the CRRN feasibility study on service
models. No change to the service model was recommended due to affordability reasons. This was
based on the assumption that maximum capacity of 88 haemodialysis patients across the in-centre
and self-care units would not be reached until 2022.
However, there has been a significant rise in demand for dialysis since this time and hospital
dialysis services are again operating at above capacity. The number of patients receiving dialysis incentre or the self-care unit has increased over 20% in just under 3 years (from 72 patients in
August 2013 to 87 in May 2016).
Rising demand has been accompanied by rising costs, MidCentral DHB’s investment into renal
services increased from $6 million to over $8 million in the last five years. MidCentral Health’s
financial result is currently unfavourable with the year to date position (April 2016) $300k behind
budget.

3ANZDATA.

146
Expanding capacity by introducing a third patient shift or increasing stations at the self-care unit
has been discussed over the last 12 months, however it was recognised that this, at best, would be
a short term fix and would not resolve the pressing issues with facilities. The self-care facility now
operates as an overflow unit for the in-centre unit which impacts on the aim of providing an
environment suitable for people training or able to perform their own dialysis.
KHNZ has been advocating for improvements to renal services, particularly for Whanganui
patients. MidCentral’s Infection Control department has been raising the infection control issues
caused by the cramped conditions and the 2015 credentialing report observed that “the
overwhelming problem facing the renal service is the facilities which are not in keeping with
national standards.” The credentialing committee recommended a well-defined plan outlining the
strategies to accommodate growth over the next 10 years.
MidCentral Health Renal service initiatives
The below initiatives took place in 2006 and received the “Excellence in Primary and Secondary
Collaboration and Integration” award at the 2008 Primary Health Awards.
Predicting Dialysis Commencement (2006)
The Nephrologist worked with the information systems department to develop a programme that
produced a graph to predict the timeline that each patient would follow towards RRT, based on
their reported creatinine levels over a period of time. The Predicting Dialysis Commencement
(PDC) programme was developed at a time when outpatient referrals were in excess of what the
sole nephrologist could manage and patients in the earlier stages CKD had to be referred back to
the GP. A monitoring system for these patients was set up with the aim of providing the GP with
better information and support. Patients referred with a glomerular filtration rate (GFR) of 30 or
more have their blood tests monitored regularly within the PDC database. If kidney function
deterioration is a concern, GPs are contacted to request that they assess this. This surveillance
system is still in place.
Other benefits were improved timing of referrals for education and formation of permanent renal
access for dialysis and also to anticipate when a conservative pathway might be more appropriate.
Furthermore, changes in renal function from treatment changes such as blood pressure or blood
sugar levels could be better seen. The patient is given a copy of their graph so they are also able to
track their progress and be actively involved in their ongoing care.
Guidelines
A set of guidelines with a flow chart was developed to provide GPs with information to better
enable them to successfully manage patients in the early stages of kidney disease. When referrals
are received, a copy of these guidelines and the predictive graph is sent to the GP for their
ongoing management. Initially, a letter was sent to all the surgeries asking them to send in the
details of all their patients who had had a recent blood test that revealed an abnormal creatinine
level. These patients have now been added to the monitoring system and GPs are asked to repeat
the blood test at 6 or 12 monthly intervals, depending on the rate of progression to end stage. The
graph is updated and the resultant creatinine level is plotted to show the present level of kidney
function and a copy sent to the GP.
At the time of these initiatives education sessions were undertaken in a number of general practice
locations to provide information on the management of kidney disease and discuss issues. The
PDC process resulted in improved communication between the renal service and a number of
general practices.
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The guidelines are still being used and have now been adapted to fit the map of medicine
pathways. They are sent to GPs with care plans as part of virtual assessments and GPs are advised
to utilise the map of medicine for management.
Email service
A web-based email service was introduced to enable GPs to submit questions and avoid
unnecessary delays in trying to contact the nephrologist by telephone or letter.
Anaemia coordinator
Funding was secured from Roche Products for the provision of an anaemia coordinator nurse to
provide education and support to the GPs and practice nurses in the management of patients
receiving treatment for renal anaemia. An application was submitted to the health awards for an
initiative to manage Erythropoietin in-centre to improve haemoglobin levels and manage costs.
Transplant
The transplant programme was re-organised following completion of a nursing restructure in
2009. A transplant clinical nurse specialist (CNS) was employed to streamline and facilitate
transplant work up for both donor and recipient.
Palliative Care
Collaboration with the palliative care team over the last three to four years has included restratification of patients offering guidance on their prognosis on dialysis, establishment of RenalSupportive Care clinics as support for undecided patients and patients who choose conservative
management. The collaboration has increased the palliative care support for renal patients in the
community.
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3. Current state
The current state chapter covers service users and demand trends and provides a description of
services and infrastructure.

3.1 Service users and trends
Summary















Type 2 diabetes and hypertension are the most important cause of CKD and the need for RRT.
PHO data for MidCentral and Whanganui shows the rates of diabetes for Other ethnicity has
levelled out but continues to rise for those of other ethnicities.
The numbers of patients treated with RRT in New Zealand has increased on average by 3.7% per
year between 2005 and 2014. MidCentral’s average rate of annual growth was less at 2.8% but has
been higher in recent years (4%).
Compared to New Zealand the MidCentral service has a slightly lower prevalence rate of RRT. This
is surprising given the population (more older people and Māori.)
New cases or incidence of RRT for the MidCentral service has been static over the last decade.
Analysis of recent incident dialysis patients showed high rates for Pacific and Māori compared to
‘Other.’
The prevalent dialysis population also shows disparities. Over the last five years growth for Māori
and Pacific people has been much higher than Other causing the proportions to change significantly.
Māori, Pacific and Asian people made up 34% of dialysis patients in 2012 compared to 49% in 2012.
Pacific people had the highest prevalence in 2016, 2636 PMP compared to 454 PMP for Other.
Dialysis prevalence rates for Whanganui are less than expected and lower than MidCentral’s rates
across all ethnicities. At the same rate as MidCentral, Whanganui would have 10 more patients.
There has been marked changes in the modality mix for New Zealand and MidCentral with a trend
of increased facility dialysis and less home dialysis.
Midcentral has had a steeper rise than New Zealand and in 2014 facility dialysis was 57% of all
dialysis compared to 40% in 2005.
Since 2013 there has been a marked rise in transplant and facility dialysis (7% annual growth) while
home dialysis has decreased by an average of 3% per year.
Benchmarking during the project showed that MidCentral has the 4th highest facility dialysis in New
Zealand and that high rates were not always correlated with demographics.

Population
The MidCentral renal service provides specialist services for the MidCentral and Whanganui DHB
populations which were recorded as following in the 2013 Census:

MidCentral DHB
162, 564 (73%)

Whanganui DHB
60,120 (27%)

Total
222,678
Between 2006 and 2013 MidCentral’s population increased by 5.3% and Whanganui’s population
decreased by 3.4%.4 According to NZ Statistics population projections this trend is expected to
continue.

4

MidCentral and Whanganui DHB Health Needs Analysis (2015)
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MidCentral and Whanganui have higher proportions of older people and Māori and lower
proportions of other non-European ethnicities compared to New Zealand. Whanganui has a
higher proportion of Māori compared to MidCentral (25% vs 19%). Just over one third of the
combined population live in Palmerston North (the Data Appendix on p. 100 provides population
statistics).
Demand for renal services
The most important causes of CKD is Type 2 diabetes and hypertension. Diabetes is one of New
Zealand’s fastest-growing long-term conditions, an estimated 6% of the New Zealand population
have diabetes and the prevalence of diabetes has been rising at an average of 7% per year for the
last eight years. The increase in diabetes is consistent with trends in obesity.5 Like New Zealand,
diabetes has been steadily rising for the MidCentral and Whanganui populations. Rates for Māori,
Pacific and Asian are considerably more than Other (Figure 31 and Figure 32).6 The high rate for
Pacific people is particularly evident in age and ethnicity standardised data shown for the
MidCentral population.
Rising prevalence reflects a combination of factors, including rising incidence (new cases), better
detection of cases through increased screening, slower progression from uncomplicated to latestage disease and changing ethnic composition and population ageing.

Growth over the last decade
Overall, the prevalence or the numbers of people treated with RRT in New Zealand has
increased 38% for the 10 year period 2005 to 2014 (Table 1). The average annual growth was 3.7%
per year, Wellington, Taranaki and Christchurch had rates below 2% and the strongest growth was
seen in the top half of the North Island and Hawkes Bay (range 4.5% to 5.6%) For the last two
years of the period, overall annual growth for New Zealand was similar at 3.9% however only
Whangarei and Middlemore had rates over 4.5%. MidCentral’s rate was 4.2% compared to 2.8%
across the whole 10 year period.
Table 1: Growth in renal replacement therapy 2005 – 2014
Numbers of patients
receiving RRT

Total
growth (%)

Ave annual
change

2005 – 2014

Ave annual
change

Service Provider

2005

2014

Auckland & Waitemata

636

958

51%

4.9%

3.4%

Canterbury

335

396

18%

1.9%

3.3%

Southern

157

212

35%

3.5%

2.7%

133 (2007)

179

35%

4.5%

4.2%

Counties Manukau

532

771

45%

4.3%

6.5%

MidCentral

169

215

27%

2.8%

4.2%

Taranaki

84

92

10%

1.3%

2.2%

Waikato

478

670

40%

3.9%

3.1%

Capital & Coast

538

520

-3%

0.9%

2.2%

Northland

153

243

59%

5.6%

5.1%

Total

3121

4306

38%

3.7%

3.9%

Hawkes Bay

2013-2014

Source: ANZDATA

5
6

Living Well with Diabetes, MoH 2015
Whanganui diabetes rates are not standardised which is likely responsible for the differing picture to MidCentral
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The prevalence per million population is also rising, over the last five years it increased 12%
from 912 PMP in 2010 to 1022 PMP in 2014. Table 39, p. 102 and Figure 37, p. 105 present
statistics and trends by DHB. These show considerable variation, generally prevalence is higher in
large centres with high proportions of Māori and Pacific people. The MidCentral service had a
lower prevalence rate than New Zealand but had a larger increase – from 795 in 2010 to 965 PMP
in 2014 (a 21% increase over five years). Dialysis numbers increased by 23% and transplant
numbers by 21%.
Local data for December 2015 was added to ANZDATA to get up-to-date numbers for
MidCentral. Figure 1 shows 32% growth between 2005 and 2015 (2.9% average per annum) and
that most of this growth has been in the last four years. Following a marked rise in 2012, growth
has averaged 4% per annum between 2013 and 2015.
Figure 1: MidCentral trend in RRT growth

Incidence
Prevalence is affected by survival and incidence (new cases). The survival of patients receiving
RRT has been improving over time and the MidCentral service has rates above but close to New
Zealand (p. 108).
The incidence or new patients starting treatment each year has increased for New Zealand but not
for MidCentral (Figure 2 and Figure 3).
Figure 2: Incidence of RRT (New Zealand)

Figure 3: Incidence of RRT (MidCentral)
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Disparities
Looking at the characteristics of new cases can help identify areas of changing demand and risk.
There is marked disparity in the incidence of RRT. In 2014, for New Zealand, new cases for
European was much less (72 PMP) than for Māori and Pacific people (266 and 443 PMP
respectively). Furthermore, the rate of new cases for European has been static while rates for
Māori and Pacific have shown considerable increase.
Within RRT, Māori and Pacific people are under represented for transplant and over represented
for dialysis. The Palmerston North ANZDATA Hospital Report 2009-2014 for transplantation
listed the ethnicity breakdown of recipients as 83% Caucasian, 11% Māori and 3% Asian. Eightysix per cent were less than 65 years. There is marked disparity in incidence for the population
receiving MidCentral renal dialysis service. The rate for Pacific people is particularly high, however
only one of the eight was from Whanganui.
Table 2: Incidence of dialysis by ethnicity, 2014 and 2015 combined
Ethnicity

#

PMP
(ave annual)

Asian

2

84

Pacific

8

659

Māori

14

146

Other

34

91

Overall

54

117

2014 and 2015 calendar years. PMP was divided by two to get an annual rate.

Analysis was undertaken comparing the incidence of dialysis in 2014 and 2015 with patients
receiving dialysis in February 2016 (refer Data Appendix, p. 103). Pacific people and those from
the Horowhenua and Whanganui localities made up a higher proportion of new cases compared to
patients currently receiving dialysis.
Very few people over 75 years started on dialysis and MidCentral has similar rates of new cases by
age group compared to New Zealand. The rate for older people appears to be trending upward for
New Zealand but is static for MidCentral.
The incident trends are reflected in the changing prevalence of dialysis by ethnicity. Figure 47
shows the high growth for Māori and Pacific people (47% and 129% respectively) over the four
year period 2012 to 2016. This compares to a drop of 6% for those of Other ethnicity. This has
caused the ethnicity proportions to change significantly as seen in Table 3. By locality, there was a
spike in demand for Horowhenua.
Table 3: Change in ethnicity proportions for patients receiving dialysis between 2012 and 2016
Ethnicity

2012

2016

Asian

1%

3%

Pacific

6%

11%

Māori

28%

34%

Other

66%

51%

Overall

100%

100%

Data in February each year
7

Source was Homer, unique NHI identified for all dialysis purchase units, overall number will be slightly higher than ANZDATA
due to inclusion of interim patients in this dataset.
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Figure 4: Dialysis prevalence by ethnicity

Figure 5: Dialysis prevalence by locality

Characteristics of the dialysis population
Local data for the month of February 2016 was examined to understand the characteristics of
dialysis service users by DHB.8 Just over three quarters of the 146 dialysis patients lived in the
MidCentral DHB area (114 patients, 78%) and the remainder lived in the Whanganui DHB area
(32 patients, 22%). The proportion of Whanganui patients is less than expected as Whanganui
makes up about 27% of the subregional population (Stats NZ, 2014) and has a higher need
population compared to MidCentral (more deprived and people of Māori and Pacific ethnicities).
Prevalence calculations by ethnicity show that there are high rates for Māori and Pacific people,
but less Whanganui people are being treated with dialysis overall and across all ethnicities.
Whanganui’s rate of 514 PMP is 23% less than MidCentral’s rate of 675 PMP. The rate for Pacific
people is particularly low (Table 4). A prevalence rate of 675 PMP would equate to 10 more
patients for the Whanganui population (42 rather than 32).
Table 4: Dialysis prevalence per million population (PMP) by DHB and ethnicity, February 2016
MidCentral
(PMP)

Whanganui
(PMP)

Overall
(PMP)

Asian

480

0

418

Pacific

3233

699

2636

Māori

1061

1009

1043

Other

493

345

454

Overall

675

514

632

Ethnicity

Other statistics with commentary are provided in the Data Appendix on p.107. A large
proportion of the dialysis population reside in the most deprived areas of the sub-region some
distance away from Palmerston North. Whanganui and Tararua had the highest rates of home
dialysis at 50% compared to 41% overall.

8

This required manual analysis in order to identify unique patients because facility haemodialysis is captured for each treatment
rather than patient.
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Trends by modality
New Zealand
The proportion of facility haemodialysis has showed a steady increase over the last decade (Figure
6). In 2014 almost one third of all patients treated with RRT received facility based dialysis
(31.6%). Just under half of all patients receiving dialysis received this at home (PD or home HD).
The proportion decreased from 54% in 2005 to 49% in 2014. The fall was mainly in PD which
decreased from 38% of all dialysis in 2005 to 30% in 2014.
Australia and New Zealand have one of the highest rates of home dialysis internationally but have
recently experienced a decline in numbers. Variances in rates have been found to be inconsistent
with age and race and align strongly with active policy implementation and home dialysis
champions (p. 3).
The proportion of people with transplants declined slightly over the decade (2%).
Figure 6: Prevalent modality (RRT) NZ

Figure 7: Prevalent modality (RRT) MidCentral

MidCentral
Similar to New Zealand, MidCentral had a trend of increased facility haemodialysis and decreased
home dialysis (refer figures above). MidCentral’s level of facility dialysis across the 10 year period
was higher than New Zealand and in 2014 38% of all patients treated with RRT and 57% of all
patients treated with dialysis received facility based dialysis (compared to 32% and 51%
respectively for New Zealand).
MidCentral had a steeper fall in home dialysis compared to New Zealand. This was in both home
modalities (PD and home HD). In 2014 the proportion of home dialysis was 43% of all dialysis
compared to 60% in 2005.
The proportion of transplantation at MidCentral is less than New Zealand but the trend is level
rather than decreasing which has resulted in a narrowing of the gap.
Figure 8 presents modality numbers (rather than percentages) including 2015 data. Over the 11
year period facility dialysis almost doubled (91%). This compares to the overall increase of 32%.
Transplant increased by 37% while PD and home HD decreased by 16% and 4% respectively.
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Since 2013 there has been a marked rise in transplant and facility haemodialysis and a decrease in
home HD (noting that generally home dialysis numbers have been fluctuating but static). Facility
dialysis and transplant numbers have increased about 7% year on year while home dialysis has
decreased by 3% annually. As identified earlier, the overall average yearly growth for all RRT over
this period was 4%. The annual rate for all dialysis was 2.4%. This caused the mix of home and
facility dialysis to drop further to 41%/59% by the end of 2015.
Figure 8: MidCentral modality trends 2005 – 2015

Data collected in the benchmarking shows the proportion of facility and home dialysis by DHB
along with ethnicity and age proportions (Figure 9).
MidCentral has the 4th highest proportion of facility dialysis in New Zealand behind Auckland,
Waitemata and Northland. The population being served by MidCentral has a relatively high
proportion of Māori and Pacific and people over the age over 65 years – these groups have higher
rates of ESKD and RRT. However the graph shows that the location of dialysis (facility or home)
is not always associated with rates of Māori and Pacific and over 65 years e.g. Auckland has the
highest facility dialysis but lower than average rates of Māori / Pacific and older adults (see p. 115).
Figure 9: Facility and Home Dialysis by DHB – 2016 (Feb to Apr)

Source: DHB Renal unit managers

155

3.2 Service description
MidCentral DHB funds and provides renal services to its population across the care continuum
which starts in primary care. Most people with kidney disease are managed by general practice
teams. Specialist services for those with severe deterioration in kidney function, including dialysis,
are provided by MidCentral Health for the MidCentral and Whanganui DHB populations. Capital
& Coast DHB is the principle tertiary provider and performs kidney transplant operations.
The current service model across the continuum is outlined in Table 5. MidCentral has a similar
model to other DHBs in respect of the types of services provided and all DHBs have dedicated
roles for the provision of services related to preparation and provision of RRT such as predialysis,
transplant and home dialysis. Table 50 (p. 118) lists roles and FTE in renal units across the
country).
Table 5: Service model for the MidCentral service

Services

Workforce and location

Primary prevention, early detection and management of chronic kidney disease
Population based interventions
Screening of CKD – linked to CVD and diabetes
programme with high risk groups requiring earlier
assessment

Care provided by the general practice team in
primary care. This includes the PHO chronic care
nurses (MidCentral DHB) and NP Renal
(Whanganui DHB)
Location – Community

Secondary prevention – minimising the progression and consequences of chronic kidney disease
Stable CKD 3-4 – CVD risk management
Progressive CKD stages 3-4 are higher risk and require
intensive management to reduce risk

Primary care manage stable stage 3 patients and
early stable stage 4 patients
Patients referred to nephrologists at Stage 3b or 4
Location – Community

Advanced stage chronic kidney disease
Interventions to reduce progression of CKD and
preparation of RRT or conservative management
- referral to predialysis nurse for education and choice of
treatment
- referral to other MDT members (e.g. dietitians)

Reviews by nephrologist
Some patients have reviews by CNS Long Term
Conditions and registrar
Nephrologists have their own patients
Location – MidCentral Health

End stage kidney disease – Preparation for renal replacement therapy1
Predialysis
- referrals from nephrologist when RRT expected within
18-24 months
- acute patients referred by haemodialysis team
- Home visit to discuss treatment options including
conservative treatment

1.0 FTE specialty nurse (Predialysis and renal
access)
0.5 FTE Social worker
Location – Patient’s homes

Renal access
- creation of fistulas for haemodialysis and catheters for
PD
Referral timed to coincide with expected need for RRT.
Prioritisation within general surgery

1.0 FTE specialty nurse as above
Assessment and procedure by general surgeons at
MidCentral, two do fistulas and two do catheters.
Location – MidCentral Health

Renal replacement therapy1
Transplant
- recipient and donor work up and post-transplant care
- all patients assessed

1.0 FTE specialty nurse and 0.4 FTE donor nurse
Location – MidCentral Health
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Services

Workforce and location

Peritoneal dialysis
- training and support for patients self-dialysing (training
approx.. 2 weeks)
- referrals from predialysis nurse or primary nurse if acute

2.4 FTE specialty nurses provide training and
provide support during business hours
Location – mainly patient’s homes and phone

Home haemodialysis
- Training and support for patients self-dialysing (training
approx.12 weeks)
- referrals from predialysis nurse or primary nurse if acute

Haemodialysis team provide training usually at selfcare unit
Location – MidCentral Health
1.0 FTE CNS oversees training and provides
support (phone and home visits) during business
hours
Location – mainly patient’s homes and phone

In-centre and self-managed haemodialysis
- facility based treatments

Provided by haemodialysis trained RNs and
assistants Mon – Sat 0700-2200
Involvement of MDT e.g. Māori Health
Location – In-centre facility at PN Hospital and selfcare unit opposite hospital

Conservative treatment
- supportive care clinic

Shared care, nephrologist and palliative care SMO
Location – MidCentral Health

Inpatients
Inpatient haemodialysis
- treatments in the renal unit or if unstable ICU or
CCU/HDU

Provided by haemodialysis trained RNs. After hours
call Mon 0700 – Sat 2200
Location – MidCentral Health

24/7 inpatient services in the acute medical wards for
ESKD patients admitted under renal service. Inpatient
consultation available if patients with renal problems are
admitted under another service.

Provided by inpatient medical nurses, assistants
and nephrologists
Location – MidCentral Health

Note 1: Nephrologists have input / oversee preparation and provision of RRT

An overview of differences between renal units across the country can be found in Appendix E –
Renal unit benchmarking, p. 113. There are differences in workforce, days and hours of opening
and configuration of services (acute facilities, home training, satellites and community support).
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Primary and community services
Primary care services providers provide most of the day to day management of kidney disease.
Delivery of these services is principally through PHOs (and their primary care practices and
member organisations) as well as through a network of other community and NGO agencies and
providers.
MidCentral DHB has established infrastructure in the community to provide chronic disease care.
A diverse range of over 70 positions including nurses, dieticians, physiotherapists, social workers,
smoking cessation, physical activity educators, clinical pharmacists, community support workers,
podiatrists, cardiologists and cardiac technicians are based in primary health care. The chronic
disease programme is focused on people with diabetes, cardiovascular and respiratory conditions.
Practices can opt to join the Enhanced Care Plus programme which provides a package of care for
patients that require intensive management. Quarterly practice profiling assist practices to identify
appropriate patients. This may include patients with CKD however the programme is aimed at
providing support for patients to self-manage over a defined period rather than providing ongoing intensive management.
Whanganui DHB dedicated resources in primary care include a renal resource role and a new
temporary 12 month nurse practitioner (NP) position (0.5 FTE). The renal resource role is
estimated to be 0.2 FTE or one day a week and is part of an existing hospital based position, CNS
Pain and Hospital at Home. The nurse sees patients about six monthly and in-between provides
assistance to sort supply issues, fistula access problems, catheter dressing changes and blockages
and general troubleshooting. When possible the nurse will accompany MidCentral CNS staff
(predialysis visits and PD) when they visit Whanganui patients.
The aim of the NP position is to identify CKD earlier and the NP will be working with general
practice teams to provide education, advice and to improve awareness of CKD. Services will
include joint clinics with the local physician and working directly with family/whānau. This
approach is in line with that recommended in the ‘Managing CKD in Primary Care National
Consensus statement,’ and provides opportunity for upskilling primary care as well as working
with high risk patients directly.
Primary care leaders are of the opinion that CKD detection and management is variable across the
district and that it does not have the same priority or resources as other long term conditions.
Stakeholders advocated for a similar approach to the Horowhenua project which raised awareness
of CKD in practices and assisted with the development of systems and processes via an
experienced nurse working alongside general practice. A toolkit ‘Improving CKD Management in
General Practice’ was distributed to practices when the Map of Medicine pathways were rolled out.
This toolkit guides practices through completing a practice snapshot, a gap analysis to identify
areas for action and an improvement tool to assist in the implementation and monitoring of
changes to CKD management. It is not known how widely this toolkit has been used and there are
no regular audits that provide information on CKD management. Consistent coding has been
identified as a gap (Figure 30, p. 101).
Stakeholders thought that the Horowhenua project and improved detection may be responsible
for the high numbers of prediaysis patients from Horowhenua (one third of all predialysis
patients).
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The imminent roll out of the BPAC tool (p. 5) will help practices to identify CKD patients easily
so will be an enabler to improving CKD detection and management. However, education and
support will still be required.
Stakeholders thought more resources needed to be allocated to CKD and engaging with the target
population due to the barriers of access including having to pay for primary review. The view was
that CKD needs to be resourced and a defined part of the community nurses long term conditions
programme. Complicated patients need a nurse as the principal point of contact and tied into the
GP team with easy access to specialist advice. Managing CKD had to fit alongside numerous other
priorities including managing acute demand, one talked of a sense of despair, “so many competing
things, another set of marvellous guidelines.”
Feedback was that Pacific people accessed services late. Patients that do not have diabetes are
usually not known to the Long Term Conditions team and their first presentation may be a
hospital admission with advanced CKD. Many have low health literacy and language issues which
is a barrier to home dialysis.
Stakeholders appreciated nephrologist attendance at peer review meetings and other forums and
would like to see this extended.
Supporting people to self-manage is a recognised strategy for long term conditions like CKD. The
Living a Health Life Programme is a self-management programme for people with long term
conditions that has been running in the MidCentral DHB area for five years. Thirteen courses
were run in the 2014/15 year with an average of 10 people attending. Participants identified the
main long term condition, for 23% this was diabetes including CKD and another 23% identified
cardiovascular conditions (some identified more than one condition). However the demographic
with a high proportion of European (68%) and females (70%) was different to the CKD
population. Almost all referrals were from primary sources and the community.
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Specialist services
MidCentral DHB’s specialist renal services are provided for by MidCentral Health for patients
living within the MidCentral and Wanganui DHB catchment areas (population of 231,200 in the
2013 census). Services consist of the following specialist and diagnostic intervention for inpatients
and outpatients:

Diagnosis and management of kidney disease.

Management of chronic renal impairment.

Management of end stage renal failure:
o Pre and post kidney transplant care.
o Predialysis education and support.
o Haemodialysis – home based and facility based.
o PD – home based.

24 hour medical and nursing services for the management of acute renal failure and dialysis
related complications.
Inpatient services
There are no dedicated inpatient beds for the renal service and patients are admitted to the medical
wards Ward 25 and Ward 26.
There are small numbers of inpatient admissions which have declined slightly over the last decade
(from 300 to about 250 per year). There has been a trend to more day cases, 63% of all discharges
over the last five years (Figure 10). Some patients admitted under other specialties also have renal
conditions and the renal service provides advice for these patients. Between March 2015 and
February 2016 only 21% of patients coded as having dialysis while an inpatient were discharged
under the renal service. The number of consultations for inpatients was 19 for the month of June
2016.
Figure 10: Renal Inpatient services (M60001) – Number of discharges

Source: Homer

Reasons for day case admissions between July 2014 and March 2016 (237 patients) were:

Iron infusions and packed calls – 64%.

Central lines and issues with vascular access – 18%.

Kidney biopsy – 11%.

Other – 7%.
The monthly key performance indicators (KPI) scorecard (Table 6) shows high readmission rates
for the renal service and a deterioration for the 2015/16 year. Length of stay was higher than
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target however could be skewed by a number of long-term dialysis patients in hospital for other
reasons e.g. in 2014/15 a mental health patient with a length of stay of 124 days was discharged
under the renal service. Median length of stay (excluding day cases) over the last four years was:

2012/13 – 6 days.

2013/14 – 6 days.

2014/15 – 4 days.

2015/16 (YTD March) – 5 days.
Table 6: Inpatient KPIs 2014/15 and 2015/16 (YTD May)
2014/15
Patients who were acute readmissions within 7
day of previous discharge same specialty (%)
Percentage of patients who were acute
readmissions within 28 day of previous discharge
(related DRG)
Average length of stay (day case inclusive)
Average length of stay (inpatient only)

3%

2015/16
(YTD May
8.79%

Target

10.28%

14.29%

< 7.50%

2.86

3.59

< 4.00

6.77

7.79

< 5.60

< 6.50%

Service statistics for those admitted for the last two financial years were:

DHB of domicile – MidCentra1 83%, Whanganui 16%, other DHBs 1%.

Ethnicity breakdown – Asian 5%, Pacific Island 6%, Māori 29%, Other 64%.

Age – Nearly half were aged 45-64 years: <25 years 2%, 25-44 years 15%, 45-64 years 46%, 6584 years 34%, 85 years and over 3%.
Trends were less Whanganui admissions (was over 20% at the beginning of the period), a higher
proportion of Pacific and Asian people and less Māori, Other were static. More people were aged
45-64 years (46% compared to 38% at the beginning of the period), the proportion of those 65
years and over did not increase.
Inpatients who develop acute renal failure are also dialysed in the renal unit or if unstable ICU or
the Coronary Care/High Dependency Unit (CCU/HDU). There are four plumbed spaces in ICU
and CCU/HDU (3 and 1 respectively). The renal unit provides staff for dialysis in ICU/CCU.
More commonly, inpatients receive dialysis in the renal unit.
Acute volumes vary considerably and have increased markedly in recent months (Figure 11).
Figure 11: Acute treatments 14 months March 2015 – April 2016

Source: Manual data provided by Nurse Manager
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Outpatient services
Outpatient service types include clinics provided by nephrologists and nurses and facility based
and home dialysis. The unit also run a surveillance programme for people referred with Stage 1- 3
CKD.

Surveillance lists
The Predicting Dialysis Commencement (PDC) programme is used for all referrals to the specialist
service. Patients at CKD 1 – 3 are not usually seen but are monitored through this system between
three and six monthly. The system is labour intensive and the clinic nurse checks blood tests,
maintains the PDC system database and communicates with GPs by letter when there is
deterioration. The admin person tracks patients on a monthly spreadsheet. The total number of
patients on the surveillance lists decreased from 487 in December 2012 to 443 in December 2015
(Figure 12). In December 2015, 12% of patients were from Horowhenua and 5% from
Whanganui.
Figure 12: Surveillance lists CKD 1 – 3

Source: Spreadsheets maintained by admin person

Clinics
Outpatient clinics are provided by the consultants and nursing specialists for patients requiring:
general nephrology, monitoring and treatment of patients progressing to ESKD, post
transplantation follow up, home HD reviews, PD reviews.
Below is the schedule for clinics held within the renal unit.
Table 7: Outpatient clinic schedule
Mon

Tues

Wed

Thurs

Fri

AM

Nephrologist
Dr Aday

Nephrologist
Dr Panlilio

Nephrologist
Dr Aday

Nephrologist
Dr Panlilio

Transplant
Martina Sharpe

PM

Nephrologist
Dr Walker

Registrar clinic
(weekly)
Renal/palliative clinic
(monthly)

CKD
Albert Robertson

The nephrologists insert temporary lines and refer to Radiology for biopsies and insertion of
tunnelled lines.
The clinic template for the nephrologists is one new patient slot (60 mins) and four follow-up slots
(30 mins). Consultant allocation for the shared renal/palliative clinic is based on the patients who
need to attend.
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Recent activity by consultant is shown in Table 8 for the 12 months May 2015 to April 2016,
almost all the service is follow-ups. Dr Curtis started a short time before this period so his
workload had a high proportion of new patients leading to his low follow-up ratio.
The percentage of patients who did not attend booked outpatient clinic appointment was low at
5.5% for the 2015/16 year.
Table 8: Outpatient renal contacts by visit type, 1 May 2015 – 30 April 2016
Noncontact
assess9

New
patients

Total
contacts

#
Clinics

FU ratio
(all)

FU ratio
(clinic)

# Pts
per
clinic

Dr Aday

70

31

334

435

78

3.3

10.8

4.7

De Panlilio

87

34

347

468

84

2.9

10.2

4.5

Dr Walker

55

49

121

225

42

1.2

2.5

4.0

Registrar

0

6

62

68

27

10.3

10.3

2.5

Palliative

0

1

14

15

8

14.0

14.0

1.9

212

121

878

878

239

2.6

7.3

4.2

Clinic

Total

Followups

Source: Homer

Total specialist outpatient contacts (Figure 13) have remained relatively static over the past decade.
The ratio of follow-ups to first attendances for face-to-face contacts has decreased from 10 in
2011/12 and 2012/13 to 8.5 and 7.8 the past two years. New patients have increased if noncontact assessments are included.
Figure 13: Outpatient specialist activity

Source: Homer. 2015/16 extrapolated from YTD numbers (11 months, 1 July 2015 30 May 2016)

The proportion of specialist services for Whanganui DHB residents at is lower than expected, this
is likely due to the arrangement of shared care where renal patients are also managed by Dr Tom
Thompson from Whanganui which also results in a low number of non-contact assessments.

9

Non-contact assessments – Also known as virtual assessments. A referral results in a review of patient records and any diagnostic
test results by a Registered Medical Practitioner or a Registered Nurse Practitioner. The patient is not present during the
assessment. A written plan of care is developed and sent to the referring clinician and the patient.
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Table 9: Specialist outpatient contacts by DHB of domicile, 2013/14 – 2015/16 combined
DHB
MidCentral
Whanganui
Total

Non
contact
assess

New
patients

Follow-ups

Total

93%
7%

84%
16%

85%
15%

86%
14%

100%

100%

100%

100%

Source: Homer

Nursing services
A team of nurses provide the following services:

Chronic kidney disease / predialysis.

Transplant.

Peritoneal dialysis (PD).

Home haemodialysis (Home HD).
Analysis of outpatient nurse-led contacts revealed that although statistics have been captured since
2009, data quality entry is poor for some areas e.g. the number of visits for the PD nursing service
on the system is very low compared to statistics kept manually, for the 2013/14 year there were 12
visits on the system compared to 807 on the nurse’s manual record. There are different processes
to capture data for the various service areas, the process for PD relies on the admin person to note
down patients being visited at the morning meeting, however the admin person does not always
attend this meeting.
Figure 14 shows contacts for the last four years, half of all visits were in the PD service. Trends
are rising visits for transplant and decreasing PD visits. Home HD increased however the low
numbers in the first two years are likely related to data quality.
The proportion of patients seen in the community in 2015/16 were:

Transplant – 0%.

CKD/Predialysis – 30%.

PD – 42%.

Home HD – 83%.
Figure 14: Nursing volumes

Source: Homer except for PD (supplied by nurses)

The proportion of Whanganui patients who received outpatient nursing visits was lower than
expected (see Table 10). The proportion by service type over this period for Whanganui patients
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was Transplant 15%, CKD/Predialysis 21%, PD 25% and Home HD 38%. This year (2015/16
year to May) Whanganui patients made up 48% of Home HD nurse visits.
Table 10: Nursing services by DHB of domicile, 2012/13 – 2015/16
DHB
MidCentral
Whanganui
Total

2014/15
79%
21%
100%

(YTD May)
2015/16
77%
23%
100%

Predialysis
The full-time CNS Long Term Conditions educates patients with ESKD on treatment options
(including conservative treatment) and prepares those who have elected to have RRT including
referral for the formation of permanent access (vascular access for haemodialysis or Tenckhoff
catheter for PD).
The CNS also provides a weekly outpatient review clinic for CKD patients.
The role increased from 0.7 FTE in 2011 when the incumbent started and new responsibilities
include green prescriptions and education for communities on the awareness of kidney disease e.g.
Iwi providers, Support Groups (Diabetes & Kidney Health NZ) and general practice.
The aim of the predialysis process is that patients receive information, education and support
enabling them to make informed decisions in managing their condition and choose the treatment
that best suits their needs. MidCentral has a home philosophy and the approach is to encourage
dialysis at home, no recommendation of treatment is given.
Predialysis process









Nephrologist referral to predialysis CNS one to two years before dialysis is required
1 ½ hour home visit by CNS and social worker to assess needs and environment, provide
information and go over the options
Folder of written resources including overview of kidney disease, treatment options, support
services, KHNZ and internet sites
Patient encouraged to watch DVDs on KHNZ site
Patients encouraged to make contact with the KHNZ support group (patient to make contact)
Patients are invited to come into the unit and see haemodialysis and talk to a patient
Patient and support person/s to contact CNS if further discussion needed or if they wish a second
visit
Patient to discuss option with nephrologist at next clinic appointment (home visit is timed 2-3 weeks
beforehand)

The CNS stated that some young people are not choosing PD and that the positive outcomes of
home dialysis does not seem to be sufficient motivator for everyone. Some patients recommend
in-centre to other patients and also recommend central lines as being better than fistulas and easier
to use. After choosing home dialysis initially, some patients change their mind. Not being able to
provide home training from the start of dialysis is a well-recognised problem for the service.
The plan is to look at a monthly group session as a follow-up to the home visit. This could include
having a dialysis patient attend.
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Many DHBs do not provide home visits for prediaysis education due to resources or widespread
geography. At Southern DHB the patient visits the hospital and is able to see the training area, the
dietitian and then meets a PD patient to talk about PD and see a bag exchange. Patients planning
home HD will meet a patient training in home HD. Southern’s new patient statistics were 11
(65%) started on PD and 12 (70%) finished on PD. Seven patients transferred from PD to
haemodialysis during the year.
The predialysis list was reviewed in June 2016 to audit patient’s treatment choice.
Thirteen of the 54 patients were waiting assessment and eight of the remaining 41 had chosen
conservative treatment (20%). Table 11 shows that over two thirds of the 33 patients planning to
have dialysis had chosen home dialysis and almost half of all patients had chosen PD.
Current modality statistics indicate that many patients are not achieving their initial modality
choice (PD 24% and home dialysis 40%).
Table 11: Predialysis list – modality choice
Modality choice

#

%

In-centre haemodialysis

10

30%

Home haemodialysis

6

18%

PD

17

52%

Total

33

100%

The breakdown by locality follows:

PN / Manawatu
20 (38%).

Horowhenua
16 (30%).

Whanganui
11 (21%).

Tararua
6 (11%).

Total
54.
A high proportion of predialysis patients reside in Horowhenua (compared to 14% of the total
population and 21% of dialysis patients).
In 2009 a research project undertaken by the CNS on the experience of patients training for home
HD included the following recommendations from participants:

More access to counselling services.

Involvement of family/support people throughout the predialysis stage.

Home HD training should commence from day one.

Community nurses for support.

The patient should visit a home HD patient dialysing.

Renal access
There are two surgeons that perform Tenckhoff procedures however almost all procedures are
provided by one surgeon. Two surgeons provide vascular access (fistula) procedures for
haemodialysis, one is due to retire soon.
Achieving timely permanent access has been a long standing problem for the service and the CNS
suggests dedicated theatre time would be an improvement. This would help engagement with
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surgical services, currently the CNS communicates with the booking clerk to advocate for patients
to be put on the list. An access meeting is held fortnightly but a surgeon does not attend.
The most recent example observed of the importance of timely referral and access was a patient
who started haemodialysis acutely at the end of January. The catheter was placed almost five
months later in mid-June. The deterioration in renal function over this period means that the
patient may have to have to use five large bags or have automated dialysis to achieve adequate
dialysis. The longevity of PD may also be affected. There were delays at several points, two
months to make the referral to surgical services and then 11 weeks from the time of referral to
creation of the access.
Transplantation
Transplants are provided at one of the three tertiary transplanting DHBs, Capital and Coast is the
major provider for the MidCentral service. The transplant service educates and prepares potential
recipients and live donors and performs post-transplant care and follow up. Follow-up after a
transplant is intense for the first year, twice weekly initially extending to three monthly by a year.
Patients receive alternating CNS and nephrologist review.
The Transplant CNS position was increased to full-time about five years ago and has improved
transplant work up for both donor and recipient. An additional MoH funded 0.4 FTE donor
liaison role has further augmented the service.
The national scoring system for deceased transplant is used to score all patients, those with a five
year survival score of 80% or more (and some between 70-80%) are worked up for transplant
unless the patient declines. The risk score is updated six monthly. The approach is to work up
recipients first to ensure they are able to receive a transplant before undertaking donor work-up.
While work-up for transplant is still longer than ideal, the timeframes have improved and delays
are now able to be tracked; the CNS record all referrals manually in a spreadsheet. Patients need
variable work up and few are straight forward. The process typically takes several years and is
affected by long waiting times for tests. Most patients need cardiology tests, many have nuclear
medicine tests (sestamibi scans) and some need surgery. Some patients drop off the list as their
health deteriorates so the timing of work-up commencement has been bought forward to around
GFR 20.
The transplant CNS reports there appears “no rhyme or reason,” to the timing of cardiology and
nuclear medicine tests and that she often has to ring, check progress and ask for an appointment if
a patients GFR is dropping quickly. Upon checking on sestamibi scans at the six month mark the
CNS has found that the reason for delay for some has been an uncompleted consent form. This
creates another three to four month delay.
The waiting time is variable as evidenced by an audit of 14 patients on the recipient transplant
waiting list:

Echocardiogram (13 patients, 1 pending) – average 6 months, range 1 to 19 months. The 4
Whanganui patients had a lesser average wait time of 3 months.

Sestamibi nuclear scans (6 patients, 2 pending) – average 7 months, range 1.6 to 13 months.

Exercise Tolerance Tests (5 patients) – average 5.4 months, range 1 to 11 months.

Surgery (3 patients) – Parathyroidectomy (2) 7.5 months, Nephrectomy (1) 19 months. A
patient referred in April 2015 is pending a prostate procedure (TURP) however has been
delayed to his health.
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Patients with a BMI over 40 are not suitable for live donor transplant. Three of the 14 patients
were noted as having a BMI over 40 initially. For one patient this delayed workup commencement
by two years. Patients with a high BMI are referred to the dietitian and green prescription for
weight loss and workup is restarted once BMI is less than 40. Some people never get below 40 or
it takes so long their survival score drops so they are not suitable for live donor transplant. Hawkes
Bay DHB provide an eight week course of Optifast, at a cost of $500 per patient, to accelerate
weight loss.
The requirement for tests are different between transplanting DHBs. The Canterbury service uses
clinical assessment in place of tests for some groups of patients, Canterbury has the highest rate of
transplantation in the country. Guidelines to improve consistency in test requirements are on the
NRAB’s agenda.
Sometimes donors go through the work-up process and then decide against donation. This has
happened on two occasions this year. MidCentral is doing well for transplant compared to New
Zealand (Table 12 and Figure 38, p. 106) but does not usually have patients start RRT with
transplant (pre-emptive transplant) which is the gold standard. There has been a move to a more
proactive approach and patients are now told that live donor transplantation is their best chance.
Recently a nephrologist champion has been identified to work with the Transplant CNS. The plan
to increase donors includes more family meetings, general education sessions in the community
and working on the blocks in the process.
Table 12: Transplant incidence and prevalence
Transplant incidence (new cases)
Year

Deceased

Living

Overall

Rate PMP
(MidCentral)

Rate PMP
(NZ)

Transplant prevalence
(MidCentral)

2010

2

4

6

121

26

62

2011

3

4

7

141

27

59

2012

2

3

5

101

25

63

2013

4

1

5

101

27

65

2014

6

4

10

202

32

73

2015

4

2

6

121

35

79

Dialysis services

Peritoneal Dialysis
The 2.4 FTE team of three nurses (2 CNS and 1 RN) train patients for PD and provide education,
support and management of dialysis related problems.
Following referrals from the predialysis CNS a PD nurse visits the patient at home to assess the
patient’s ability to carry out PD and whether the home is suitable e.g. area for clean technique and
storage for supplies.
Patients require a Tenckhoff catheter to perform PD and PD can start two to four weeks after the
procedure. Achieving timely catheter access is a problem for the service and examples were
provided of delays resulting in patients having to go on haemodialysis because of deteriorating
renal function. The rate of decline in renal function cannot always be anticipated. Another
problem is that very low renal function at the time of catheter placement may affect patient’s
concentration and ability to train. The waiting time for catheter procedures is about four months
for most patients but often involves some pushing to get a theatre slot.
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The team say that studies show that PD first is better but it is important that patients choose.
Some people don’t like the extra fluid in their abdomen and the workplace may be unsuitable to
do a bag exchange. Patients are strongly influenced by others including other patients and their
families. When catheters are removed due to issues and patients require haemodialysis, staff say
that some patients get comfortable in-centre and decide against returning to PD. Shorter waiting
times for Tenckhoff catheter replacement may avoid this.
Patients are trained on continuous ambulatory peritoneal dialysis (CAPD) and some may go onto
automated peritoneal dialysis (APD) if clinically indicated or they choose to do so. APD is
delivered by a machine overnight. In April 2016, one quarter of PD patients were on APD which
is low compared to New Zealand, the average has been climbing, from 26% in 2005 to just under
half between 2012 and 2014 (Figure 39, p. 107). The PD team report that while some people
prefer this modality as it gives them freedom during the day, others (including partners) do not like
it due to the noise.
Training is done at home and usually takes one week Monday to Friday. Patients are followed up
at home for technique check weekly for about six weeks, then three monthly or more intensively if
required. Research shows that home visit programmes improves PD technique survival (Martino
et al., 2014) and MidCentral has good statistics (p. 108).
About 60% of all the PD nurse contacts are at the White House or the in-centre unit. The team
arrange patient’s review appointments with the nephrologist and also attend on the day. Other
reasons for visits include: Tenckhoff catheter cares, dialysis complications/ trouble shooting, line
changes, dialysis adequacy, follow post discharge, peritonitis and education. Visits are mostly at the
White House unless a doctor or a bed is required (there is no room in the procedure room for a
bed at the White House).
KPIs are kept including patient flows in and out of the service, there have been higher numbers
leaving the service than entering the last two years. Patients transfer to haemodialysis if their
peritoneum fails and dialysis becomes inadequate (peritonitis can cause this), if they have difficulty
coping or health deteriorates and they become unable to perform PD.
Table 13: Patient flows – 2013, 2014 and 2015 calendar years
Flow

In

Out

2013

2014

2015

Starting PD

9

10

9

Haemodialysis

3

3

2

Other

1

2

2

Total in

13

15

11

Haemodialysis

0

7

7

Transplant

1

5

2

Other

0

2

2

Mortality

2

5

5

Total out

3

19

16

Peritonitis rates, measured in patient months have been good the last few years; one in 33 months
for 2014 and one in 28 months for 2015. The average for New Zealand in 2014 was 28.5 months
per event (ANZDATA).
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The team also run study days for ward nurses and train staff in rest homes as needed. Education
involves management of peritonitis however the nurses are aware that some hospital staff lack
confidence and may call the consultant inappropriately.

Home haemodialysis
Home training is offered in the self-care facility. Referrals are received from the CNS Long Term
Conditions or the primary nurse if the patient is receiving dialysis in-centre. The full time CNS
oversees the training programme including resources, arranges installations for home, supervises
initial dialysis and then provides support for the case load of 22 – 26 patients. There is close
follow-up for the first month and then three monthly maintenance visits. Phone calls or more
frequent visits are done as necessary e.g. one patient in Raetihi has visits every six to eight weeks.
The CNS notices the change in patients once they go home, in their health from dialysing more
frequently (every second day) and also in their general well-being from moving out of the sick role.
Home training
Training for home HD is performed by staff rostered on at the self-care facility. Two patients can
train at a time. Occasionally patients train in-centre to work around their commitments such as
work.
A team of five trainers has been formed to standardise training supported by monitoring and
evaluation. This has resulted in shorter training times and the team are aiming to discharge one
patient a month (compared to five and six in the last two financial years). There are two patients
ready to train, one a predialysis patient and the other has been started in-centre, but there is only
one training space available. Training higher numbers may require extra resourcing.
Figure 15 shows that the total number of patients trained for home dialysis has varied little over
the past decade apart from the 2012/13 year when there was a marked rise in patients trained in
PD. The number of people trained in Home HD has declined.
Figure 15: PD and Home HD Training volumes

Data source 30 May however complete for 2015/16 as no patients due to complete training in June
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Service user statistics for the last three years combined were:
Table 14: Training proportions by DHB of domicile, 2013/14 – 2015/16 combined
DHB
MidCentral
Whanganui
Grand Total







PD

Home HD

All training

74%
26%
100%

60%
40%
100%

69%
31%
100%

Domicile – Whanganui had higher numbers than expected. This is due to a trend in the last
three years of more patients from Whanganui training in Home HD.
Age – Patients who trained were relatively young with little difference between PD and Home
HD (average 58 and 54 years respectively). The proportion 65 years and over was 39% for PD
and 33% for Home HD.
Ethnicity – Two thirds who trained in PD were of Other ethnicity (65%) and there were few
Māori and Pacific (23% and 3% respectively). The reverse was true for Home HD; Māori 50%,
Pacific 15%, Other 35%. The trend has changed for Home HD, until the last three years
trainees were more likely to be of Other ethnicity (74% average 2006/07 – 2012/13).
Gender – Very few females trained in Home HD (15%) whereas one third trained in PD (35%).

Facility haemodialysis
Facility based dialysis is provided at two locations, the in-centre dialysis facility at MidCentral
Health and the self-care facility; a house opposite the hospital on Ruahine Street. The in-centre
unit provides services for patients requiring:

Regular permanent outpatient dialysis for those unable to manage at home or are unstable and
require medical assessment.

Acute haemodialysis – in-centre or ICU/CCU.

Interim dialysis – when complications arise for patients having home dialysis.
Previously the in-centre unit was used for respite care and patients on holiday however there has
been limited ability to provide this as the unit has reached capacity. The self-care facility was
opened to cater for self-care patients and those training for home HD. Now it is used as an
overflow unit for stable dependent patients.
The in-centre facility has 15 dedicated stations or chairs and the self-managed facility has six. Both
facilities are staffed six days a week (Monday to Saturday) between 7.30 am and 10 pm. Patients
receiving regular haemodialysis attend three times a week. Each chair is generally used twice a day,
except two chairs in the in-centre facility which are utilised three times a day. Across the two
facilities there is a possible capacity of 88 patients per week.
Table 15: Patient schedule – maximum capacity
Patient schedule
Mon, Wed, Fri – am

In-centre
15

Self-care

Total treatments

6

21

Mon, Wed, Fri – midday

2

Mon, Wed, Fri – pm

15

6

21

Tue, Thu, Sat – am

15

6

21

2

Tue, Thu, Sat – midday

2

Tue, Thu, Sat – pm

15

6

21

Total

64

24

88

2
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Facility patient characteristics
A spreadsheet was created to better understand the characteristics of the patients receiving facility
haemodialysis and help identify the barriers to home dialysis. Information collected included
modality choice, type of assistance, transport, whether living alone, employed and whether home
HD would be possible with training.
The patient group was 87 patients receiving facility haemodialysis in May 2016. The majority were
dependent patients. The type of assistance required was:

Dependent – 60 (69%).

Limited – 18 (21%).

Self-care – 9 (10%).
Most full care patients received services in the in-centre unit (55 of the 60), however only 60% of
limited and self-care patients received services at the self-care facility. Table 16 identifies whether
patients were thought to be capable of training for home HD.10
Table 16: In-centre patients and capability for home training
Would Home HD be a
possibility with training?

Number

Percentage

Ave age

No

42

48%

68

Yes

37

43%

55

Maybe

4

5%

72

NA (Interim)

4

5%

87

100%

There were 37 patients that were either training or were viewed as capable of training. Of this
group:

One third were still working – 32%.

One fifth lived alone – 22%.

Three fifths (60%) lived in Horowhenua (n=11) or Whanganui (n=10).
Table 17 and feedback from stakeholders during the project indicates that there is opportunity to
increase the number of patients dialysing at home.
Table 17: Barriers to home dialysis

Barriers1

#

%
(n=37)

Declined to learn

9

24%

No barriers identified

8

22%

Physical limitations – Eyesight,
dexterity, mobility, health

6

16%

Housing

5

14%

Language/literacy

5

14%

Dependants or family issues

5

14%

Compliance (2 ex Home HD)

4

11%

Anxiety/living alone

3

8%

Other

1

3%

46

124%

10

The process was review by the Nurse Manager. There was more than one barrier identified for some patients
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Other services provided by the multi-disciplinary team

Palliative Care
The Renal-Supportive Care clinics commenced in July 2014 and have been held on average every
two months over the last two financial years, recently the frequency has been increased to
monthly. Patients referred include those who have chosen not to have dialysis or are unsure, want
to stop dialysis or would not do well on dialysis. The nephrologists identify patients and patients
are discussed at the fortnightly multi-disciplinary team meeting (MDT). The service is viewed as
working very well by all parties, the palliative care service has a stronger voice and overall the
service has led to more appropriate service provision.
Advance Care Planning and having a clear guideline about withdrawal of care (including dialysis)
has had more emphasis recently and is in the early stages of introduction at MidCentral, this is
guided by national policy and resources.
Table 18 shows activity for the clinic from July 2013 to May 2016; 52 outpatient visits attended by
47 people. An average of two patients were seen per clinic over the past 2 years.
Table 18: Activity Supportive care clinic

2013/14

25

#
Patients
20

2014/15

13

13

6

2015/16 (11 mos May)
Total

14

14

7

52

47

22

Financial year

#
Visits

#
clinics
9

Service user statistics:

Domicile – All patients except two resided in the MidCentral DHB area.

Age – Average age 78 years. 65 years or over – 93%, 85 years or over – 20%

Ethnicity – European 87%, Māori 11%, Asian 2%. No Pacific patients.

Gender – 60% male.

Dietetics
Approximately 1.0 FTE is allocated to renal which is spread between three dietitians. Services are
provided for all patients within specialist renal services; inpatients, all dialysis patients, predialysis,
transplant and those having conservative care. Locations for service delivery include the in-centre
and self-care units (Monday to Saturday, am and pm), outpatient clinics (three times a month in
Palmerston North, weekly in Horowhenua and bi-monthly in Whanganui) and telephone calls if
patients prefer e.g. if they have transport issues or live rurally.
In the 13 months 1 May 2015 – 31 May 2016 there were 17 new referrals for the renal unit (not
including outpatient predialysis or CKD stage 1-3).
Renal patients are complex and normally require intensive input, those receiving dialysis are not
discharged and are seen every six months as per best practice guidelines. The manager reports that
outpatient appointment clinic attendance has varied, however simple systems such as text or
telephone reminders for appointments have helped lift this. The dietitians have a good rapport
with the nursing staff who tend to be the patients’ key workers.
The renal Dietitians Workforce document 2016 made minimum time recommendations for renal
dietetic consultations:
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6 monthly nutrition assessments – 2 hours each.
Review with minimal intervention post monthly blood tests 2 hours per year.
Additional nutritional intervention for emergency consults (malnourished patients, pre
transplant weight control, new co-morbidities etc.) 2 hours per year.
Hospital patients 2.25 hours per admission.

This translate to the following FTE requirements.
Table 19: Recommended Dietitian FTE against current patient numbers
Modality

Existing Patient Numbers

FTE required

In-centre HD

86

0.5

Home HD

26

0.2

PD

34

0.2

CKD 4-5 / predialysis

63

0.3

Transplant

79

Total FTE required for existing renal patient numbers

0.1
1.3 FTE

The manager says that as FTE has not been increased, dietitians have put in more time than the
allocated FTE and given up time allocated for admin/non clinical contact time or worked late (to
see patients on the late dialysis shifts).
The NRAB workforce recommendation was 1.0 FTE to 500,000 population or 0.5 FTE for the
MidCentral service.

Social Work
Until recently the 0.5 FTE covered the MidCentral and Whanganui DHB areas however now each
DHB covers their own area. Referral is formal from all areas of the renal service or may be
opportunistic when the social worker visits the renal unit.
The social worker service provides information about support services available in the community
and assists with access and liaison to those services. This includes setting people up with travel
assistance (taxis or the National Travel Assistance programme). The social worker attends the
predialysis home visits where treatment options are discussed.
The social worker described some of the difficulties that people have when making decisions
about dialysis. Patients may have dependents who may need care if they require in-centre
haemodialysis. Sometimes whānau are not happy to have a machine in their home and may be
faced with sacrificing things that keep them spiritually well. The home visit is mostly focused on
describing treatment options (not many people have decided at that point) so there is limited time
to spend on patient’s circumstances and there is insufficient time to follow-up with patients.
Patients have reported there is a lot of information to take in at these visits.
The social worker organises family meetings which may include other agencies for inpatients or
outpatients. At the time of the project interview, the social worker was dealing with an inpatient
ready for discharge who needed to start dialysis but had no place to live. A decision had to be
made whether to continue with the procedure for the catheter under these circumstances and the
social worker was working with the council, WINZ and Housing NZ to resolve.
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The social worker also supports people and their families with end of life issues such as when
patients on dialysis become unwell e.g. have a heart attack and need to decide whether dialysis will
continue. Often this has not been talked about before.
The NRAB workforce recommendation for social workers was 1.5 FTE to 500,000 population or
1:100-200 RRT patients, this is 0.7 to 1.0 FTE for the MidCentral service. The credentialing
committee recommended increasing FTE.

Māori Health
The Whānau ora Facilitator role has been in place three years and provides support and advocacy
for Māori patients in hospital. The facilitator has a list of in-centre patients and aims to see people
every month. The facilitator makes referrals to other providers and organisations including the
Whānau ora navigator and Kaumātua group and helps patients with concerns they may have, the
facilitator has been involved in resolving a number of transport issues. The facilitator is part of the
MDT and works closely with the nurse manager. The lack of space in the unit for whānau has
been raised frequently and leaves family having to wait elsewhere during the dialysis treatment.
There are no services provided for home dialysis patients.

Psychology Service
The Massey Health Conditions Psychology service offers short to medium term psychology
services (usually six to eight sessions) to assist people diagnosed with a long-term health condition,
cope with, and adjust to, their illness. Any health professional can refer and the service is also
available to family members. Reasons for referral include depression, anger and frustration, anxiety
and multiple stresses, coping with treatment and adherence and role / responsibly changes.
A motivational training session was completed with the senior renal team last year covering how
health professionals have a conversation with patients and can enhance motivation to make
changes.
Statistics for the 12 months 1 April 2015 – 31 March 2016 were provided. There were 21 referrals
in total, 8 for donor assessment and 13 for other renal therapy. Of the latter group, four were from
primary or community organisations and nine were from MidCentral Health staff.
Two referrals were for family members (one donor assessment and one other renal) and the
remainder were for patients. Patients were young (under 60), European (7 of the 8) and only one
was from Horowhenua or Whanganui.
The other nine renal patients referred from MidCentral Health were also less than 60 years and the
majority were referred by renal nurses. Four patients were Māori and five were European.
The renal service is aware that the service is limited so referral is not routine. At times the service
has been asked to prioritise patients when the psychology service has had an increase in demand.
In terms of future opportunities for the predialysis process, psychologists have developed a
number of ways to effectively help people change their behaviour.11 Research shows that if people
make the decision themselves this increases responsiveness and confidence. People will still need
accompanying education and support.
Stages of Change Model has been used to help people understand the change process. This model demonstrates that
change is rarely easy and often requires a gradual progression of small steps toward a larger goal.
11
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Feedback from staff and stakeholders
A high proportion of the feedback was related to facilities (refer p. 47).

Growth and capacity













Appears to be growth in acute dialysis.
Increasing numbers likely for years yet with more diabetes (lag of diabetes will take 15 years to
sort) aging, improved survival (cancer, CVD), guidelines and better awareness in general
practice.
No PD call, some technical / tricky situations occur out of hours and also for haemodialysis
(between Sat evening and Mon am).
100% capacity is misleading as it doesn’t allow for acute patients. We can no longer reserve
slots for acutes or outpatients becoming sick e.g. they arrive sick at self-care and there’s no
space in the unit to accommodate them.
Constant difficulties fitting people in and juggling day by day. Hard with transport constraints
and peoples commitments/preferences.
We are managing in crisis mode, extra risk, every week we have to prioritise patients and
postpone till the next day.
Don’t want to have to reduce dialysis hours or go to twice a week.
No plan causes stress, difficult working environment, affects job satisfaction.
Not able to keep up with monthly reviews (bloods, medication, adequacy of dialysis). Need to
catch abnormal results in timely fashion.
No time to do KPIs due to crisis managing.

Modality















Physicians are key in determining modality.
The modality determines itself, patients need to choose otherwise will not be committed and
will bounce back.
Home dialysis has better outcomes and is ideal but needs more support. Need to refresh and
strengthen. Less in-centre dialysis preferred, enhance transplant and conservative pathway
(which works well).
There are many barriers to home dialysis – more older, frail and sick people, problems with
housing, problems with access, some people capable but reluctant, others lack confidence, have
needle phobia.
The high incident haemodialysis is influenced by late referrals, especially Whanganui.
A formal home first policy may help everyone come from the same perspective.
People choose home dialysis and then change their mind once in-centre.
The self-care unit is now filled with dependent patients and longer able to support self-care,
meant to be a home environment with privacy.
Patients influence each other and are influenced by family, friends and others in the community.
Important to keep home capable patients away from in-centre which has a different culture and
nurses are doing dialysis for patients.
Need to have a more proactive approach of removing barriers and instilling confidence in
people.
The various nursing roles could work better together, refer to each other, causes delays and
duplication.

Renal access


Vascular access and insertion of catheters is not timely enough. The process takes an
extraordinary amount of effort and shoulder tapping to arrange. These procedures are not
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considered high enough priority within the surgical service. Delays have resulted in patients
either requiring in-centre dialysis or last minute access has affected failure rates.
When patients have difficult with catheters and require interim haemodialysis, long waits for a
new catheter has resulted in some people getting comfortable and staying on haemodialysis.
Tenckoff procedures are often put last in the list and may be cancelled at the last minute.

Service model





Need a bigger unit plus a satellite or a bigger unit plus community support.
The service may not be large enough for a satellite, build a facility for 5 years and then use the
satellite strategy.
Training should be a separate space as in most DHBs.
Having everyone under one roof would bring advantages such as better communication and
team working. Staff could help each other, cover from breaks, learn each other’s roles provide
a more seamless service for patients. Difficult to do when facilities are separate.

Resources and infrastructure












The Change Nurse and Associate Charge positions are part of the roster. Affects the ability to
fulfil responsibilities such as coordinating the shift, quality checks, rosters, performance
appraisals.
Succession planning – the unit is always short, need to develop people for the different roles
The unit is not resourced for training.
Insufficient nurses to get enough off on annual leave.
No dedicated casuals to cover people sick or acutes in ICU/CCU.
Cars may not be available for home visits, PD nurses book out months in advance.
Lack of an IT system for monitoring and tracking, important for community patients, good
tracking prevents acute haemodialysis.
No Trendcare to evaluate staffing levels.
Inadequate computers (three PD nurses share one computer) causes inefficiencies as have to
wait to use.
PD nurses have one laptop with patient data but no portable connection to the system which
necessitates phone calls e.g. to make bookings.

Primary




Surveillance lists – Some GPs do not take action when asked to review the patient and repeat
renal function test. Is the database necessary for CKD 1-3?
Letters to GP take too long, and more than the 10 day standard.
Virtual consults are an opportunity to educate GPs.

Processes



No backflow of information from other departments about waiting times for tests and
procedures (adds to delays).
An improvement would be renal radiology meeting for collegial review.
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3.3 Workforce
Leadership and governance
Renal services is a subspecialty of internal medicine which sits structurally in the medical service
division. The Nurse Manager (NM) works in partnership with the Head of Department (HOD).
Line management for the NM is a dual arrangement and reports to the Service Manager Medical
Services for operations and the Nurse Director Medicine for nursing. The three meet together
monthly and the NM meets with the Nurse Director fortnightly. Finances are reviewed monthly in
the medical services finance meeting.
The HOD reports to the Clinical Director Medical Services, they meet bi-monthly.
The nursing structure of renal has a full-time Charge Nurse (CN) and 1.4 FTE Associate Charge
Nurses (ACNM) who are rostered across all 12 shifts to cover the shift leader position.
The service has a well-established MDT approach. A fortnightly MDT meeting is held at
Northside and membership is: nephrologists, junior doctors, NM, CN, all CNS (Long Term
Conditions, PD, Home HD, Transplant), clinic nurse, diabetes, social work, dietetics, Māori health
and palliative care.
Other team forums are:

Quality meetings (Fortnightly) – senior medical and nursing renal team.

Vascular meeting (Fortnightly) – includes review of the predialysis list. Attended by all
nephrologists, NM, CN and CNS (Long Term Conditions, PD, Home HD)

Palliative Care interface meeting – senior renal team, palliative care and hospice.
Each day starts with a meeting in the unit to discuss the priorities for the day including ward
patients. The meeting is also attended by the junior doctors, administrator, NM, CN, and CNSs.
The NM is a member of the Long Term Conditions District Group and also meets with other
managers in the Central Region six monthly to share ideas and support each other.

Credentialing recommendations
The service was credentialed last in 2015. The credentialing committee found that the service
worked collaboratively and cohesively with well-developed processes and protocols and had
excellent links with other services including primary care. They found the overwhelming problem
was facilities not in keeping with National Standards.
Recommendations included short-term measures such as opening on Sundays, making alterations
to the facility to fit more chairs and create more space between chairs, and starting patients on
home training rather than having initial treatments in the in-centre unit.
For the long term, the committee recommended a well-defined plan to outline strategies to
accommodate growth in dialysis services over the next 10 years. Recommended was looking at
other models of care, striving to have more people dialysing at home, increasing nephrologist
outpatient clinic time and resource, improving communication with surgical services (re vascular
and catheter access) and exploring insertion of PD catheters by nephrologists, increasing social
work FTE, a renal IT system and a dedicated car for staff working in the community.
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Staffing
The three nephrologists are supported by a full-time registrar and house officer who rotate three
monthly. The registrar and house officer work independently of each other and rotate monthly
between the ward and dialysis. Ad advanced trainee was a recommendation in the credentialing
report, the advantage is consistency through the year for nurses and patients and avoids the three
month learning curve. The department has had advanced trainees in the past but three years ago
decided that there was insufficient time for teaching and supervision.
The nephrologists rotate monthly through the following responsibilities: In-centre HD and
registrar clinic supervision; PD and Home HD; and Inpatients. Consultant after hours call is a 1:3
roster. Dr Walker also participates in the general medicine call roster.
An email enquiries box is managed by the HOD and consultants share prioritisation of referrals
and virtual consultations.
Table 20: Renal workforce FTE, June 2016
Position / service

Employed FTE

Budget FTE 2015/16

Nephrologists

2.4

2.6

Nurse Manager

1.0

Charge Nurse and Assistant Charge Nurses

2.4

Transplant

1.4

Peritoneal Dialysis

2.4

CNS Home Haemodialysis

1.0

CNS Long Term Conditions

1.0

Registered Nurses (haemodialysis)

16.2

Registered Nurses (clinics)

0.8

Health Care Assistants

2.6

Administration

25.0

2.8

1.5

1.5

32.7

31.9

Trends
Staffing has increased over the last 15 years as the demand for renal services has grown. Staffing
statistics were analysed over the past five years. Actual staffing levels increased 7 FTE or 24% over
the period. However budget FTE increased by only 0.7 FTE or 2%. The majority of this increase
was in the medical staffing budget (0.5 FTE).
Figure 16: Renal unit 5 year FTE trends – Actual to budget comparison
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Sick leave for nurses and health care assistants increased steadily over the period; from 2.6% in
2011/12 to a high of 4.1% in 2014/15. The rate for 2015/16 up to May was 3.8% against a target
of 3.2%.
The unit does not meet the KPI for sick leave or leave entitlement in excess of two years. The
latter was 21% for May against a target of < 9.5%.

Roster and ratios – facility haemodialysis
Renal unit staffing for haemodialysis works on a 1:3 staff (RN) to patient ratio for patients
requiring in-centre dialysis and 1:6 for independent patients in the self-care facility. Staffing on the
afternoon shift in the self-care facility was increased to 1:3 last year due to the higher numbers of
dependent patients being dialysed.
The current RN roster for the dialysis units Monday to Saturday is:

Morning shift – 6 RNs (includes CN), 5 in-centre and 1 self-care

Midshift – 1 RN

Afternoon shift – 7 RNs (includes ACNM), 5 in-centre and 2 self-care
This equates to 17.1 FTE (14.4 FTE plus cover).

Comparison of roster with budget FTE
The actual roster being used (required FTE) for nursing and Health Care Assistants (HCA) was
compared to 2016/17 budget shifts and FTE. The results are shown in Table 21.
Table 21: Required FTE compared to 2016/17 budget FTE
Position / service

Required FTE

Budget FTE 2015/16

Variance

Nurses (Senior and RNs)

25.15

28.09

2.94

Health Care Assistants

2.60

3.32

0.72

27.75

31.41

3.66

There are insufficient shifts in the budget template. The shortfall of 3.66 FTE can be attributed to:

More RN shifts being used than budget (opening of the third and fourth shift at the self-care
unit (February 2013 and December 2014) plus the addition of a second RN to the afternoon
shift about August 2016.

Cover has not been allowed for some staff (HCAs and some senior nurses on the haemodialysis
roster).

Workforce standards and benchmarking
The NRAB completed work on workforce standards in 2003/04. The recommended staffing
ratios were:

Nephrologists – 1/60-90 prevalent RRT patients (depending on junior doctor workforce)

Dependent dialysis unit – 1:3

Assisted care dialysis unit – 1:4

Independent dialysis unit – 1:6

Acute haemodialysis – 1:1

Home HD training – 1:2
Using these recommendations and at current patient numbers MidCentral would need 2.5
nephrologists. The department is established at 2.4 FTE nephrologists.
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The roster in the dialysis unit uses the above recommendations except for acute dialysis and home
HD training, these services are provided within the 1:3 or 1:6 ratios. This includes dialysing
patients in ICU or CCU/HDU although where possible an extra staff member will be sourced.
For haemodialysis training in the self-care unit, an ad hoc arrangement exists whereby the nurse
manager or charge nurse assist patients to start dialysis so the nurse can spend time with patients
training. MidCentral’s 1:3 ratio includes the charge nurse.
Staffing information from renal units across the country was collected in the benchmarking. Figure
17 shows total budgeted clinical FTE (RNs, Clinical Physiologists, HCAs) per dialysis patient. This
included all non-medical clinical roles except the unit manager. Waikato is not included as FTE for
their satellites was not collected. There are small differences between DHBs in service type e.g.
Auckland does not have transplant nurse FTE included and several DHBs have water technicians.
The Northland service stands out with the highest level of resourcing – FTE for their two
satellites (Kaitaia and Bay of Islands) made up one third of their total FTE. MidCentral is at the
higher end and similar to Hawkes Bay. DHBs with a higher proportion of facility dialysis tend to
be resourced to a higher level, therefore as expected the South Island DHBs have the lowest
staffing levels.
The Benchmarking appendix provides a breakdown of all FTE by role type and facility (Table 50,
p. 118).
Figure 17: Budgeted clinical FTE per dialysis patient (2016)

Source: Benchmarking information collected Feb – April 2016. Stats NZ Population Projections 2015/16.
Includes: RNs, Clinical Physiologists, HCAs, charge roles except unit manager
Auckland – no transplant nurse FTE, Capital & Coast currently established at 3.1 FTE less than budget
South Island community outsourced FTE included, (Canterbury 4.3, Southern 3.6)
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On-call services
Table 22: Renal unit on-call services, 2016
DHB

Home
haemo

PD

Acute

Auckland

No

Yes

Yes

Home HD – separate on-call, PD – after
hours calls to renal ward

Waitemata

No

Yes

Yes

Home HD staff cover own on-call. PD
calls to renal ward

Northland

Yes

Yes

Yes

HD for Whangarei only

MidCentral

No

No

Yes

No acute call 2200 Sat –0700 Mon

Hawkes Bay

Yes

Yes

No

Counties Manukau

No

No

Yes

Capital & Coast

Yes

Yes

Yes

Waikato

Yes

Yes

Yes

Taranaki

Yes

No

No

Canterbury

Yes

Yes

Yes

Southern

Yes

Yes

Yes

Total yes

7

8

9

Not MSC satellite

1530 Fri – 0700 Mon and stat days.

The majority of DHBs provided on-call services. All DHBs provided acute on-call except Hawkes
Bay and Taranaki. For home dialysis all DHBs except the Auckland DHBs and MidCentral
provided on-call for PD and all except Counties Manukau, MidCentral and Taranaki provided oncall for home HD. Taranaki’s staff are PD and haemodialysis trained so respond to requests for
home or acute haemodialysis support. A number of DHBs reported that call was mainly phone
calls and not often used however still viewed this as a necessary service. Capital & Coast reported
that call outs for PD may involve the nurse meeting the patient at the training unit.

Structure
Charge roles are different across the renal units. These are presented in Table 51 along with ratios
of FTE per dialysis patient. Compared to other units MidCentral has more charges roles due to the
high number of associate charge positions. However all MidCentral charge nurses are counted
within the roster for the dialysis unit, most DHBs have a 1.0 FTE charge position, on the day
shift, off the roster.
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3.4 Infrastructure
Capacity
Capacity has recently been reached for facility based haemodialysis provided at the in-centre
facility and the self-care facility, the “White House” on Ruahine Street. The combined capacity
across the two facilities at the current opening hours and staffing is 88 patients. The unit has been
close to capacity since late in 2015 and has been fluctuating between 85 and 87 patients.
Utilisation needs to be less than 100% in order to treat new patients, acute presentations or
transfers from home dialysis e.g. patients having home HD or PD may need in-centre dialysis for a
period. At the beginning of April there were four such patients receiving regular dialysis: one acute
presentation, one transfer from Waikato (the plan for both these patients was PD) and two
transfers in from PD; one person had peritonitis and the other was receiving radiation therapy. It
was unknown whether these two patients would be able to return to PD.
Inpatients who develop acute renal failure also need dialysing in the unit or ICU/CCU if unstable.
Because there is often insufficient space in-centre for acute or interim patients the only options are
to use the spaces in ICU or CCU (this leaves the unit short staffed), delay until there is a space or
use the machine repair room, which is a non-clinical area for the servicing of machines and is
inadequate in the event of an emergency. The Nurse Manager report for April stated that the
machine repair room was used on Monday, Wednesday and Friday afternoons and Saturday
morning. The number of acute patients varies widely, as seen in Figure 11.
Scheduling of patient’s dialysis sessions also has to take account of patients who require isolation
(no more than one at a time), long dialysis times and travel limitations such as shuttle times.
Running the unit at 100% capacity means that juggling of times is necessary in order to maintain
an appropriate level of service and the term “ping-pong patient” has been coined to describe those
who can change times at short notice.
Increasing numbers of patients require isolation, seven of the 87 patients require isolation but
cannot be adequately isolated.

Around the country
Most DHBs are solving capacity issues by building larger facilities, however all are working hard
on increasing or maintaining their home dialysis services. Because numbers are growing many
DHBs are still close to capacity after expansion and struggle to provide services when demand
increases such as catering for acute and interim patients. Holiday dialysis is no longer offered by
most DHBs although the occasional treatment for events like funerals may be catered for.
Waikato’s van can be used for holiday requests. Waitemata, Counties Manukau and Capital and
Coast all have room for some growth in their satellites. Waikato’s satellites are full and Northland’s
will be when the last shift opens at Kaitaia soon.
Auckland is over capacity in their main units and is unable to staff their last six spaces at Grafton
so patients are being held in predialysis. Northland also has unstaffed space. The Auckland DHBs
have the flexibility of being able to outsource services to a private provider, Counties Manukau did
this for 30 patients per week before their Mangere satellite opened in April this year. Their
previously used six station prehab is undergoing refurbishment and will also be available for the
future and they have plans to expand the community housing scheme (unstaffed houses).
Auckland is looking at extending their overnight dialysis, currently provided for eight patients in
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their acute unit. Evening shifts are also used by the Auckland DHB group to expand capacity
when needed.
Taranaki is the only DHB where facility dialysis has declined. Three years ago following an
increase in home dialysis, shifts were dropped from two to one daily with a saving of 3.0 FTE.
This occurred after a change in leadership, the introduction of dedicated staffing for training and a
facility refurbishment to create a home training room.
Facilities
There are significant issues with the size and design of the in-hospital and the self-care facility.
Since the year 2000, the number of dialysis stations has almost doubled in the in-centre facility by
the progressive transfer of functions and people to other areas. However it is still too small for the
expanded service and treatment spaces are much less than national standards. Dialysis stations
have been doubled up for the plumbing provided leading to significant infection risks and lack of
privacy with patients treatment areas overlapping. Stations have been fitted into rooms not
designed for dialysis, where patients cannot be seen from the nursing station and where there is
inadequate room when emergencies occur.
Waiting in a corridor, exclusion of family/carers from the unit and lack of privacy were major
concerns for patients. The procedure room is used for family meetings, the clinic room is not large
enough for MDT clinics and MDT meetings are held at Northside.
The self-care facility on Ruahine Street is on a yearly lease and is in need of refurbishment
including basins in clinical areas, call bell system, extra storage, second pump and water tank and
replacement flooring. The PD room is too cramped for three staff and the procedure room is too
small with no bed, flushing of lines has to be done in-centre as patients need to lie flat. Patients
and staff found the summer temperatures very uncomfortable and there were multiple patient
complaints. The home training area is not dedicated which affects home training numbers.
The majority of staff feedback in the project was centred on the facilities and the difficulties
providing services in such cramped quarters including during emergency situations (emergency
equipment is hard to access) and staff injuries. Staff were particularly concerned about the capacity
issues, clinical risk and the impact for patients.
Haemodialysis treatment bays take up about 87 m2 (22%) of the 403 m2 in-centre renal unit floor
space. This is approximately 60% of the requirements identified in the Australasian Facility
Guidelines (Table 23). The majority of treatment bays are between 5 – 6 m2 compared to the 9m2
guideline.
Table 23: Facility requirements vs existing for haemodialysis treatment area
Health Facility Guidelines
Space

#

m2

Total m2

Current m2

Treatment Bays

13

9

117

87

Basins

3

1

3

Isolation Rooms

2

12

24

Personal Protective Equipment Bay

1

2

2

Ensuite for isolation rooms

2

5

10

Total

156

9

96
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MidCentral’s renal unit was one of the first to be built around the year 2000. Most DHBs have had
facility builds or partial upgrades since 2009. Exceptions are MidCentral and the South Island
DHBs with facilities 15 – 20 years old.
In summary, the service has outgrown the facilities which are inadequate for current and future
service provision.
Transport
Information provided by the DHB transport person was that taxi costs for MidCentral are $8,000
– $10,000 per month and most of this is for renal patients. A fixed price contract is being explored
with the taxi company. Cost information from the National Travel Assistance programme and
mileage payments for shuttles was not available as the data is not captured by service type.
Two fifths of patients travel by shuttle.
Table 24: Patients travelling by shuttle
# Patients using
shuttle

%

Horowhenua

11

58%

Manawatu

9

82%

Palmerston North

0

0%

Tararua

8

73%

Whanganui

8

47%

Total

36

41%

Information systems
Renal patients are intensively monitored including monthly blood results which require review and
trending. The journey is a complicated one which involves different departments and there is a
need to monitor patient’s progress e.g. referral for tests and procedures and the timeframes for
this (transplant work up and renal access have multiple steps).
Currently this tracking occurs manually with spreadsheets or hard copy forms. Across New
Zealand, six of the 11 renal services have renal specific IT systems and all who don’t have
identified this as a shortcoming (Table 25).
In mid-2015 a nephrologist from Taranaki DHB visited MidCentral and demonstrated their IT
system to renal unit staff. The NM and nephrologists met with information system staff (Provider
Liaison and Solutions Architect) twice and there was some work on assessing whether this system
was appropriate for MidCentral. Other systems were also explored.
A renal IT system has not been progressed due to differing views about the status. The renal
service is waiting on Information Systems to prioritise the work while the view of the Information
Systems department is that the renal service decided that the Taranaki programme was not fit for
purpose.
The current status is that a project to progress a renal IT system has not been initiated and sits
outside the Information Systems Strategic Plan. Implementation of a renal IT system requires a
formal process and in late May 2016 the Manager Knowledge and Information undertook to
contact the Service Manager Medical Services to initiate this.
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The lack of an IT system to collate clinical information and track patients through their journey
has been identified as a significant gap.
Table 25: Renal IT systems
DHB

IT
system

Comment

Auckland

Yes

No integrated renal IT system but have a database which can see
the patient’s pathway, new patients and medication etc. Blood test
results are manually copied to the database. A separate excel file
records all CVC (central venous catheters) data

Waitemata

Yes

Renal database that was built by the WDHB IT team and is
Soprano based. Able to see Allied Health and District Nurse notes
at the same time as renal notes.

Northland

Nil

Electronic and specific renal system needed

MidCentral

Nil

Spreadsheets or hard copy used for monthly reviews and to track
patients

Hawkes Bay

Nil

Spreadsheets used for monthly reviews

Counties Manukau

Yes

Clinical Vision. It gives all of the clinical information and clinical
notes as well as giving reports on modality and number of
treatments. It interfaces directly with the dialysis machines

Capital & Coast

Yes

NOPIS (Nephrology Operational Patient Information System).
Upgraded to the current web based system in 2014.
Used for all documentation for RRT patients. Prescriptions are
generated, prints out treatment sheets for each dialysis treatment
with prescription. No paper notes kept for patient treatment.

Waikato

Nil

On risk plan, Use spreadsheets to track patients and monthly
blood results. Nurses responsibility.

Yes

Renal Reality – Patient Management System developed locally.
Working on an app for smart phones, pts will be able to see their
care plan. One stop shop for clinical info specific to renal and
provides good statistics in real time. CKD 4 onwards on the
system, shows clinical trends, identifies RRT changes, those not
for dialysis, access type, those on transplant list. Pulls info from
hospital system (e.g. lab results). Write prescriptions within system
and care notes. Can access system off campus and overseas.
In process of getting staff to use system for everything, still using
paper notes. Not tracking patient episodes / referrals yet.

Canterbury

Yes

Nephron database called Proton. Provides comprehensive patient
information. System old, 1 FTE IT person employed by nephron
maintains it. Provides all info for ANZDATA. Referrals can be
made to pre dialysis educator, vascular access, etc. and updates a
patient pathway so you can see status.

Southern

Nil

Paper records, lots pf spreadsheets, considering Canterbury’s
Proton but is an aged system.

Total yes

6

Taranaki

186

3.5 Financial
Analysis of renal unit revenue and expenditure over the last 5 years shows that DHB investment
has increased by $2 million which is an average of 6% per year. Expenditure has increased at the
slightly lower rate of 4% per year (refer Table 45, p. 110). If the DHB were to continue investment
at the same rate, nearly $12 million annually would be required to fund the renal unit in 6 years, an
increase of nearly 50%.
Figure 18: DHB investment – Actual and projected revenue (6% annual growth)

Volumes and funding trends by purchase unit are shown in the data appendix (p. 109), funding has
increased 38% over the period. The breakdown of the forecast $8.3M funding for 2015/16 was:

Inpatients – 12%

Outpatient clinics – 7%

Dialysis – 81%
The economics of home dialysis is clear as shown in the following analysis. Facility dialysis makes
up a higher proportion of the funding compared to volume (Table 26).
Table 26: Dialysis numbers (May 2016) compared to funding, 2015/16
# patients

% patients

$ Funding1

% funding

Facility Haemodialysis

87

60%

$4,976,461

74.4%

Home based Haemodialysis

23

16%

$890,114

13.3%

Peritoneal dialysis

34

24%

$825,062

12.3%

144

100%

$6,691,637

100%

Purchase Unit

Note 1 – Extrapolated from 1 July 2015 – 30 May 2016

The purchase price for home HD is half the cost of in-centre dialysis and PD two fifths (Table
27).
Table 27: Funding for dialysis (2015/16)
Purchase Unit

Unit

Price (2016)

In-centre Haemodialysis

Treatment

$396.87

$61,912

100%

In-centre self-managed dialysis

Treatment

$286.86

$44,750

72%

Home based Haemodialysis

Month

$2,605.27

$31,263

50%

Peritoneal dialysis

Month

$2,122.27

$25,467

41%

Treatments are multiplied by 156 and months are multiplied by 12

Annual funding
per patient

% of Incentre HD
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Table 28 shows the possible annual savings if there were more people having home dialysis. The
below table uses current patient numbers and 60%/40% as the new home/facility split (this
compares to the current 40%/60% home/facility split. Funding required would be about $900k
less per year.
Table 28: Comparison of funding at between current modality proportions and new proportions
Annual funding
per patient
(2015/16)1

Current %
(facility/home
60/40)

Value at
current %

New %
(facility/home
40/60)

Value at new %

In-centre
Haemodialysis

$61,912

48%

$4,309,022

32%

$2,852,870

In-centre selfmanaged dialysis

$44,750

12%

$778,643

8%

$515,515

Home based
Haemodialysis

$31,263

16%

$719,055

24%

$1,080,459

Peritoneal dialysis

$25,467

24%

$865,885

36%

$1,320,221

100%

$6,672,606

100%

$5,769,065

Variance between funding at current modality proportions and new proportions

($903,541)

Note 1: The value is calculated using the annual funding per patient in the preceding table. The value at current % is very close to the
actual forecast funding for dialysis.

Inter-district flows
DHBs are responsible for funding services for its resident population. A system of inter-district
flows (IDFs) manages the reimbursements between the DHBs.
MidCentral DHB provides a high volume of renal services for other DHBs which must be paid
for by those DHBs. Figure 19 shows the trend in IDF inflows, the proportion declined from 25 –
26% at the beginning of the period to 22% for 2014/15. Whanganui DHB comprise 99% of the
total IDF inflow value and volume. Over the last three financial years the value of services
provided to the Whanganui population ranged between $1.5-1.7 M. The forecast for Whanganui
IDFs for the current year (2015/16 YTD Feb) is $1.8 M.
Figure 19: Renal services by resident DHB

MidCentral DHB purchases a small volume of renal services from other DHBs, just under $300k
per year (Table 46). Auckland and Capital & Coast DHBs are the main providers of services
purchased elsewhere comprising over 95% of the value of all outflows, mainly for inpatient
services.
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4. Quality indicators
Chapter Summary
 There are multiple indicators that can be used to assess the performance of a renal service.
The New Zealand Dialysis Standards and Audit have been produced under the auspices of
the NRAB and publish a yearly report against many of the standards. This includes staffing
qualifications, frequency and duration of haemodialysis, renal access and peritonitis rates.
Other health sector targets also reflect performance such as the More Heart and Diabetes
Checks.
 In general, the MidCentral service performs well against the clinical indicators monitored
by the NRAB.
 This chapter provides a summary of a small number of indicators related to renal service
provision that require improvement.

Health target – More Heart and Diabetes Checks
The health target More Heart and Diabetes Checks monitors the proportion of the eligible
population who have had the blood tests for CVD risk assessment (including the blood tests to
screen for diabetes) in the preceding five year period.
The standard is for CKD tests to be part of the CVD and diabetes screening programme.
Although this is not audited, the expectation is that this is occurring. Whanganui DHB is doing
particularly well against this health target and has almost reached the 90% target for people of
Māori ethnicity. MidCentral DHB is above target for ‘other’ ethnicity but has levelled off below
85% for people of Māori ethnicity.
Figure 20: More heart and diabetes checks –
MidCentral DHB

Figure 21: More heart and diabetes checks –
Whanganui DHBCVD Target Whanganui

Coding of CKD is patchy in primary care (Figure 30, p.101). It is unknown whether this reflects
identification of CKD or is due to inconsistencies in the codes. Central PHO have initiated a
project to standardise coding.

Specialist assessment
Prioritisation: Any referrals with missing information are sent back to the GP. Feedback is that
this practice leads to delays in receiving advice and that these gaps in information are usually minor
and unnecessary for the provision of specialist advice to be given. The referrals are shared out
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between consultants who take them away to prioritise. A virtual assessment is undertaken when
the consultant does not think a clinic appointment is necessary.
The standard is 10 days for prioritisation however this in not achieved and some referrals take
about a month e.g. some referrals that left the department in late April were returned in early June.
Timeframe: Almost all referrals are prioritised as semi-urgent (89%). The average days waiting for
nephrologist assessment in 2015/16 trended upwards and was:

Urgent – 34 days (16 patients)

Semi-urgent – 47 days (131 patients)

Routine – 45 days (1 patient)
Figure 22: Waiting time for semi-urgent nephrologist assessment, 2015/16

The data was almost a full year, 1 July 2015 – 20 June 2016

Referral for renal replacement therapy
The 2016 Access to Renal Replacement Programmes Guidelines states that “early referral of
patients with progressive kidney disease from primary care providers to renal departments is
desirable as it enables timely evaluation for RRT, including discussion with the patients and their
family/whānau about treatment.” Timely referral has many benefits including reduced rates of
ESKD, decreased hospitalisations, decreased morbidity and mortality and increased likelihood of
transplantation. Late referrals can reflect management of CKD in primary care, problems may be
related to patient engagement with primary care or general practice processes.
Figure 23 shows the trend in the rate of late referrals which have ranged from a low of 10% to a
high of 31% over the past 5 years. MidCentral clinicians are concerned about the level of late
referrals as this is known to lead to patients ‘crashing’ onto dialysis and poorer outcomes for
patients, a number of late referrals are viewed as avoidable. These patients will typically start
dialysis on haemodialysis with a central venous catheter (CVC) as there is insufficient time to
organise permanent access which is the best practice standard (vascular access for haemodialysis or
a catheter for PD). CVCs have the complication of blood stream infections leading to increased
morbidity, mortality and hospitalisations.
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Figure 23: Specialist assessment before dialysis start

The majority of patients starting haemodialysis do not have permanent vascular access as shown in
the following graphs. MidCentral is doing well compared to other DHBs, however all are
significantly below the standard of 80% when late referrals are excluded.
Figure 24: Proportion of patients
haemodialysis with AV access

starting

Figure 25: Proportion of patients starting
haemodialysis with AV access (excl late referrals)

Starting people on the appropriate modality requires timely and appropriate access via either a
catheter for PD or an arterio-venous fistula (A-VF) for haemodialysis.

Renal access
KPIs kept by the predialysis CNS show that the average waiting time for vascular access or a
catheter was four and a half months for the 2015 calendar year. The waiting time for PD catheters
in 2014 was shorter at three months. This area is a significant area of concern for the service and
has also been covered in the current state section of this document.
Surgical services report problems with delays at the referral end and also relayed examples of
patients cancelling their procedures and some not presenting for their procedures on the day, this
is despite transport being organised.
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It is important that the overall timeframe is improved. The waiting time does not meet the NRAB
audit standard of 2 months from date of referral.

Incident (starting) modality
After transplantation, home dialysis provides the best outcomes, survival and quality of life. The
NRAB access guidelines support this.
Between 2010 and 2014 almost two thirds of New Zealanders with ESKD started treatment with
facility dialysis (64.2%). MidCentral had the highest proportion of incident facility dialysis in the
country. The starting modality is correlated to prevalent modality; those DHBs with the highest
proportion of people starting on facility haemodialysis have the highest proportion people being
treated overall with facility haemodialysis. There are multiple factors which contribute to high
facility incident rates including patient’s health and social circumstances, predialysis processes and
modality choice, renal access issues and late referrals.
Figure 26: Starting modality (average 2010-2014)
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5. Consumer feedback
Chapter summary
This section presents the views of renal patients about the renal service – their issues and suggested
improvements.
 The views represent those that participated in the project via interviews, sent emails/letters, attended
a Kidney Health Support Group meeting or completed the Whanganui survey (2014).
 Patients commented on a wide range of matters including treatment options, facility and capacity
issues, the in-centre environment, involvement of family/carers, communication and processes and
home dialysis.
 The feedback is frank and uses patients own words to explain their perspectives and some of the
difficulties they face. The section finishes with Anita’s story, the view of someone who has been a
patient in the renal service for over 30 years.
 Patients providing feedback in the project wanted the facility problems rectified, satellite facilities in
the outlying areas, better communication and processes, to be listened to and have more
involvement in their care (together with family/carers), a culture that encourages self-responsibility
and a higher level of support especially when dialysing at home.

The source of consumer feedback was interviews with six renal patients having dialysis (facility and
home), emails or letters from seven patients having in-centre dialysis and feedback from seven
other individuals that attended a KHNZ support group meeting in Palmerston North or gave
feedback to the chair afterwards. A survey of Whanganui patients undertaken in 2014 (12 patients:
seven in-centre and five at home) was also reviewed.
Feedback was representative of the district and dialysis modalities. The ethnicity of those
interviewed was half Māori and half Other and for letters or emails was Māori two, Other two,
Pacific one and unknown two. The discussions covered experience with dialysis, treatment
options, renal unit capacity issues, home dialysis, and issues and suggestions for improvement. The
subject of the letters and emails was largely to suggest satellite units and/or to describe problems
with the facilities or patient schedules.
Patients described dialysis as being their life with everything else needing to fit around it. Patients
realise that without it they will die and this can make it difficult for them to give feedback about
the service, in case it affects the way they are treated.

Treatment option
The period when patients realised they would need dialysis was described as being very difficult, “I
didn’t want to know,” “I was in shock,” “retaliated when told.” Patients were often feeling the
effects of their renal failure including extreme tiredness, “I was faking life, had to rest to get tea
ready.”
Patients described the key factors that led to their decision on treatment option.
When I went onto dialysis the unit consisted of two training houses for HD and PD and only the very sick or blind
people were in-centre. The best advice I got at the time was from a lady on dialysis from Nelson who told me all about the
bags. [PD patient]

I was told I had to start off on haemodialysis and had the fistula 12 months before starting. I had no interest
in home HD in the beginning. They were pushy, I told them not to come again. What they said went out the
window, I didn’t want to be here. [Home HD patient]
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PD was presented as more of a terminal thing and had some restrictions. I was unsure what to do, I asked a
Dr friend in Australia, he strongly recommended home HD saying it was important not to become reliant on
the in-centre delivery. Due to the position of my fistula, my husband would need to cannulate. I need to get
confident first to engender that confidence in my family. I go home and talk about issues and traumatic goings
on, that makes them fearful. [In-centre HD patient]
Got told going home and that’s it. Didn’t get options, probably a good thing. [Home HD patient]
Was working at the time and doing sports, decided on machine, not one to try various things. Did consider PD
but its 4 x a day, 7 days a week and you have to be very careful, lots of people I know once they get infected
they are on the machine. Lots of fluid, would have been twice the size. I was being encouraged to go home, I live
on my own, no way I’d bring the machine home without a nurse. [In-centre HD patient]

Facility haemodialysis
Many patients having haemodialysis feel unwell and find it physically draining. This is especially
true for those who travel. Patients get picked up at early as 5.45 am (Dannevirke) and just after 6
am from Whanganui and get home mid-afternoon. Days were described as long and tiring, one
patient from Whanganui said dialysis left her feeling “dehydrated, extremely tired and very cold,
something I haven’t been able to overcome.” Some patients spend the next day recovering.
Patients travelling by shuttle often had long waits after arriving and those from Dannevirke,
Whanganui and Levin gave feedback that they wanted dialysis facilities closer to home. Palmerston
North and Manawatu patients also commented about the difficulties that their fellow patients
experienced when travelling for dialysis.
Long day. Go there and sit around waiting, waiting, waiting. Over the road works better, depends who’s on.
Patients described the renal unit as a scary place with flashing lights and beeps. They relayed
experiences such as people collapsing, fistulas “blowing out,” seeing very sick patients on
stretchers with a range of issues including heart disease and gangrene.
The nurse got very flustered when there was no BP reading, she assumed it was a clot and then told the patient
to start running. It was horrific, he was sitting in bed and flapping his legs.
You have to look after yourself, have had blackouts, cramp and low BP, very painful. All the nurses know
what to do.
One nurse said keep your arm straight or you will die.
They frighten you half to death, don’t talk in layman’s English, going to do arterial pressure, shall we flush her
back? Don’t know what that means.
These perceptions can change over time. One patient described how she had got to the point of
managing her fears and was thinking of progressing forward and going home, “Its not going away,
if I don’t manage it, it’ll manage me.”

Capacity issues
Patients have noticed that the unit appears under pressure and some complained that their dialysis
schedules and locations were changed to inconvenient times or at late notice. One said that she
had to change her schedule to accommodate a patient travelling by shuttle which impacted on her
teaching at the local Kohanga Reo. The term ‘ping pong patient’ has been coined to describe local
patients willing to be flexible with their times. Whanganui patients were of the view that
Palmerston North people got preferential treatment and Palmerston North people thought they
had to fit around the needs of Whanganui patients (due to shuttle times).
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Haven’t had a month of treatments at a set time, home life subservient to hospital needs. I don’t complain as I
can see they are under great pressure, their hands are tied to manoeuvre shuttle patients and ward patients.
[Three shifts] It works but it’s a fine balance to manage especially if morning shift patients arrive late.
The 1st needle was out and I had to hop off holding gauze … they needed to clean the chair and get ready for
the 5pm person. Had to wait 25 mins holding the 2nd needle as all staff busy or away at tea.
Several patients said it was important to understand why people are remaining in the unit and are
so willing to hand over their care. Sometimes it could be about the person e.g. attitudes that nurses
should be doing dialysis, but they suggest the culture of the unit could do more to support selfresponsibility. Processes at the unit are very tightly controlled starting from arrival where patients
wait outside the locked door in a corridor which is the waiting room.
They give you a time to come and then don’t let you in or say why. They get brassed off if you buzz again.
When you’re inside you can see what’s happening, hear nurses say “No they can wait.”
Feel like you’re 5 years old waiting outside the headmasters office.
When a TV remote was stolen they were removed so people had to ask for them. Shouldn’t have to ask nurses
to change the channel.
Some patients not taking self-responsibility, they are capable of lining the machine but expect the nurse to do it.
There are some dialysing in there that could be at home.
Some patients think dialysis is the nurse’s role e.g. “They expect us to do part of their job such as
setting up the machines.”

Facility and equipment
Facility problems described in the in-centre unit were: not enough space to do dialysis, no waiting
room inside the unit, no room for family/support people, side rooms out of nurse’s vision and
lack of privacy. Several patients thought the White House should go, it was described as grotty, a
dump, with no air conditioning and having boxes stacked to the ceiling in the main area. Others
commented that the atmosphere was better at the White House. Several patients thought the
dialysis chairs needed replacing as they do not fit some people and are not repaired when broken.
The nurse cannot get between the wall and the chair to cannulate me. The nurse has to lean over and risk
straining her back. I have to turn nearly on my side.
Very wrong to have a passage as a waiting area, a lot of people are not feeling very well. Should have one inside
the unit with loo, TV etc. for patients and support people.
The waiting area for patients is 3 wooden chairs by the entrance against the wall. The table and chairs by
reception is for staff. [White House]
The current unit is far too small to cater for us, the new patients and not to mention the home trained patients
if their machines breakdown or they become unwell
There is a constant juggle of this gear around each patient to enable staff to move around while doing their job
… I would see everyone being treated in two person spaces – this affords patients some privacy and would also
cut down on noise and other distractions
I cannot use the arm rests unless I hold my arms out at 90 degrees which with arthritis in my shoulders is
impossible. This means I require a bed which then impacts on space and availability with my appointments.
The nurses shouldn’t have to work in these conditions but do because they are caring and know if we don’t
dialyse……. We die
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Family / carer involvement
Although there are a few exceptions, family and support people are largely excluded from the unit.
While patients understood the space constraints, they suggested that carers needed to be involved
more and afforded more respect. They are going through the same journey as their partner/family
member, their lives are often on hold and this is not acknowledged. Patients have different issues
about carers not being there (could be memory or language issues). In some cases it was felt that
lack of involvement of partners affected their understanding and ability to be supportive.
Have seen carers/family members not allowed to sit with patients, one carer was told they weren’t allowed in as
they had helped other patients.
Husband would come to begin with, would kick him out, how was he to learn?
Not a spectators place, wouldn’t want husband or others there.
We’re sick, scared, vulnerable and need family and friends around us.

Communication and processes
Patients described communication issues including no orientation when starting dialysis, not being
told how long they have to wait upon arrival and not being informed of things before they
happened. One patient arrived for dialysis to be told they were off to theatre to repair a damaged
fistula and another was informed on arrival that they would having blood. In the latter case, once
the patient asked whether several things had been considered (antibiotics and missed medication),
the order for blood was cancelled.
When you start at the unit you don’t know the rules and find out what you do wrong as you go.
Patients need to know what to bring (food, blanket, tablet etc), side effects (bruising, cramping, breathlessness,
nausea etc), free internet, lead nurse, dietician visits, monthly bloods (and adding other blood requests), travel
options, parking, and so on. I found all this out by asking other patients but I would have found a brochure
welcome.
Used to be able to get into White House earlier and now it’s locked. They just do it, they don’t tell you what’s
happening.
Some patients felt that their knowledge about themselves and their condition isn’t acknowledged.
Nurses may not read their files or look at the prescription and may be reluctant to listen to patients
if things are not correct, e.g. when a diabetic patient noticed that heparin was incorrectly about to
be given.
Multiple patients arriving at the same time was highlighted as an issue as a nurse can only do one
patient at a time. The suggestion was that a rolling allocation to hook patients on and off would be
more efficient and save patient frustration.
Patients commented on recent improvements to processes. The change in shuttle times for
Whanganui patients from the afternoon to the morning was a welcome change for these patients.
Previously they arrived about 1 pm and had to wait up to two hours in the corridor. Weighing the
large group of afternoon patients in the corridor had decreased congestion in the main room and
the addition of a white board with patient location and nurse was another improvement
mentioned by several.
One patient said their biggest gripe was the long delay in communication from the hospital to
reach the GP – up to six weeks.
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A patient who didn’t qualify for transplant was not happy to receive the news in the corridor and
thought things should have been explained more fully. In writing is better as renal patients can
suffer from memory problems. Some patients receive better information than others about the
processes connected to receiving a transplant e.g. travel and having the necessary phone numbers.
Getting help to communicate with the donor family had also been a difficulty.
Need liaison person who is able to support patients, education available for patients and their whānau and a
suggestion box for further recommendations.

Patient care
Some complimented doctors and nurses about the standard of care they received using words such
as dedicated, compassionate, work as a team and appreciated being kept up to date with
information to help understand their condition. The peritoneal nurses were described as
knowledgeable, caring and supportive. Patients appreciated the service provided by St Johns,
Spotless staff and Gambro technicians. Several patients were concerned that there were not
enough nurses.
Other patients were not happy with the approach of staff and suggested they needed to
acknowledge patients and treat them with more empathy. Some nurses were described as more
ready to help patients than others e.g. initiating conversations about diet and care or helping
patients to resolve issues. Also mentioned were language difficulties, training issues and staff that
had difficulty working autonomously. The importance of experienced staff was fully appreciated
by patients, several linked problems with fistulas and their longevity with nurse expertise, one
person was on a third fistula in 18 months.
The nurses have a passion for their job and I saw them work as a team. Secondary opinions would be sought
when necessary and they would cover each other for breaks.
What’s the point of nurses on contract? The training is wasted. They know basics but not enough. There
wasn’t enough heparin in the machine and kept clotting. Raised this fives time and was ignored. Was worried,
wondering what was going on, very scary situation.
I have a hard problem with needles, to have someone there that is an expert when we are ready is good.
They tell you off rather than working with you, it’s like a stockyard, in and out, not a good environment.

Home dialysis
For some patients, the waiting and travelling was the trigger to going home.
That’s why I came out of the unit. Everything can be changed to suit yourself, a lot of them don’t realise this.
Its 110% better, you do it when you want, in your own home, with your family.
Several patients described not being ready to go home at the beginning, despite being pushed to
do so. The main reason given was not feeling confident. Giving people the opportunity to see a
dialysis set up in the home would help with people’s confidence and give a better understanding of
the benefits, it’s important not to put people off. One patient didn’t want the machine in the
house so it was installed in a caravan.
Having one nurse to teach patients was seen as an advantage as “you get confused, they all have
their own ways” and they advocated for dedicated space and staff for home training.
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Patients wanted the level of support for home to be increased and questioned whether one nurse
for home HD is enough given the size of the area. The new resource nurse position in Whanganui
was described as working very well, the nurse is easily contactable and good at explaining things.
The additional costs of power and heating was seen as an unfair burden compared to in-centre
patients. Travelling is very difficult as holiday dialysis is no longer provided by many units, one
patient said visits to family had to be restricted to between dialysis sessions.
Doctors and nurses try hard but don’t understand what it’s like to be on dialysis so it is difficult for them to
instil the confidence that people need in order to manage their own care at home. Māori listen to own people.
More people would be at home if they had opportunity to talk to people who are successfully doing dialysis at
home.
Have heard people say they don’t want that thing in their home and being worried how it will fit with family. I
had young grandchildren, it was never an issue.
Took me 12 months to learn properly, can use either machine. Need consistency. Got used to one nurse and
then the nurse changed.
You don’t get a cell phone number. When you ring PN you only get the home haemo nurse once out of 5 times.
The staff you end up talking to are hard to understand.
To have my concerns answered can take up to 3 days for a satisfactory reply. In the unit, PN nurses have
back-up, I have none.
Always running out of supplies, if they think you have a few too many of something, they chop them off. Get
sick of chasing up.
If go to ED they never know what to do with us.
An improvement suggested was to reinstate call and one patient gave an example of a recent
problem after presenting to ED at 7 pm with symptoms of peritonitis. The patient was not
assessed until the early hours of the next morning, by which time the pain had increased
significantly. The concern expressed by the patient (besides the discomfort) was that peritonitis
can take hold very quickly so early treatment is vital to protect the peritoneum and remain on PD.
This patient arrived home at 4 am with the antibiotics and commented that there was better
support when living in another DHB district.

Primary care
It is not always clear to patients where to get help and some patients felt that no one wanted to
deal with them or take responsibility. This caused frustration and delays with care. Patients are told
to go to the GP but the GP often has to contact renal before making any changes (e.g.
medication). Patients thought that in-centre patients had better access to help than home patients
when issues arose.
One patient believed that advice to see the GP when issues arose after transplant led to a delay in
treatment and caused the transplant to fail.
Patients advocated for better communication between specialist and GP. One patient described
multiple instances of the GP appearing to have no knowledge of events that had occurred
including fistula formation and a transplant.
When the nurse took me to the procedure room, it is very questionable if anything was on my file as she asked
me “had the wound been self- inflicted”
In this latter example the remainder of the sutures were removed a year later.
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From pillar to post
A home HD patient with a catheter woke up in the morning with neck pain and phoned the renal unit
straight away due to concerns there may be an infection. The advice was to go to ED or the GP.
The patient did not expect the GP would be able to help but tried to schedule an appointment. No
appointments were available so the patient decided to wait to see if the pain got worse. The patient
presented to ED at 6 pm and after waiting an hour for triage was told to go to the renal unit as ED staff
did not like to touch that type of catheter.
The renal unit sent the patient back to ED saying renal doctors were no longer available and the person
should have come to the unit during the day.
The patient was seen in ED about 11 pm and was immediately admitted to hospital with an obvious
infection. The hospitalisation lasted two weeks and required removal of the catheter. The patient does
not understand why nurses are not allowed to touch the catheter, they are able to manage it fine at home.
The same occurs when receiving blood or iron in the transit lounge.

Outpatient reviews
Travelling a long way for clinic visits was an issue raised, if travelling by shuttle, the majority of the
day could be taken up for a very short clinic visit.
A patient who had his appointment with a nephrologist changed to a registrar appointment was
unhappy about this and wanted to know who decided this. A number of patients commented that
a yearly review was not adequate [home and transplant patients].
The lack of specialty review for in-centre patients was criticised by several. One patient said they
had received no review in three years and were told they didn’t need to see a doctor. In general
patients were seen by junior doctors. They could request to see the specialist but did not deem this
a proper review as it would typically be short and issue based and there was no privacy. There are
no curtains at the White House.

Other
Patients felt that the Privacy Act is being over used as a reason for not being able to give new
patients support or even knowing when something has happened to a patient, “You dialyse with
someone for years and they don’t even tell you they’ve died.” Some patients may not be receiving
dialysis that need it. People are scared and it might help if they could talk to patients already having
dialysis, however privacy rules prevent people being identified.
There’s a couple of people here at the moment that I’m pretty sure would have chosen to go on dialysis if I’d got
to them and told them there’s nothing to be frightened of. [Whanganui patient]
The education session last year was good, the one in January was cancelled. Wanted something
more positive rather than all the other negatives.
You will do dialysis better if you keep healthy. Needs to be more emphasis on physical fitness,
bring up nutrition quite a bit but not keeping fit and exercising, most are walking around like
cripples.
Patients described their illness as terminal like cancer but the poor relation in terms of receiving
support. More access to psychology/counselling and physical help in the home would be
appreciated. Coping with the diagnosis was a difficult time for people and some struggled with
responsibilities such as work, family and the house with low energy levels. Partners needed to be
offered counselling support as well.
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Anita’s story
I started dialysis 32 years ago at the age of 23. I had Medullary Cystic Disease and so did two of my
siblings. I’ve had two transplants which lasted for 16 years overall and have been on peritoneal dialysis
(PD or the bags) for the last 14 years. The bags have given me flexibility. There are different types of
freedom but I can choose when to do it and I can do it in my own home. I worked for over 30 years
and travelled overseas. I’m still involved in stage and amateur theatre. I fitted dialysis into my life.
The last few years have been more difficult, I have long term effects of dialysis and transplant including
permanent nerve damage in my feet, osteoarthritis in the hips, nerve damage in the right shoulder and
hand, and damage to my knees resulting in pain 24/7.
Last year I had haemodialysis in the renal unit while I was waiting for a new catheter following a bout
of peritonitis. Haemodialysis was harder on my body, the pain in my hips and shoulders was horrendous
and I had to take Tramadol to cope with sitting in the chair. I waited 3 months for a surgeon appointment
only to be told that the Ministry of Health protocol was 6 months but I may have to wait up to a year
for the procedure. I wondered what physical mess I would end up in, as well as the joint pain I was also
having problems with fluid in my feet and legs which were swollen and hurting. I arranged to meet with
the Nurse Manager and she managed to get me booked in and I had the procedure 5 weeks after seeing
the surgeon. I feel better now I’m back on PD so have been able to reduce the Tramadol.
When I had the catheter procedure I read on the discharge summary that I could have cirrhosis of the
liver. No one had spoken to me about this on discharge. A doctor later told me that I needed an
ultrasound to check all was ok. I had to follow up on this three times, it hadn’t been written down in
the notes by the junior doctor who had seen me at the White House. This would have been missed if I
hadn’t follow-up.
Anita is chair of the local kidney support group and takes every opportunity to educate people on both
forms on dialysis. She says the average person is not aware there are two methods and medical staff
think that you go on the bags for a short time only. The nurses were curious why I wanted to go back
on the bags, I told them that both methods were a viable option of dialysis, one wasn’t better than the
other, it should be up to the patient to choose what fits into their lifestyle.
I think it’s important that staff talking to people about their treatment options know about both
methods. One visit isn’t enough, there’s too much to take in. A patient already having dialysis needs to
be involved, people need to know about how it can fit into their lives; interests, work, relationships and
sex life. If they’re able to have PD they should see a bag exchange so they can understand how easy it
is. Patients may be feeling angry and not know how to articulate this, they need time.
I was asked to talk to new patients about being on dialysis but due to changes in the Privacy Act haven’t
been asked for over a year or so. Support for home dialysis is important too, there used to be a 24/7
call system for PD but now you have to go to ED, they don’t always follow the protocol. Sometimes
following a possible contamination in the procedure a quick phone can verify that you’ve done it right.
There’s only one person for home HD support and patients sometimes have difficulty getting hold of
her. For a patient to be confident in doing dialysis at home you need to be able to contact someone
24/7 so dialysis can fit into your lifestyle, this may be overnight.
I am not always listened to regarding my care. A doctor in Star 2 said I should have manual blood
pressure readings because of calcified veins. When I told the renal nurse she said she had to use the
calibrated BP machine attached to the dialysis machine and could be “had up” for getting it wrong.
When you’re trying to follow a previous doctor’s advice and the nurse goes ahead and does what she
wants to anyway, you’re left feeling debilitated mentally and emotionally.
I wanted to be involved in the monthly review of my blood tests. Several times I asked if I could go over
to the main unit to speak to my primary nurse to review the results, as she was too busy to come to the
White House, but it never happened.
When I lost 10 kg of body weight and had concerns about fluid overloading it took two to three weeks
before the nurse would listen to me to have my weight reviewed. Following doctor review I was then
having 3 – 3½ litres of fluid taken off. My legs were swollen up to my knees and it was painful walking.
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I see the renal doctor every year for a check-up but I’ve had to ring up to get an appointment the last
two years. Twenty minutes isn’t long enough to discuss everything you need to, especially after the 10
year mark of being on dialysis, you need to be seen more than once a year. Things need to be more
holistic.
You’re often referred to your GP. If it’s acknowledged that being a renal patient affects all areas of your
body going to a GP for everything renal related doesn’t always work. GPs can’t really help you as they’re
not renal trained and only have 15 min appointments. Having to pay for it is an issue too. You end up
shoved back and forth and it compromises your care.
I’ve always prided myself in learning about my condition and being proactive in my health care and after
32 years I know how my body works and what state it is in. My knowledge should be used and I expect
staff to involve me when it comes to my care so I know what’s happening. Patients should be listened
to and allowed to be involved.
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6. Access to renal replacement therapy and
choice
Chapter summary








The NRAB guideline ‘Access to Renal Replacement Programmes in New Zealand’ provides general
guidance where RRT is under consideration.
Access to RRT is not always consistent. Issues include the subjective nature of some aspects of the
guideline e.g. what constitutes benefit, differing interpretation and pressure from patients / families.
A process developed to promote consistency has not been introduced due to resources.
The conservative treatment pathway is well established with shared renal/palliative care.
There are multiple reasons why people do not choose home dialysis, the literature emphasises
education and decreasing barriers as important in lifting rates.
MidCentral clinicians encourage home dialysis but accept patient’s choice.
All DHBs articulate a home philosophy however this is applied in different ways. In some DHBs
facility dialysis is not provided as an option, either because there is a limited service or because policy
and processes are highly geared towards home dialysis.

Key points of Draft National Renal Advisory Board Guidelines (May 2016)

Access to Renal Replacement Programmes in New Zealand









The guideline supports a non-discriminatory approach to evaluation for RRT
(including age), a multidisciplinary approach to assessment and care, early
referral for timely evaluation, conservative care as a treatment option,
transplantation as the treatment of choice for medically suited patients, and
home-based dialysis for those requiring dialysis therapy. Dialysis in a renal unit
is for patients unable to undertake home-based therapy, due to medical
problems, complications of their renal treatment, or for social reasons related to
their family or housing situation. This should be community-based where possible
or provided within a reasonable distance from the patient’s home
The guideline states that RRT is not suitable for all patients, that successful
treatment requires compliance and that it should not be recommended in
inappropriate situations where there is no expectation of benefit. The listed
circumstances are: permanent unconsciousness; severe dementia; dying from
another terminal illness with a short life expectancy; requirement for sedation or
restraint to allow treatment; or a lack of informed consent.
Patients with chronic irreversible co-morbid disease, severe functional limitation
and lack of independence in activities of daily living are also identified as unlikely
to benefit from dialysis. In situations of unlikely benefit a multidisciplinary
assessment is to be performed. However, if the recommendation is against
undertaking dialysis, the guideline says that if a patient still chooses to have
dialysis then this shall be accepted.
DHBs are obliged to offer all modalities to their population but can limit the
modalities they offer an individual access to, for medical reasons and also to
enable effective management of limited resources.

In recent years the inclusion of palliative care (conservative treatment) as a valid treatment option
has become more accepted nationally. Previously there had been resistance from nephrologists
internationally and pressure to treat along with high community expectations of treatment.
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Conservative treatment as an option has more emphasis in the recent draft NRAB access
guidelines and it is now accepted that some people with co-morbid conditions e.g. cardiac issues,
may do better and survive longer on conservative treatment compared to dialysis. The
conservative pathway at MidCentral is well established and patients stratified for conservative
treatment, or those unsure or declining dialysis, attend the Renal-Supportive Care clinics.
Feedback has been that some patients with chronic irreversible disease or frail elderly are started
on dialysis and appear to gain no benefit at all from the treatment due to the restrictions, travel
and their general level of wellness. Once dialysis starts then it becomes difficult to withdraw, “it
seems like a death sentence then, for both patients and family,” and patients may be left tied to a
treatment they do not want. Staff said that some families push for treatment but may not
necessarily be very involved in supporting the decision.
Nephrologists find that that the guidelines lack clarity and may be applied in different ways, there
may be variable interpretation of what a short life expectancy is or the ability to benefit. What is
the range of functional limitation and lack of independence, does that include wheelchair bound
individuals? What are the responsibilities of the renal department when patients performing home
dialysis are not compliant which causes deterioration in their condition? A desire was expressed for
more definition and guidelines for appropriate candidates. The HoD has put together a range of
existing tests that could be useful in enacting the guidelines and promoting consistency between
the nephrologists. This has not been introduced due to resources.

Choice
The view of the MidCentral renal department is that while they have a home philosophy and
encourage this, dialysis modality should be the patient’s choice. The concern is that forcing
patients to do something against their will can cause complications in the long run, as patients may
sabotage their treatment.
People decide against home dialysis for various reasons including: feeling unable to perform the
dialysis procedure due to health or the level of difficulty; insufficient support; anxiety; the
perceived disadvantages of a dialysis method (e.g. fluid in the abdomen, having to do dialysis
everyday four times a day); not wanting a machine in the home; or the attitude that dialysis should
be performed by nurses. Some patients intend to do home dialysis but get comfortable in-centre,
and not having knowledge about PD, decide to stay there. The in-centre routine and environment
becomes part of people’s social well-being.
Rachael Walker, a Nurse Practitioner from Hawkes Bay is the coordinator of the New Zealand
Home First study in progress and states:
Home dialysis is associated with improved survival, better quality of life and reduced cost compared to facility
dialysis, yet the number of patients choosing home dialysis in NZ is diminishing. Research into patients and
caregivers perspectives of the factors which influence their choice of renal replacement therapy treatment will help
renal services to develop policy and practice which better aligns to the needs of patients (KHNZ Annual
Report 2014-2015).
Kidney Health New Zealand patient resources convey the message of patient choice, a decision
aid booklet is titled “My kidneys my choice.” The literature emphasises the importance of
educational programmes and decreasing barriers (including financial ones) as being the vehicle for
increasing home dialysis. Success factors appear to be gaining confidence in choice; feeling safe
(reassurance and ongoing education and experience, access to on-call nurses, close supervision),
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professional certainty (strong treatment recommendation from trusted doctor or nurse)
reassurance from peers (patients and caregivers experienced in doing home dialysis) and
overcoming fears.
All DHBs state they have a home philosophy however this is applied in different ways. In some
DHBs in-centre dialysis is not a possibility as the facility based service is very limited (South
Island) or a harder line approach is taken to the modalities that are available to patients (Waikato
and Taranaki have high home dialysis, in particular PD). Taranaki use cognitive tests to help
identify appropriate home dialysis patients. Counties Manukau have a formal policy supported by
strict criteria for facility dialysis and have set a target of 50% for home dialysis (currently at 45%).
Capital & Coast is moving to the approach of saying to patients that choice may be limited and
directing patients in a certain direction as resources dictate. The chair of the NRAB says that how
the options are presented at the first clinic visit is important and a particular challenge is to have
agreement from everyone in the unit as to who is a suitable home patient.
Fortnum and Ludlow (2014) found that reasons for the decline in home dialysis were
multifactorial but geographical variances were inconsistent with age and race and align strongly
with active policy implementation and the presence of home dialysis ‘champions.’
Staff from renal units with high rates of home dialysis say that the most important thing is culture
– “doctors and nurses recommending home.” Or as Agar, Schatell & Walker (2015) put it, “In
Australia and New Zealand, dialysis decisions are commonly led, influenced, and encouraged by
home-savvy clinicians who understand the dual benefits for patient outcomes and provider cost
containment – both are part of the home equation.”

204

7. Options for the short-term
Chapter Summary










For the long term, a new service model is recommended and facility changes will be required, but a
quick fix is needed for the immediate capacity problems. It is important that the short-term option
chosen fits with future service requirements and the Master Health Services Plan.
Seven options were evaluated, two options utilising existing capacity (extended hours or opening on
Sundays), three options making alterations to existing facilities and two options commencing
services in other MidCentral districts (Levin and Dannevirke).
The range of additional capacity created in the options was 10 – 16 patients. This would provide
sufficient capacity for nearly two years. As this still does not allow a buffer capacity for acute patients
or peaks, new strategies to reduce the rate of facility dialysis growth need to be introduced now.
Commencing a three chair service in the Horowhenua Health Centre was favoured by the steering
group due to: match with high health need; acceptability to patients; aligned with future plans;
avoidance of further unit congestion; and low capital cost. This option would provide a potential
capacity for 12 more patients over time.
The options of extending hours in the in-centre unit, opening on Sundays or making alterations to
the in-centre unit could be kept as back-up options.

Options for the short-term were evaluated during the project due to the urgency of the capacity
problem and recognising that the long-term plan may take up to two years to implement.
Seven options were costed and assessed for strengths and weaknesses. Some DHBs have
shortened patient’s dialysis times whilst waiting for alternative facilities; this option was not
included as it would compromise patient care. Satellites were considered only in the MidCentral
DHB district due to the need to increase capacity quickly.
The additional capacity created by the options ranged between 10 and 16 patients. In May 2016
there were 87 patients having facility dialysis. Catering for an additional 12 patients would provide
sufficient capacity for about 2 years12 to allow sufficient time for implementation of the long-term
plan. The additional capacity will not allow for any buffer or peaks above the existing growth rate,
therefore new strategies to reduce the rate of facility dialysis growth will need to be introduced
now. These approaches should include: reviewing predialysis education and practices; increasing
the focus on home training; and providing more support for patients dialysing at home.
‘Appendix G – Description of short-term options’ on p 124 provides a full description of the
options with strengths and weaknesses. More than one option could be implemented, either
simultaneously or time-framed depending on need.
Option A – Extended hours Monday to Saturday in the in-centre dialysis unit.
Option B – Open on Sundays in the in-centre dialysis unit.
Option C – Alterations to the in-centre dialysis unit.
Option D – Extend the in-centre dialysis unit.
Option E – Increase dialysis stations at the White House.
Option F – Commence a dialysis service at Horowhenua.
Option G – Commence a dialysis service at Dannevirke.
12

Using the assumption of the current facility growth rate (7.9%) expected numbers of patients in May 2018 would be
101, 14 more patients than in May 2016.
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Table 29 presents the capital and operational costs for each option. It is important to separate the
two as most operational costs (primarily staffing) will occur in whatever option is chosen.
However, there are some differences in staffing profile between the options e.g. extended hours is
clearly the cheapest. In all options with additional stations, staffing costs would be phased as
patient numbers rise. Table 30 makes evaluative statements against ‘Impact for patients,’ Financial
impact,’ ‘Match with future plans,’ Most important risks’ and ‘Comment.’
Table 29: Short-term options – capacity and cost
Option

Capacitypts

A

Extended hours, incentre unit

12

B

Open on Sundays,
in-centre unit

10

C

Alterations to the incentre unit

D

Items not
costed

$
Capital

$ Operational
(pa)

Comment

$0

$140,000

Costs immediate

$0

$226,000

Costs immediate

12

$60,0001

$245,000
(start $122k)

Costs phased, start one
shift six dys/wk

Extend the in-centre
unit

16

$193,0001

$245,000
(start $122k)

Costs phased, start one
shift six dys/wk

E

Increase stations at
the White house

12

$142,761

$245,000
(start $122k)

Costs phased, start one
shift three dys/wk

F

Service at
Horowhenua

12

Staff training

$19,114

$253,892
(start $70k)

Costs phased, start one
shift three dys/wk

G

Service at
Dannevirke

12

Staff training,
facility rental

$38,0001

$259,040
(start $75k)

Costs phased, start one
shift three dys/wk

Transport

Note 1: facility costs high level estimates and require confirmation
Table 30: Short-term options – evaluation
Options

Impact for
patients

Financial
impact

Match w
future

Most important
risks

Comment

A

Extended hours

Increase in
numbers
through unit,
later finish time

Low

Yes

Unit congestion,
managing patient
flow, patient
acceptability

Cheapest option,
uses existing
capacity, can be
temporary

B

Open on Sundays

Potential
increased
disruption to
patient’s lives

Medium

Yes

Patient
acceptability,
contingent on good
rostering

Uses existing
capacity, transport
costs unknown

C

Alterations to the
in-centre unit

Increase in
numbers
through unit

Medium

Unknown

Unit congestion,
service
fragmentation,
relocating staff

D

Extend the incentre unit

No change

High

No

Financial

Cost appears
prohibitive

E

Increase stations at
the White house

No change

High

No

Financial. Requires
relocating staff

Cost appears
prohibitive

F

Service at
Horowhenua

Services closer
to home for
Horowhenua
patients

Medium

Yes

Management of
satellite processes

High numbers of
patients in
Horowhenua

G

Service at
Dannevirke

Services closer
to home for
Dannevirke
patients

Medium

Yes

Management of
satellite processes,
no support services
in facility
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A paper outlining seven short-term options to manage capacity was discussed by the steering
group at their May meeting. Commencing a three chair service in the Horowhenua Health Centre
was recommended due to the match with health need (high proportion of patients from this area),
high patient acceptability, avoidance of further congestion in the in-centre unit, suitability of
facility and low capital cost.
Options that altered existing facilities (Options C, D & E) were viewed as a poor match with
future plans and therefore poor value. Options A and C were not favoured as they would
exacerbate the current overcrowding through the in-centre unit, the view was they could be kept as
back-up options.
The Horowhenua service would start with three patients and could build up to 12 patients over
time. As a satellite service, staff would be clinically responsible to the specialist renal unit. Patients
would need to be stable and criteria would be required for patient selection and an acute pathway
in place for unwell patients. It would be expected that the pathway would involve local doctors
and some upskilling. Northland DHB have supplied their documents which the HoD and NM of
Renal have agreed could be amended for local use.
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8. Service configurations
Chapter Summary










This section discusses service configurations including those considered in 2013 – a satellite in
Whanganui and a home support service.
In 2013 the home support option ranked the highest but the status quo was chosen for economic
reasons and with the expectation that there was sufficient capacity for a decade.
The cost of the stand-alone satellite as proposed in 2013 was expensive. Incorporating satellite
services into suitable buildings with sharing of facility space and support services may make a satellite
financially feasible.
Although there is currently insufficient demand in Whanganui to introduce a sizable satellite as
previously proposed (8 stations), this is likely to change due to growth trends and unmet need.
Supported community dialysis would be very expensive if introduced for half of all patients receiving
facility dialysis (as planned in 2013), some of these patients would be capable of self-dialysis.
Supported dialysis may be appropriate if used in a targeted way as in the South Island e.g. to keep
small numbers of home dialysis patients at home if they become frail or lose their support.
Shifting significant numbers of people out of a central hub to satellites and supported community
dialysis is not feasible at this time.
The benchmarking of renal units summarises differences in workforce, opening hours and
configuration of services on p. 113.

In considering other service configurations it should be kept in mind that they would be in
addition to an in-centre facility.

Satellites
In 2013 the satellite option of eight stations for Whanganui was costed at $1M. The high cost was
mainly due to the capital outlay of refurbishment and fit-out of the building. This option was ruled
out for affordability reasons and also lack of demand (five of the 10 patients were from Marton).
Demand
On its face Whanganui still has low demand for a satellite due to the high numbers on home
dialysis – patients from Whanganui make up 27% of those having home dialysis compared to 22%
of all dialysis patients. At the beginning of June 2016, 16 of Whanganui’s 32 dialysis patients (50%)
were being treated with home dialysis (six PD and 10 Home HD).
The analysis undertaken in May 2016 showed there were 17 patients receiving facility dialysis, 12
from the Whanganui locality and five from Marton. Five of these patients were training or interim.
Of the remaining 12, seven were viewed as capable of haemodialysis training; two had declined to
learn, one was waiting for a procedure and the remaining two had other barriers. The five patients
who would be unsuitable for home HD (three from Marton and two from Whanganui) included
several people with end stage cardiac disease or cancer who would also be unsuitable for satellite
dialysis. It was clear from the patient feedback that these patients were not aware they would not
meet the criteria for satellite dialysis.
However, Whanganui has a low rate of ESKD PMP (514 compared to 675 for the MidCentral
district) so it is likely that considerable unmet need exists and that demand will increase.
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The 2013 satellite option explored was a costly stand-alone service.13 The affordability of a satellite
in Whanganui would be different if the parameters were changed to incorporating services into
more suitable buildings similar to the proposal to commence a three station service at the
Horowhenua Health Centre (refer p. 129). Capital costs are negligible and there is sharing of
facility space and support services. The Horowhenua model will enable a small service to be
introduced, numbers to build up gradually and the model to be tested in a cost-effective way.
Staffing costs in small satellites are always likely to be slightly higher due to diseconomies of scale,
however there will be savings in transport.
Given the context of increasing demand, a satellite in Whanganui will inevitably be part of future
plans.

Home support service
In 2013 the home support service was costed at $500k and based on 36 in-centre patients (48%)
moving to this service model. Three quarters of this group (27) were identified as needing full
support, 17% a sitter service and 8% a cannulation only service. Staffing was based on a ratio of
0.6 FTE for each dialysis patient with enrolled nurses providing the full supported service and
cannulation and health care assistants providing the sitter service.
The writer estimates that if 48% of current facility patients moved to this model with three
quarters requiring a full service (32 patients), the additional cost for the full service alone would be
$1M.14 Under this option, at 90% capacity, a 12 station in-centre facility would be needed (plus
home training) to meet today’s requirements with additional stations to cater for some growth.
The current in-centre facility would not accommodate this size service.15
Supported care in the community is an expensive service model but has its place if used for
appropriate patients (refer p. 114). In Canterbury, the home support service is only a small part of
their large self-dialysing population in the community (6 of 124 patients) and assists them to
maintain a cost structure which has a low proportion allocated to facilities.
The project has identified that a number of patients receiving in-centre dialysis could be selfdialysing at home. Some patients identified within the home support group in 2013 would have
been capable of self-dialysis. It does not make sense to provide community support to this group
of patients. The first priority should be to change processes and increase support for self-dialysis
before introducing a home support service, otherwise there is the risk that patients who could selfdialyse may be offered a more expensive service inappropriately.
The economic case for support at home may be more viable for a sitter or cannulation only service
should there prove demand for this.

Community Houses
In several DHBs patients are able to dialyse in unstaffed facilities. Counties Manukau has two
community houses and Capital & Coast’s home training facility can also be used after-hours.
Feedback has been that unsuitable housing affects very few patients receiving MidCentral services.

Locations were explored within Whanganui Hospital. This included a room at the end of the medical ward and
another room that was needed for other patients in the afternoon. Neither space was suitable.
14 RN $80k, EN $60K. Saving of 0.24 RN and cost of 0.72 EN plus 20% overhead per patient. Staffing FTE includes
cover.
15 The assumption made is that the house on Ruahine Street is not appropriate for continued service provision.
13
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9. Renal demand projections
Chapter Summary











The 2013 projections used 2.3% annual growth for facility dialysis, this was based on the previous
seven years which had an annual growth rate of less than 2%.
Since 2013, MidCentral’s rate of annual increase for RRT has been 4%. The increase has been in
facility dialysis and transplant which increased about 7% year on year. Home dialysis decreased by
3% annually.
The main reason that MidCentral reached capacity earlier than expected is the change in modality
mix although overall growth was also slightly higher. In addition, capacity was set at 100% utilisation
which does not allow for acute and interim patients.
Status quo demand projections at 5% annual growth estimates that the total number of patients
receiving RRT will increase by almost two thirds over the next 10 years, from 224 to 365 patients.
Two status quo scenarios estimated that the number of haemodialysis stations required would range
between 39 and 50, this is more than double the current 21 stations.
Previous demand modelling exercises show that it is difficult to estimate demand, this is particularly
an issue for facility dialysis as in-centre facilities are a major investment and capacity is relatively
fixed. Therefore it makes sense to limit facility growth and grow the community based service.
Fixing facility growth at 1% or 2% would provide a transitional path towards increasing home
dialysis rates which could reach 55% to 60% in 10 years. Haemodialysis stations required in these
scenarios would be 27 to 30 in 10 years.

Demand projections have been completed before, nationally in 2006 and by MidCentral in 2008
and 2013. This section provides a summary of previous projections and new demand projections
Previous demand modelling

National projections
For the period 2005 – 2019 incident and prevalent demand (new and total patients) was projected
to increase at an average annual percentage rate of 5% with an uncertainty interval of 4 – 6%
(Public Health Intelligence, 2006). Only 40% of this growth was estimated to result from
demographic factors such as rising population and ageing. The remaining 60% was attributed to
epidemiological trends such as rising Type 2 diabetes and health service factors such as increases in
eligibility and acceptability of RRT.

MidCentral projections
2008 Renal Services Plan
This plan provided comprehensive modelling taking up one third of the body of the document.
The scenarios for growth included the status quo, changed modality choices, early referral,
improved management of CKD, best practice (early referral & improved management of CKD)
and maintenance of the transplant rate. All scenarios were based on annual growth rates of total
RRT at 7% to the year 2012 and 5% thereafter. Expected numbers of dialysis patients and
proportions of in-centre dialysis for the year 2017 were:
1. No change – 252 dialysis patients, 119 in-centre (47%)
2. Improved modality choice and early referral – 252 dialysis patients, 90 in-centre (36%)
3. Improved management of CKD – 223 dialysis patients, 105 in-centre (47%)
4. Best practice – 223 dialysis patients, 80 in-centre (36%)
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5. Best practice with maintenance of transplant rate – 211 dialysis patients, 75 in-centre (36%)
The main differences between the projections and current numbers are:

Total number of patients is much less (144 dialysis patients currently).

Transplant numbers have increased and the proportion has remaining steady (this was expected
to decrease except for 5. transplant scenario).

The proportion of home dialysis was projected to be higher and facility dialysis lower in all
scenarios. The range of home dialysis across the scenarios was 37 – 41% of all RRT which
compares to 27% currently.
The plan identified a range of possible actions. Although some have been implemented it is not
known to what degree this has impacted growth.
2013 Future Development of Renal Services for Whanganui & MidCentral DHBs
The demand projections in this paper focused on facility dialysis only. Because the earlier expected
growth had not eventuated, projections based on historical data of haemodialysis treatments used
2.3% annual growth. Table 31 shows the data used, average yearly growth for the previous seven
years was only 1.9% which formed the basis of the forecast. The work projected 77 patients in
2017 and the capacity of 88 patients being reached in 2022. The fluctuation in volume is clearly
evident in Table 31, e.g. treatments in the last two years of the forecast (2011/12 and 2012/13)
were much less than the two years before.
Table 31: Basis of 2013 projections – historical number of facility haemodialysis treatments

HD treatments

2006/07

2007/08

2008/09

2009/10

2010/11

2011/12

2012/13

9571

9767

9308

10626

11022

10406

10560

2.0%

-4.7%

14.2%

3.7%

-5.6%

1.5%

63

60

68

71

67

68

Yearly change %
Estimated patients

61

Average
annual growth
1.9%

Source: Data quality and information

Table 32 shows the growth in facility haemodialysis treatments post-2013 which has been higher –
7.5% average over three years.
Table 32: Post 2013 – Facility haemodialysis treatments and growth
Average
annual growth

12551

2015/16 (extrap
YTD May)
13107.3

7.0%

11.0%

4.4%

7.5%

72

80

84

2013/14

2014/15

HD treatments

11303

Yearly change %
Estimated patients

Source: Data quality and information

Problems with demand and capacity models
The assumptions and approaches used over the last decade have been unable to accurately
estimate total demand or the modality mix for the MidCentral service.
Overall growth in RRT has been 2.8% over the last decade and 4% for the last few years. The
national projections of 2006 and those in the 2008 Renal Services plan overestimated growth.
Transplant achieved a larger proportion than projected and the proportion of facility dialysis
steadily increased over the decade. Home dialysis decreased.
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The facility dialysis projections in 2013 used historical facility dialysis data which on its face was a
reasonable thing to do. Capacity has been exceeded because:

Overall growth has been slightly higher than 2.3%. The analysis shows marked variability in
growth across the country and projections do not factor for fluctuating volumes – this can
make a big difference when dealing with small numbers of patients such as the population that
receives RRT.

The method used haemodialysis treatments to estimate the number of patients which slightly
underestimated the number of actual patients.16 Local information systems must be used when
up-to-date information is required due to the significant lag time with ANZDATA.

Capacity was set too high. The maximum service level was set at 100% capacity which assumed
every station would be used for permanent outpatient dialysis. Capacity should be less than
100% to cater for acute and interim patients.

Modality proportions have not held as described in the current state section of the document.
This is the most significant reason for exceeding capacity. Table 33 compares modality
proportions in December 2013 with the current situation. The right hand column shows the
current expected numbers if the modality proportions had not changed – there would have
been more patients treated with home dialysis and less with facility dialysis or transplant. If
2013 proportions had been maintained, capacity for facility dialysis would not have been
reached in 2016.
Table 33: Modality proportion comparison Dec 2013 to May 2016
Modality

#
Dec 20131

%
Dec 2013

Current #
(May 2016)

Current %
(May 2016)

Estimated
current # at
2013 modality %

44

22%

34

15%

48

Home haemodialysis

25

12%

24

11%

27

Facility haemodialysis

701

34%

87

39%

77

Transplant

65

32%

79

35%

71

Total

204

100%

224

100%

224

Peritoneal dialysis

Note 1: ANZDATA numbers for 31 Dec 2013 were used in order to present numbers for all modalities and were the closest available to
the date of the August 2013 paper. 72 patients were reported as having facility dialysis in the paper.

Demand modelling – 2016 to 2026
Five percent growth across all RRT was used for demand modelling. This was based on growth
trends nationally and also for the MidCentral service which has experienced 4% growth in recent
years. Furthermore, the at-risk population is still rising due to increasing Type 2 diabetes and the
changing demographics (more older and Māori and Pacific people). The analysis of service users
also indicate there is unmet need.
The modelling used existing patient numbers as the start point and linear projections. While
complicated methods could be undertaken (such as in 2008) the experience of the past has shown
this is likely to be of little benefit.

16

The patient management system captures facility haemodialysis by the number of treatments rather than patients as
per Ministry of Health data requirements. Patients are estimated on the assumption of 3 dialysis treatments per week
(13 per month or 156 treatments per year). The actual number is less (average 12.2 per month or 146.1 per year for
2014/15 therefore using 156 will slightly underestimate patients.
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The starting number of stations is 24 which is above the current number of 21. This is based on
the facility catering for two patient sessions per day Monday to Saturday and 90% utilisation.
Peritoneal dialysis and home HD are a combined category.
Status quo demand scenarios
Two status quo scenarios are presented:
1. Continuation of the current level of facility haemodialysis growth at 7.5% annually (Table 34).
2. Maintaining current modality proportions (Table 35)
In both scenarios the number of total patients receiving RRT is set at 5% annual growth which
results in numbers increasing by two thirds over the next 10 years. Transplant is set to 5% and
therefore also increases by 63%.
The change between the two scenarios is the mix of facility and home dialysis, the number of
patients receiving facility dialysis doubles in scenario one (from 87 to 179) and home dialysis
numbers remain static as the relative proportion declines. In scenario two, all modalities increase
by 63% and the number of patients receiving facility dialysis rises from 87 to 142.
Table 34: Status quo 1 – Continuation of facility haemodialysis growth at 7.5% annually (5% annual growth
for RRT)
Patient numbers
2015/16
(current)

2020/21
(5 years)

2025/26
(10 years)

Growth over
period %

% at beg
period

% at end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

125

179

106%

39%

49%

Home dialysis

58

60

57

-2%

26%

16%

Stations required at
7.5% facility growth1

24

35

50

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week
Table 35: 2. Status quo 2 – Maintaining current modality proportions (5% annual growth for RRT)
Patient numbers
2015/16
(current)

2020/21
(5 years)

2025/26
(10 years)

Growth over
period %

% beg
period

% end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

111

142

63%

39%

39%

Home dialysis

58

74

94

63%

26%

26%

Stations required at current
modality percentage1

24

31

39

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week

If annual growth was 3% and current modality proportions were maintained, 32 stations would be
required in 10 years.
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Figure 27 shows that the number of stations required for facility dialysis in the status quo options
would range between 39 and 50 within 10 years (at the current schedule of two patient sessions
per day six days a week). Compared to the current 21 stations, this is double or more. This level of
growth would require steady expansion of facilities. Because in-centre facilities are a major
investment and capacity is relatively fixed it makes sense to limit facility growth and grow the
community based service.
Figure 27: Status quo scenarios and number of stations required – Scenario 1. 7.5% facility growth annually
and Scenario 2. Maintenance of current modality proportions

Assumes 5% growth in total RRT, 5% transplant growth and stations at 90% capacity (4 patient sessions per station per week)

New demand scenarios
Two new scenarios are presented:
1. Fixed facility haemodialysis at 1% (Table 36)
2. Fixed facility haemodialysis at 2% (Table 37)
As in the status quo scenarios, the total number of patients receiving RRT is based on 5% annual
growth. Facility volumes are fixed at 1% and 2%. This approach provides a transitional path
towards achieving a higher level of community based dialysis. In order to reach 60% home dialysis
(of total dialysis), facility haemodialysis would need to be fixed at about 1% annual growth for the
next 10 years. Fixing at 2% annual growth would achieve a home/facility split of 55%/45% in 10
years. Figure 28 shows that the stations required under these new scenarios rises very slowly over
the decade to a total requirement of 27 to 30 in 10 years.
Table 36: New scenario 1 – Fixed facility haemodialysis at 1% (5% annual growth for RRT)
Patient numbers
Dialysis
split end
of period

2015/16
(current)

2020/21
(5 yrs)

2025/26
(10 yrs)

Growth
over
period %

% beg
period

% end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

91

96

10%

39%

26%

41%

Home dialysis

58

94

140

142%

26%

38%

59%

Stations required at current
modality percentage1

24

25

27

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week
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Table 37: New scenario 2 – Fixed facility haemodialysis at 2% (5% annual growth for RRT)
Patient numbers
Dialysis
split end
of period

2015/16
(current)

2020/21
(5 yrs)

2025/26
(10 yrs)

Growth
over
period %

% beg
period

% end
period

Total RRT

224

286

365

63%

100%

100%

Transplant

79

101

129

63%

35%

35%

Facility dialysis

87

96

106

22%

39%

29%

55%

Home dialysis

58

89

130

124%

26%

36%

45%

Stations required at current
modality percentage1

24

27

30

100%

100%

Modality

Note 1: 90% capacity. 4 patient sessions per station per week
Figure 28: New scenarios and number of stations required – Scenario 1. Fixed facility haemodialysis at 2%
facility growth annually and Scenario 2. Fixed facility haemodialysis at 1%

Assumes 5% growth in total RRT, 5% transplant growth and stations at 90% capacity (4 patient sessions per station per week)
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10. In-centre facility
Chapter Summary










An in-centre dialysis facility is a vital part of outpatient renal services. MidCentral has outgrown its
facilities which are no longer fit for purpose and require expansion and upgrade.
In order to look at options for facilities a footprint of current requirements was developed using the
Australasian Health Facility guidelines. The footprint included all outpatient renal functions and
office space for the core clinical team.
Based on the demand modelling and the new scenarios of growing the community service, two
facility sizes were explored, a 24 station unit and a 30 station unit, both with a dedicated home
training area.
Four facility options were evaluated:
- 1. Status quo
- 2. Extension of current in-centre facility
- 3. In-centre unit located in a refurbished wing of the Northside building
- 4. New build in the decommissioned outdoor pool area
In Options 3 and 4, acute dialysis would need to be provided in the hospital.
Options 1 and 2 do not meet criteria and should be discounted. Options 3 and 4 meet criteria except
affordability, however the savings attributed to a higher level of community care should be included
in business case workings.

Chapter 9 (p. 73) provided projections of patient numbers under status quo scenarios and new
scenarios of fixing growth for the facility component of the service. The new scenarios with a
requirement of 27 – 30 haemodialysis stations were used as basis to develop the facility options.
This would cater for 96 to 106 patients at 90% capacity. Spare capacity is needed to cope with
fluctuations in numbers and acute and interim patients such as home HD patients needing
temporary in-centre dialysis. Current patient numbers require 24 stations at 90% capacity.
If necessary, satellite and supported community services can be used to supplement facility based
services.
Two facility sizes were explored:

24 station facility plus 5 station home training unit.

30 station facility plus 5 station home training unit.
Spatial requirements
In order to look at the options for facilities a footprint of current requirements was developed.
The exercise assumed that all specialist renal services would be on one site to facilitate a higher
level of team working with a separate home training area to enable the service to increase the focus
on community dialysis.
Australasian Health Facility Guidelines were used to identify requirements and the footprint
included the following spaces:

Haemodialysis treatment area including four isolation rooms.

Home training area for haemodialysis and a peritoneal dialysis room.

Separate entrance for home training / clinics and haemodialysis, each with waiting area.

Consultation rooms for outpatient clinics.
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Procedure room.
Office space for all staff.
Meeting room for MDT working and education.
Staff areas – staff room, change.
Support areas – clean/dirty utility, machine servicing and plant.
Storage areas – bulk store, machines and other equipment.

Refer Appendix D – In-centre facility requirements, p. 111 for a complete schedule of
accommodation.
Total area required was:

24 station facility plus 5 station home training unit – 1,044m2

30 station facility plus 5 station home training unit – 1169m2
Plans from other units were obtained to inform the exercise; Capital & Coast DHB’s satellite at
Porirua (24 stations), Waitemata DHB’s Northshore in-centre unit (24 stations) and community
dialysis centre at Mairangi Bay (18 stations plus 11 station home training unit) and Hawkes Bay’s
consolidated renal services (20 stations with capacity for 24 and a four station home training unit).
The Hawkes Bay design included all service functions and staff and therefore was most similar to
MidCentral’s situation. Their redevelopment is being completed in two stages. Stage 1, a
haemodialysis unit and home training unit has been completed and was mostly a new build. Stage
2, comprising the outpatient clinic area, staff offices and a peritoneal dialysis area is in the planning
stage and is a combination new build and refurbishment. The area for the Hawkes Bay
redevelopment is Stage 1 – 545 m2 and Stage 2 – 473 m2, a total of 1018 m2.
As well as exploring options centred on the location of the existing unit, other sites on campus
were explored that were large enough to fit the footprint and were possible from an infrastructure
perspective. Offsite locations were not considered due to the requirement for medical input for an
in-centre service and the support required for unstable patients.
The options evaluated included:

Option 1 – Status quo. Current in-centre facility plus the self-care facility.

Option 2 – Extension of current in-centre facility.

Option 3 – In-centre unit located in the Northside building.

Option 4 – New build in the pool location.
Acute dialysis
In Options 1 and 2 acute dialysis would be provided within the in-centre facility. Options 3 and 4
would require allocation of some space and resources in the hospital for acute dialysis. In Hawkes
Bay a three station acute dialysis service is provided in a room located close to the inpatient ward.
Staffing is one RN and an HCA and the unit operates 0930 to 1800 Monday to Saturday. This
service could run from a portion of the existing renal unit to make use of the existing
infrastructure.
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Facility options for an in-centre unit
The identified capacity requirement for the next decade is 27 – 30 haemodialysis stations to cater
for 96 to 106 patients (at 90% capacity) plus a home training unit.

Option 1 – Status quo. Current in-centre facility plus the self-care facility
Services and location – Acute and outpatient haemodialysis and nursing and medical outpatient
clinics are delivered from the hospital in-centre unit. Outpatient haemodialysis and home HD
training are delivered from the leased self-care facility on Ruahine Street. Nursing staff are based
across both facilities. The medical staff have offices in the medical services administration area.
In May 2016, 87 patients were being treated with facility haemodialysis, this is over 100% capacity
when acute and interim patients are considered. Demand modelling completed at 90% capacity
indicates that at the present opening hours the service should have 24 stations rather than the
current 21. Furthermore, the training function is incorporated within the core stations rather than
additional as in most DHBs.
In order to increase capacity the service would need to open on Sundays or move to three patient
shifts a day in the in-centre unit. This would provide for 88 patients (Sundays) or 90 patients (three
patient shifts) at 90% capacity. This is significantly less than future requirements.
The self-care facility would continue to be utilised. In theory, the use of this facility could be
extended to increase capacity however advice from facilities staff is that the significant electrical,
plumbing and building upgrades required make this impractical in a leased facility.

Option 2 – Extension of current in-centre facility
Services and location – All outpatient renal services (acute and outpatient dialysis, home training,
and outpatient clinics) would be delivered from an extended in-centre facility in the existing
location. All clinical and administrative staff would be housed in the facility.
The facilities team provided advice on the option of extending into adjacent areas in order to take
advantage of the existing space and infrastructure. Any other location on campus would require
alternative remote water treatment station, electrical upgrade and waste management, patient carparking, staff toilets, office facilities, IT requirements, medical supplies storage, back-up dialysis
machines storage and maintenance, plus meet other building and health compliance standards.
The lecture theatre and library were viewed as the only logical possibilities for expansion. These
functions would need to be relocated.
Floor area is:

Renal unit – 404m2.

Lecture theatre – 158m2.

Library – 324m2.

Total – 886m2.
This is less than the identified space required for an in-centre facility.
The footprint was reassessed to see if the service could fit into a smaller area, the first alternative
(2a) decreased several patient areas and removed staff not involved in haemodialysis (so essentially
a haemodialysis unit with home training). The second alternative (2b) removed the home training
area (121 m2).
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Option 2 a) Space removed – water plant, staff offices, outpatient clinic rooms, meeting room,
separate entrance and waiting for haemodialysis and family/whānau area, home training flat and
decrease in isolation rooms from four to two. The space requirements would be:

24 station facility plus 4 station home training unit – 765 m2.

30 station facility plus 4 station home training unit – 883 m2.
Option 2 b) Space removed – water plant and home training area. The space requirements would
be:

24 station facility – 810 m2.

30 station facility – 927 m2.
The first alternative would require other space for staff and outpatient clinics including waiting
area and storage. This would be at odds with the goal of a consolidated service. The second
alternative would require a home training area to be located elsewhere. As this function is an
important part of the strategy towards achieving a higher level of community based care, this
would involve finding an appropriate facility close to the in-centre unit along with space for staff
and storage. Patients would need to firstly start haemodialysis in the in-centre unit and move to the
training unit once stabilised on dialysis. This would act against the future goal of starting people
dialysing within the home training unit rather than the in-centre unit as often happens currently.
In addition there are the following facilities and engineering considerations with Option 2:

There are 11 stations connected to the loop pipework which connects to the water plant and
four machines with water purification systems attached (WRO). The existing water plant can
manage 20 stations so nine more stations could be added. A new water plant would be required
if the total number of stations exceeded 24 stations (20 on the loop plus the 4 machines using
WRO.

The existing pipework is very brittle and difficult to work with as it has been in service for more
than ten years; this would likely need replacement.

The heating, ventilating and air conditioning (HVAC) and cabling infrastructure would need to
be enhanced due to zoning requirements, the current HVAC system for renal is on the “edge”
in that the area overheats.

Renal unit electrical supply is fed from Block B Clinical Service Block 1 substation. This
substation has recently experienced the failure of a main switch feeding the renal unit, primarily
due to age exacerbated by high electrical load. Extending the existing renal facility will further
increase load and the risk of failure would increase to high (cost and disruption would be
significant).
The option was not costed due to engineering risks, low fit with business requirements and no
alternative spaces identified on site for displaced services.
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Option 3 – In-centre unit located in the Northside building
Services – All outpatient renal services (outpatient dialysis, home training and outpatient clinics)
would be delivered from the refurbished wing of the Northside building. All clinical and
administrative staff would also be housed in the facility. Acute dialysis would be provided at the
hospital.

1078 m2

Staff and services currently occupying this part of the Northside building would need to be
relocated (Diabetes Lifestyle, Quality & Risk) and refurbishment undertaken.
A concept estimate was provided by RLB quantity surveyors. The brief was to establish a “high
level” estimate of cost to construct a new renal unit in a refurbished existing building versus
building new on a brownfield site.
RLB noted that the long and relatively narrow footprint may present space planning issues and
ultimately compromise functionality. The assumption made was that no alterations to the existing
foot print or building fabric would be required – other than a small extension to make up the floor
area on the 30 station option. No allowances were made for decanting and relocation of existing
operations.
Structural strengthening for seismic compliance would not be required as the rating of the building
is >67% NBS17 and as an Importance Level 3 building (IL3)18 is not considered earthquake prone
as per national guidelines.
The concept estimate included an allowance for furniture, fittings and equipment and an accuracy
of +/- 15%. Additional is the central water plant ($224 - $269) and a call bell system ($30k).
The cost estimate was:

24 station facility plus 5 station home training unit – $4,046,000.

30 station facility plus 5 station home training unit – $4,877,000.

17

Percentage of New Building Standard. A %NBS of 67 or greater means that the building is not considered to be a significant
earthquake risk.
18 A building’s importance level reflects the number of people at risk from the building, its value to the community and whether it
has a post-disaster function.
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Option 4 – New build in the pool location
Services – All outpatient renal services (outpatient dialysis, home training, outpatient clinics) would
be delivered from a new building in the decommissioned outdoor pool area. All clinical and
administrative staff would also be housed in the facility. Acute dialysis would be provided in the
hospital.

2370m
2

Gate
1

Heretaunga St

The concept estimate included an allowance for furniture, fittings and equipment and an accuracy
of +/- 15%. Additional is the central water plant ($224k - $269k) and a call bell system ($30k).
The cost estimate was:

24 station facility plus 5 station home training unit – $6,771,000.

30 station facility plus 5 station home training unit – $7,527,000.
Evaluation
Table 38 presents an evaluation of the options against criteria. In summary:





Option 1 (Status quo) – does not meet any criteria except affordability and needs to be
discounted.
Option 2 (Extension of current unit) – is an improvement on the current situation but cannot
fit the whole service, would increase the risk to existing infrastructure and would expand into
space that may be better suited to acute services. This option should also be discounted.
Option 3 (Refurbishment of Northside) and Option 4 (New build in pool area) both perform
well against criteria except affordability. The refurbishment is less costly although may
compromise design. The feasibility and costs of relocation and decanting are not included in
Option 3, these could be considerable.

When assessing the affordability of a new facility, the savings attributed to implementing a higher
level of community care should be included.
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Key for evaluation:
√√ – Meets criteria well
√ – Meets criteria to some extent
X – May not meet criteria / some concerns
XX – Does not meet criteria
Table 38: Evaluation of in-centre facility options
Criteria19

1. Strategic fit
Aligned with strategic direction
Takes into account regional
uncertainties
Is able to meet government targets

2. Meets DHB business needs and
service requirements
IL4 services provided from IL4 compliant
facilities

3. Business continuity
To increase ability to deliver critical
services in a major natural disaster
Enables continuity of services during
investment period

1. Status quo

2. Extension of
current in-centre
facility

XX
Facility not
compliant
Insufficient
capacity

X

4. New build in
pool location

√√

√√

Constrained
footprint

Home training
focus and services
closer to home
Frees up prime
facility space

Home training
focus and services
closer to home
Frees up prime
facility space

X

√

Improves
compliance but too
small for all
services
Library & lecture
theatre to be
relocated

Compliant facility,
co-located service,
shape of building
may compromise
design
Relocation of other
services

√
XX

3. Refurbishment
(Northside
building)

√√
Compliant facility,
co-located service

X

Existing water pipe
systems at risk of
rupture in seismic
event

Pressure on
existing
infrastructure.
Decanting
required

√

√

Incorporated into
design

Incorporated into
design

4. Quality
To improve the ability to meet quality
standards in future

XX

√

√√

√√

5. Efficiency
To increase the operational efficiency
and productivity of hospital services

XX

Dependent on
degree of colocation

√√

√√

6. Workforce
To attract and retain a clinical workforce
to maintain service coverage

XX

√

√√

√√

7. Patient and carer experience
To improves the patient and carer
experience of hospital services through
a patient-centric facility design

XX

√

√√

√√

8. Ability to adapt
Increase the flexibility of hospital
facilities to respond to future changes
and ensure we can adapt to changing
models of care

XX

X

9. Affordability
Can be met from likely available funding
and does not displace other DHB
priorities
Does not require a major increase in
operational costs

√

√
√√
Most affordable

Capital unknown,
significant
upgrades but
cheaper than new
facility.

Note 1 – CWP – Central Water Plant ($224k - $269k) and a call bell system ($30k)
19

DHB investment prioritisation criteria

√

√

Supports focus on
home

Supports focus on
home

X
$4.05M (24 +5
stations)
$4.88M (30 + 5
stations)
+ additional
$300k1
Excl. relocation

XX
$6.78M (24 +5
stations)
$7.53M (30 + 5
stations)
+ additional
$300k1
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11. The plan and recommendations
The context for renal services is continuing growth. Since the renal unit was built in 2000 there are
50% more patients being treated with RRT (224 vs 144). Over the last decade annual growth
averaged just under 3% which was less than for New Zealand, however the rate of growth has
accelerated since 2013 and has averaged 4% annually. This is likely to continue as MidCentral’s
rate of RRT is slightly lower than New Zealand and the population has a higher proportion of
those of Māori and Pacific ethnicities and older people who have higher rates of chronic kidney
disease (CKD).
There are two key changes that have occurred within the group receiving RRT; the modality mix
and ethnicity proportions. As for New Zealand, MidCentral has experienced a trend toward more
facility dialysis. When the renal unit was built there were 16 patients receiving haemodialysis, now
there is 87 and the proportion of home dialysis has plummeted from 80% to 40%. MidCentral has
a higher proportion of facility dialysis compared to New Zealand and the rate of increase has been
particularly steep since 2013 with an associated decline in the proportion of home dialysis. The
increased complexity of dialysis patients is likely to be a contributor to the recent change.
However, in respect of the modality mix overall the literature contends that the health care team,
cultural factors and arrangements of health care provision are important as well as patient factors
such as demographics, primary disease and co-morbidity (Wilkie, 2011).
There is considerable disparity by ethnicity across the populations being served by the MidCentral
service. The prevalence rates for Māori and Pacific patients are very high, particularly for Pacific
people at more than five times that of Other. The numbers of Māori and Pacific patients has
increased markedly over the last five years while there has been no growth for those of Other
ethnicity (Figure 4, p. 16). There is also disparity between the DHB districts. Compared to
MidCentral, Whanganui has a lower rate of access to dialysis across all ethnicities, particularly for
Pacific people and Other. At the same rate as MidCentral, Whanganui would have 42 patients
receiving dialysis rather than 32.
Early detection and effective management is known to reduce the number of people in whom
CKD progresses. The detection and management of CKD in primary care is variable across the
district and there are issues with access and engagement with the target population. This leads to
late referrals and poorer outcomes. Stakeholders recommended CKD be afforded a higher priority
along with resources for implementing the best practice guideline in primary care. Pacific people
are a particularly high need population and tend to present later so are less likely to be well
prepared for dialysis. Low health literacy and language issues are a barrier to appropriate
management of CKD and also to a home dialysis modality.
Chapter 5 (p. 56) presents a summary of consumer feedback using patient’s own words and
provides some insight into the considerable challenges that patients face including coming to
terms with ESKD and the onerous nature of dialysis treatment. Patients receiving facility dialysis
described problems with the physical environment, service processes and patient care and if
travelling, wanted services closer to home. Waiting in a corridor, exclusion of family/carers and
lack of privacy were major concerns. The culture and technical/ intimidating nature of the incentre environment was described as being at odds with self-care and gaining confidence to go
home. Patients across the service desired better communication and to be listened to, to have
more involvement in their care.
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Home dialysis patients described advantages of this modality such as feeling physically better and
having the flexibility of being able to dialyse in their own home when it suited them. A top issue
was having more support 24/7, whether this was reassurance or of a more practical nature and
knowing where to seek help (see ‘From pillar to post’ p. 62). Patients found that their GP was not
always sufficiently informed for shared care and thought communication between primary and
specialist services should be improved. Patients identified gaps with nephrologist reviews; in-centre
patients have no reviews, long-term patients have insufficient reviews and there are no outreach
clinics in Whanganui or Horowhenua.
The NRAB access guidelines advocate a multidisciplinary approach to assessment and care, early
referral for timely evaluation, conservative care as a treatment option, transplantation as the
treatment of choice for medically suited patients, home-based dialysis for those requiring dialysis
therapy and dialysis in a renal unit for patients unable to undertake home-based therapy.
MidCentral clinicians use the access guideline however they report problems with clarity and
interpretation and sometimes feel pressured by patients and families. A process developed to
promote consistency has not been introduced due to resources. In respect of the NRAB guidance
the MidCentral service has:

a well-structured multidisciplinary approach towards assessment and care;

variable performance with early referral;

an excellent conservative treatment pathway with well-developed processes;

made significant improvements to transplant processes which are now manually tracked,
however timeframes for required tests and procedures lengthen the work-up timeframe and
therefore decrease the number of transplants achieved;

declining home dialysis; and

increasing facility dialysis.
The relative size of the home service has decreased year on year and MidCentral has a particularly
low proportion of PD. Peritoneal dialysis is relatively portable, easier to learn and is the most costeffective. People that start and stay on PD for the first three to four years live about 20-30%
longer than those who stay on hospital dialysis (Ministry of Health & Kidney Health New
Zealand, 2013). The proportion of automated PD is also low, one quarter compared to one half
for New Zealand. Automated PD may suit patients that need help from family as this is performed
by a machine overnight (compared to four bag exchanges over the course of a day).
Demographics are a factor in modality mix, however the project analysis, discussions with DHBs
and literature revealed that this is also influenced significantly by the modalities available to
patients, the approach to choice and predialysis processes. In some DHBs facility dialysis is not
provided as an option, either because there is a limited service or because policy and processes are
highly geared towards home dialysis. Canterbury and Southern DHBs achieve 85% and 92% home
dialysis respectively. These DHBs have a lower need population compared to MidCentral (half the
proportion of Māori and Pacific people) but it is evident that the limited availability of in-centre
dialysis, and approaches centred on training and home dialysis, are key to achieving these high
home dialysis rates.
MidCentral clinicians encourage home dialysis but accept patient’s choice. Audits identified that
some patients declined to learn home dialysis and a number of patients do not achieve their
modality choice of home dialysis. There are multiple reasons why people do not choose home
dialysis beyond their physical and cognitive state. Patients talked about a lack of confidence in
performing dialysis, lack of support at home or from the renal service, the low profile of PD in the
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community and attitudes to self-management. A strong recommendation was made to include
home dialysis patients in the predialysis process as in other DHBs. Including ‘expert patients’ is
supported by the literature, as is a focus on education and decreasing barriers. One author
emphasises the importance of clinician’s approach, “dialysis decisions are commonly led,
influenced, and encouraged by home-savvy clinicians who understand the dual benefits for patient
outcomes and provider cost containment – both are part of the home equation” (Agar et al.,
2015).
A key question to be answered is, what should the split of facility and home dialysis be for
MidCentral DHB? In an international context NZ compares very favourably and is often referred
to as being at the front end for home dialysis (Wilkie, 2011). Previous local and regional plans have
identified 60% home dialysis as the target (MidCentral Renal Services Plan 2008 and the CRRN
2011/12 Action Plan). While there is no national standard, this level still seems appropriate as a
minimum target (as opposed to 80% in 2000) noting that the dialysis population has become more
complex over time. Waikato DHB has been identified as an appropriate service to benchmark with
based upon a similar demographic of patients and an active home policy. Waikato has 29%
combined Māori and Pacific population compared to 24% for the MidCentral service. In March
this year Waikato’s modality mix was 39% facility haemodialysis, 43% PD and 18% home HD.
MidCentral had 60% facility dialysis, 24% PD and 16% HD – the big difference is the proportion
of PD.
Home dialysis improves survival and quality of life and is least expensive. At current patient
numbers, approximately $900k could be saved every year if there were 60% of people on home
dialysis rather than 40%. Therefore it seems reasonable to take a stronger line with modality
choice, noting that in a capped funding environment, cost growth in one service impacts on other
services. A number of DHBs are planning for all future growth to be in community dialysis with
no additional funding for facility dialysis.
The credentialing committee noted that MidCentral’s renal service is a team of dedicated
professionals who work collaboratively and cohesively together. The size of the specialist renal
team has expanded over the years and the 33 FTE team includes three Nephrologists and 8.0 FTE
senior nursing staff that cover various components of the service relating to the preparation and
provision of RRT (predialysis, in-centre HD, PD, Home HD, transplant). These roles need to
work together better to improve service responsiveness, provide more support for patients and
have a coordinated approach that more actively works with patients to dialyse at home.
The service has worked hard to promote, educate and support the primary sector with pathways to
follow for the care of patients with CKD. Continued input and an integrated approach will be
needed to improve early management of CKD. The collaboration with palliative care is advanced
compared to most other DHBs and is functioning very well.
The department also has strong relationships across MidCentral Health. A comprehensive
inpatient consultation service is provided as patients requiring the input of the renal service are
managed by many specialities (only 80% of inpatients receiving haemodialysis are under the renal
service).
Renal patients also receive the services of many other departments, e.g. radiology, pathology,
surgery, allied health services (particularly dietetics and social work) and Māori Health. The
amount of social work input should be reviewed to ensure that patients have adequate assistance
and there is limited Whānau ora Facilitator services for home patients. A closer relationship with
general surgery is needed to work on processes for permanent access for dialysis (vascular for
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haemodialysis or a catheter for PD). This is not timely and improving this would be a major step
toward increasing home dialysis rates. Between 2010 and 2014 MidCentral has the highest rate in
New Zealand of new patients starting on haemodialysis, the future service plan should include a
target of 50% for dialysis patients starting on PD (Taranaki and Waikato achieved 47% and 48% in
2014 compared to 24% for MidCentral).
The renal team has been managing under considerable strain due to the influx in in-centre
numbers and lack of appropriate facilities. The service has been operating over capacity since late
2015 which has required ‘juggling’ to fit everyone in, prioritising of patients and using other spaces
for dialysis (machine repair room or CCU). The service is at risk of not being able to cater for any
increase in numbers that may result from growth, an increase in incidence due to unmet need,
acute or interim patients or patients surviving longer. A priority for the service is review of
predialysis processes to reduce new patients starting on in-centre haemodialysis.
The current capacity problem requires action now. The project considered seven options to
manage capacity for the short term whilst the long term plan is being implemented (Chapter 7, p.
68). Commencing a three station service at Horowhenua was the preferred option. This is a low
cost satellite in an area of high need. Investment into training and establishment of oversight
processes will be required. If this model is successful it can be continued in the longer term (along
with the introduction of other satellites) and thus provide capacity in addition to the in-centre
facility. Given the context of increasing demand, a satellite in Whanganui will inevitably be part of
future plans and Dannevirke is another possibility. Tararua currently has low demand but
providing services for the adjacent Wairarapa population would bolster demand. The introduction
of further satellites and supported community services can be explored once the service has
embedded the appropriate service model.
The facilities are far too small and are in urgent need of upgrade. Treatment bays are only 60% of
national standards, stations have been fitted into rooms not designed for dialysis and where
patients cannot be seen from the nursing station and there is inadequate room when emergencies
occur. Families/carers are an important part of a patient’s support system but are excluded. A
dedicated home training unit is lacking, this is part of a modern day renal facility and is needed to
keep new patients separate from in-centre patients and ensure a high focus on home training.
Instead, the self-care unit has become an overflow for the in-centre unit rather than an
environment conducive to self-management.
A renal IT system is needed to track renal patients as they have a complicated journey involving a
number of departments e.g. cardiology and nuclear medicine for transplant work up and general
surgery for permanent access procedures. Monthly blood results also require review and trending.
Currently all tracking and monitoring is completed manually in spreadsheets or hard copy forms.
The key problems for the MidCentral service are:

Uncontrolled facility dialysis growth which has caused financial, workforce, service pressures
and dissatisfaction with services.

Facilities which are too small for the size of the service and unsuitable to support quality service
provision and achieve service goals.

Services that are increasingly located centrally which impacts negatively on peoples experience
and is at odds with the principles of services closer to home, self-management and partnering
with patients.
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A new service configuration will not solve these problems however changes to approaches and
infrastructure will. MidCentral Health needs alternative facilities, new strategies and targeted
resourcing to assist in the implementation of existing service goals.
The two key recommendations in the 2008 Renal Services plan still hold today and should
continue to be the basis of future planning across the continuum:

Intervene earlier in the course of CKD; and

Appropriate mix of modality options.
As identified in various local, regional and national plans, and again in this project, successful
implementation of these goals will improve the patient experience, achieve better health outcomes,
reduce disparities and reduce the per capita cost of health care. The new model of care resulting
from implementation of the plan is described below.

New model of care
Implementing the new primary guidelines will result in improved consistency of detection and
management of CKD. This will slow CKD progression and ensure earlier referral which is
associated with better outcomes. Increased input of the secondary service will provide
additional support for primary care and improve communication.
A strengthened predialysis process will inform patients and families of the home policy early,
provide a treatment recommendation using the principle of peritoneal dialysis first and
involve ‘expert patients.’ Targeted strategies will be employed to work with the rising numbers
of Māori and Pacific people.
Timeliness of permanent access will be improved and more patients will start dialysis on a
home dialysis modality which in turn will improve home dialysis rates.
A home team will work together closely with an approach of working with patients and
family/carers to enhance self-management skills and remove barriers. There will be 24/7
support for patients dialysing at home.
The raised profile of transplant and working with support services will shorten workup times
and increase transplant numbers.
There will be improved infrastructure for the service including adequate facilities with a home
training area and a renal IT system which can track patients and facilitate audit.
Work completed during the project identified that 60% home dialysis should be achievable.
Once home dialysis rates have improved then other service configurations such as satellites
and community support can be introduced in targeted ways to help manage growth and keep
people at home or closer to home. The Horowhenua satellite will enable the establishment of
a satellite framework.
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Alternative facilities
Facilities will always be necessary for specialist renal services – for inpatient care, dialysis for acute
and dependent patients and home training for haemodialysis.
The specific requirements for dialysis facilities depends on the size of the facility haemodialysis
component of the service and also whether services for dependent patients are provided centrally
only or complemented by satellite facilities (as in Northland, Auckland, Waikato), unstaffed
community houses (Counties Manukau) or staffed community dialysis (South Island).
There are various modalities available for RRT. Community based modalities (PD and home HD)
are flexible models of care that can readily expand (or contract) without significant impact on
infrastructure such as facilities and to a lesser extent, workforce. Most of the infrastructure for
transplant are centred close to the time of transplantation. Investment into supporting self-dialysis
in the community is low cost compared to facility dialysis, benchmarking showed that MidCentral
is resourced to a higher level than DHBs with a higher proportion of home dialysis.
In the future, the location of dialysis for MidCentral needs to be more community based, however
an in-centre facility is still needed and MidCentral has outgrown its renal facilities which need
urgent attention.
Based on the projections in Chapter 9, a very large (or more than one) facility would be required to
cater for status quo growth over the next decade. Patients requiring RRT are projected to increase
from 224 to 365 by 2026 which would require 39 to 50 dialysis stations under status quo scenarios.
MidCentral currently has 21 stations.
An in-centre facility is a major investment for the DHB and as such should have a lifespan of a
decade or longer. Because an in-centre facility has a fixed capacity (like a hospital) it is not well
placed to cope with expanding growth, therefore the strategy should be to fix the facility
component of the service as much as possible and grow the community based service – this meets
all triple aim criteria. Demand modelling fixing facility growth at 1% and 2% identified that
between 27 and 30 stations would provide sufficient capacity for a decade.
The starting point for facility requirements needs to be based on current in-centre haemodialysis
patient numbers – it will be easier to work with new patients and support them to go home rather
than the existing in-centre population, some of whom have been in-centre for years. The
evaluation of four in-centre facility options are described in Chapter 10 (p. 79) and identified that
the current in-centre location, even if extension is possible, does not meet criteria. Two options
elsewhere on campus for a 24 and 30 station unit (plus home training unit) were evaluated with
high level costings, a refurbishment using part of Northside and a new build in the
decommissioned pool location. Both these options met criteria and had a cost range of $4.35M $5.2M for the refurbishment excluding relocation costs and $7.1M - $7.8M for the new build. In
these options, an area for acute dialysis would need to be set aside in the hospital (three or four
stations).
Concluding comment
Just over 15 years ago the renal service was an add-on to the medical service. The service has
developed under the helm of experienced renal leadership and a dedicated team achieve well
against many quality indicators.
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A new direction is necessary now, growing a community based service requires more than wishing
it to happen and the service needs to introduce new strategies to meet the continual challenges of
growing demand.
The demand modelling proposed that it would take 10 years to rebalance the current model if
facility growth was fixed at 1%. The writer suggests that it is possible to make gains much faster,
say in three to five years. This will require significant changes to infrastructure and service delivery
supported by a service plan, appropriate resourcing and focused leadership.
Recommendations
1. That best practice guidelines identified in the 2015 National Consensus Statement ‘Managing
CKD in Primary Care’ are implemented in primary care. This should include:

Providing more support to practices as occurred within the Horowhenua project –
education on kidney disease, map of medicine and helping practices with identification,
coding and recall systems.

Incorporating CKD within the existing chronic care programme and identifying how
intensive management will be provided for those at high risk of progressive CKD.20

Audit to provide feedback on performance.

Increased involvement of specialist services to educate, provide advice for complex
patients and improve communication.
Introducing the primary guidelines should take a DHB/PHO co-design approach to
implementation as there will be resourcing and financial impacts.
2. That the profile of transplant is lifted within the renal service, MidCentral Health, primary care
and the community with the aim of achieving more transplants. Priority should be placed on
engaging with support services to shorten work-up timeframes for donors and recipients.
Transplantation is the gold standard treatment for ESKD and provides better quality of life,
longer survival and is less costly than dialysis for eligible patients.
3. That a three chair service in the Horowhenua Health Centre is commenced.
This option was evaluated as one of seven options in the project and was favoured by the
steering group due to match with high health need and acceptability to patients; alignment
with future plans; avoidance of further unit congestion; and low capital cost. The capacity is
12 patients over time and would enable the service model of a satellite to be tested. The
possibility of providing training and using the satellite as a step down unit for home should be
explored. Other short-term options of extending hours in the in-centre unit, opening on
Sundays or making alterations to the in-centre unit could be kept as back-up options.
4. That the home dialysis service is expanded with a target of 60% of all dialysis.
The project has identified that it is possible to decrease facility dialysis and expand the home
dialysis service, particularly peritoneal dialysis. A proactive multi-pronged approach is needed
to make this happen. The predialysis process should be reviewed with the involvement of
experts, visits to DHBs doing well in this area and education of staff. Patients need more
support and strategies should include:
An example of a successful targeted approach was the Defend randomised controlled trial – community health
workers visited Māori and Pacific patients at home to encourage adherence to medication and adjusted medication
according to an algorithm.

20
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Predialysis and home training and support

Providing information to the patient and family about the home policy as soon as renal
replacement therapy becomes a possibility.

Providing patients with a treatment recommendation using the principle of peritoneal
dialysis first if clinically possible (peritoneal dialysis is quicker and easier to learn and costeffective).

Involvement of ‘expert patients’ in the predialysis programme including giving patients the
opportunity of seeing a bag exchange or visit to a home haemodialysis patient for those
unable to do peritoneal dialysis.

Targeted approaches with people of Māori and Pacific ethnicity.

Wide promotion of the new approach with staff, patients, primary care and the community.

Increased social work services to identify barriers and the required supports and
psychology and self-management programmes to support change and enhance motivation.

More support for patients at home including a 24 hour call service and respite support for
family and carers of home haemodialysis patients.

Introduction of a home team with capability across both modalities to facilitate better team
working and support for patients.
Renal access

Work with surgical services to improve timeliness of renal access so that:
o Patients start dialysis with access formed to facilitate successful training and assist in
keeping patients away from the in-centre environment
o Peritoneal dialysis patients requiring catheter replacement can go back onto peritoneal
dialysis quickly (long periods on haemodialysis increase the risk of peritoneal dialysis
failure)

Explore insertion of peritoneal dialysis catheters by nephrologists as occurs in some DHBs.
5. That it is acknowledged that the current facilities for renal services have been outgrown and
alternative facilities for in-centre services are progressed as part of the Master Health Services
Planning process. The ideal configuration is a facility that caters for the whole service. A facility
large enough for 30 stations and a home training unit would fit with the modelling undertaken
in the project.
Expanding dialysis at home will not negate the need for facility changes. The size of the incentre hub has to factor for current in-centre numbers and include dedicated facilities for
home training and respite care. Two options that meet criteria are described in Chapter 10.
High level costings for a 30 station unit are $5.2M - $7.8M.
6. That other models of care are explored once home dialysis rates have improved and all
strategies are in place to support people self-dialysing at home.
Other models such as satellites and supported community dialysis are expensive and need to
be introduced across the MidCentral and Whanganui districts in targeted ways to manage
growth and keep people closer to home. These options would be for stable patients, those
who are complex/unstable would still need to travel to the in-centre unit.
7. Medical reviews
a. That patients receiving in-centre dialysis have regular medical review and patients
receiving long-term RRT have more frequent medical review.
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b. Outpatient clinics are provided in outlying areas starting with Whanganui.
8. Systems and quality
a. Service key performance indicators are revaluated to include the key indicators that
show success and these have a higher level of visibility in the service.
b. Progress a renal specific IT system to track patients, facilitate audit and service
improvement.
c. Undertake an audit of late referrals to help identify gaps in care and the steps
necessary for improvement.
d. Hold regular radiology meetings to review imaging.
9. That a business case for resources to implement the Renal Services Plan (2016) is prepared.
Investment into systems and processes to prevent acute events and achieve higher transplant
and home dialysis rates are clearly cost-effective.
10. That the DHB service level agreement with MidCentral Health reflects more closely the goals
of the service.
The historical practice has been to increase funding for facility dialysis each year.
Subsequently, monitoring has focused on these targets.
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Appendix A – Glossary and abbreviations
Term

Description

ACNM – Associate Charge
Nurse Manager

Leadership role providing clinical coordination and management of patient care
and support to the Charge Nurse Manager. The ACNM accept delegated
responsibilities and provides direct care as required.

Acute kidney injury (or
failure)

Sudden loss of kidney function over a few hours or days. Can be due to kidney
disease, a drug reaction, infection or shock after an accident. Can be temporary
or may progress to CKD and ESKD.

Anaemia

Patients with ESKD are frequently anaemic, mainly as a result of the lack of
production of the hormone erythropoietin naturally formed by the normal kidney.

ANZDATA – Australia and
New Zealand Dialysis and
Transplant Registry.

ANZDATA collects a wide range of statistics which relate to the outcomes of
treatment of those with ESKD. All renal units in Australia and New Zealand
participate.

Advanced directive

A written or oral directive by which a consumer makes a choice about a possible
future health care procedure, which is intended to be effective only when he or
she is not competent.

APD – Automated
peritoneal dialysis

A form of dialysis in which dialysis fluid is exchanged by a machine at night;
during the day dialysis still occurs slowly as dialysis solution is left in the
peritoneal cavity.

A-V fistula – Arteriovenous
fistula

A commonly used method of providing access to the bloodstream in which a vein
and an artery are joined together. After the fistula is surgically created, it can take
weeks to months until the fistula matures and is ready to be used for
haemodialysis. Fistulas can last for decades and are the gold standard” of
vascular access with low rates of complications, clotting and infection.

A-V graft – Arteriovenous
graft

Used when the patient cannot have an A-V fistula. A graft is made by joining an
artery and vein in your arm with a plastic tube. The graft is usually ready to use
about two to three weeks after the surgery. A-V grafts are more prone to infection
and clotting than fistulas and have a lifespan of approximately two to three years.

CAPD – Continuous
ambulatory peritoneal
dialysis

A form of continuous peritoneal dialysis in which dialysis fluid is exchanged at
regular intervals throughout the day.

CP – Clinical Physiologist

Previously called Technicians. CPs provide chronic and acute dialysis treatment
and technical management of dialysis equipment and water quality treatment
plant and other related equipment. CPs are a significant part of the dialysis
workforce in Auckland.

CKD – Chronic kidney
disease

Kidney damage or reduced kidney function (irrespective of the cause) that
persists for more than three months. There are five stages of CKD defined by the
level of kidney function or glomerular filtration rate (GFR). Stage 1 ≥ 90 is normal
Stage 5 (GFR < 15) is kidney failure or ESKD. GFR declines with age

CNS – Clinical Nurse
Specialist

The clinical nurse specialist is a registered nurse, who uses advanced specialised
clinical knowledge to practice within a defined specialty or specialties.

Comorbidity

The presence of multiple disorders in one individual. These simultaneous
conditions may be independent of each other, or may be correlated.

Conservative treatment
(also called palliative or
supportive care)

An alternative to dialysis or transplant that aims to manage the symptoms of
kidney failure, and includes medical, emotional, social, spiritual and practical care
for the patient and their family/whānau.

Creatinine

A waste product of muscle activity that is removed from the body by the kidneys
and excreted in the urine; high levels of creatinine represent reduced kidney
function.

CVC – Central venous
catheter

A catheter is inserted into a large vein in either the neck or chest and is usually a
short-term option; however, in some cases a catheter is used as a permanent
access. The blood flow rate from the catheter to the dialyser may not be as fast as
for an AV graft or AV fistula and catheters have a greater tendency to become
infected than the other access types because the device is both inside and
outside of the body.
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Dialysis

A treatment for kidney failure that removes waste products and fluid normally
extracted by the kidneys.

Early Live Donor Kidney
Transplant

A live donor kidney transplant performed to treat native or prior transplant kidney
failure with less than 90 days of dialysis between kidney failure and transplant.

Erythropoietin (EPO)

A hormone made by the kidneys that stimulates the bone marrow to produce red
blood cells. See anaemia.

ESKD – End-stage kidney
disease

The stage in kidney disease when treatment, such as dialysis or a kidney transplant,
becomes necessary. ‘End- stage’ refers to the end of kidney function

Fistula

See A-V fistula.

Glomerular filtration rate
(GFR)

The flow rate of filtered fluid through the kidney. The eGFR is an estimate of this
flow rate obtained from a blood creatinine test and is the best test to measure the
level of kidney function and determine the stage of kidney disease.

HCA

Health Care Assistant.

HD – Haemodialysis

A treatment for kidney failure in which the blood passes through an artificial
dialyser to remove wastes and water. Usually performed three times a week if in a
hospital or satellite or more frequently if at home.

IDF – Inter district flows

The DHB of Domicile (DoD) is the DHB that is responsible for funding services for
its resident population. The DHB of Service (DoS) is the DHB that provides the
service.
An IDF occurs when an eligible person receives treatment and the DHB of Service
is not the DHB of Domicile for that person. DHBs must reimburse each other for
IDFs.

In-centre haemodialysis

Provision of haemodialysis in a secondary care facility

Nephrology

The branch of medical science that deals with the kidneys.

NRAB – National Renal
Advisory Board

The National Renal Advisory Board advises on and monitors renal care services
in New Zealand.

PD – Peritoneal dialysis

A treatment for kidney failure in which dialysis fluid is introduced into the
peritoneal cavity to remove wastes and water from the blood. PD is done in the
patient’s home and can be at regular intervals (Continuous ambulatory PD) or use
a machine (Automated PD).

PMP

Per million population

Pre-Emptive Live Donor
Kidney Transplant

A live donor kidney transplant performed to treat native or prior transplant kidney
failure before any dialysis is required.

RN

Registered Nurse.

RRT – Renal Replacement
Therapy

Life supporting treatments for ESKD when kidneys are functioning less than 15%
(Stage 5). Includes dialysis and transplantation.

Satellite dialysis

Dialysis that takes place in a unit separate from the hospital.

Sestamibi scans

An injectable drug used in nuclear medicine imaging primarily to visualise the
heart muscle, parathyroid glands, and breast tissue.

Tenchkoff catheter

The Tenckhoff Catheter is a thin flexible tube providing permanent long-term
access to the peritoneal cavity for peritoneal dialysis. One end of this tube rests in
the peritoneal cavity, while the other extends from the body by about 10cm. The
catheter is put in place under local anaesthetic or as a minor surgical operation
and can be used two to three weeks afterwards.

Vascular access

The haemodialysis procedure requires two needles to be inserted into the
patient’s bloodstream. Vascular access provides reliable sites where the
bloodstream can be easily accessed each time. There are three major types of
vascular access: arteriovenous fistula, arteriovenous graft, and venous catheter.

YTD

Year to date
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Appendix B – Steering group and informants
Steering group
Title / role

Name

Consumers (Renal patients)

Valerie Barnes, Tony Davis, Greg Ratana

Operations Director

Lyn Horgan

Service Manager

Amanda Driffill

Medical Director Primary Care

Dr Bruce Stewart

Clinical Director

Dr Mark Beale

Medical Head Renal Service

Dr Norman Panlilio

Nurse Manager Renal

Gillian Treloar

Nurse Director Medicine, Surgery and Emergency
Services

Jan Dewar

Project Sponsors
GM Clinical Services & Transformation

Mike Grant

GM Strategy, Planning & Performance

Craig Johnston

Project Team
Project Leader

Sharon Bevins

Data / analytical
Planning & Performance Unit

John Manderson, Manager
Paul Greatorex, Operational & Performance Analyst

Business Support

Rodney Mackenzie, Manager Business Support
Clinton Duffy, Management Accountant, Business
Advisor

Commercial Support Services

Jeff Small, Group Manager
Spotless Faculty Services – Warren Crawley, Travers
Hook, Graeme Mackenize, Liam Greer
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Informants
Area / organisation

Name

Role

KHNZ Support Group

Anita Milicich
Sue Flintoff

Chairperson and renal patient, PN
Chairperson and renal patient, Whanganui

Whanganui, PN, Manawatu,
Levin

6 individuals (interviews)

Renal patients

Whanganui, PN, Manawatu,
Dannevirke, Levin

7 individuals (e-mail/letters)

Renal patients

MidCentral DHB

Dr Bruce Stewart

Medical Director Primary Care and GP

Cook Street Health Centre

Dr Stephan Lombard

General Practitioner

Central PHO

Dr Paul Cooper

General Practitioner

Joe Howells

Director of Innovation and Development

Folole Fai

Community Clinical Nurse-LTC: Pacific
Team Leader Pasifika Health Service

Horowhenua Community
Practice

Dr David Le Page

Clinical Director and General Practitioner

Health Care Development

Debbie Davies

Nurse Director Primary & Integration

Lois Nikolajenko

Diabetes CNS

Melanie Taylor

Project Support, Long Term Conditions

Maria Berrett

Coordinator, Cancer Psychology & Health
Conditions Psychology Service

Dr Norman Panlilio

Medical Head

Gillian Treloar

Nurse Manager

Dr Marilyn Aday, Dr Curtis
Walker

Nephrologists

Yan Li

Charge Nurse

Angela Stacey

CNS Home Haemodialysis

Albert Robertson

CNS Long Term Conditions Renal

Martina Sharpe

CNS Transplant

Helen Mumby, Sue Curry

CNS Peritoneal Dialysis

Robyn Perry

Clinic Nurse

Karen Chilman

Administrator

Other renal unit staff

Meeting plus email feedback

Palliative care

Dr Joy Percy

Specialist

Allied Health

Sharyn Brown

Social Worker

Tina Ambler

Manager, centralAlliance Dietitians

Surgical Services

Chris Simpson

Service Manager

Māori Health Development
Unit

Carleen Absalom
Tracy Haddon

Whānau ora Facilitator
Maori Quality Services Manager

Infection Prevention & Control

Lorraine Rees

Nurse Manager

Jan Dewar

Nurse Director Medicine, Surgery and
Emergency Services

Dr Mark Beale

Clinical Director

Amanda Driffill

Service Manager Medical

Consumers

Primary and Community

Psychology Clinic, Massey
University
MidCentral Health
Renal Services

Management
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Dr Ken Clark

Chief Medical Officer

Tracey Schiebli

GM Service & Business planning

Dr Tom Thompson

Physician

Bronwynne Anderson

Renal Resource Nurse

Julie Nitschke

Clinical Director Primary Care, Whanganui
Regional Health Network

Kidney Health New Zealand

Max Reid

Chief Executive Officer

National Renal Advisory Board

Murray Leikis

Chair NRAB, Renal Service Clinical
Leader, Capital & Coast DHB

Ministry of Health

Annette Pack

Portfolio Manager, Electives & National
Services, Service Commissioning
Clinical Director, National Renal
Transplant Service

Whanganui DHB

National and other DHBs

Nick Cross
Canterbury DHB

Wendy Cuthill

Charge Nurse Manager Dialysis Services,
CHCH Hospital

Capital & Coast DHB

Mary Mallon

Service Leader Renal, Wellington Hospital

Northland DHB

Cheryle Kiwi

Nurse Manager – Renal

Taranaki DHB

Jane Gubb

Clinical Nurse Manager, Medical and
Oncology/Renal Unit

Waikato DHB

Nicola Hagan

Charge Nurse Manager, Hamilton

Hawkes Bay DHB

Ruth Griffiths
Rachael Walker

Charge Nurse Manager
Nurse Practitioner, Home First Study Coordinator, PhD Candidate

Waitemata DHB

Janice Kirkpatrick

Charge Nurse Manager Haemodialysis

Counties Manukau DHB

Catherine Tracy
Amie Hwang
Rowena Scofield
Sally Fox

Service Manager
CNM Acute Dialysis Unit
CNM Rito
CNM Home Therapies and Community

Auckland DHB

Josaphat D. Flores

Charge Nurse – Acute & Dependent
Haemodialysis
Charge Nurse Manager Ambulatory
Dialysis
Service Clinical Director - Department
Renal Medicine

Janice McNeil
Dr Ian Dittmer
Southern DHB

Talis Liepins
Blair Donkin
Lynda Anderson

Service Manager - Oncology,
Haematology and Specialist Medicine
Associate Charge Nurse
Predialysis Nurse
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Appendix C – Data supplement
Population statistics by ethnicity and age
Ethnicity

MidCentral Whanganui

Combined

NZ

MidCentral Whanganui Combined

Var

NZ

Whanganui

Asian

10,420

1,550

11,970

521,025

6%

2%

5%

12%

-7%

13%

Maori

32,060

15,860

47,920

692,260

19%

25%

21%

16%

5%

33%

Other

121,780

43,450

165,230 2,942,520

72%

70%

71%

66%

5%

26%

4,640

1,430

285,870

3%

2%

3%

6%

-4%

24%

168,900

62,290

231,190 4,441,675

100%

100%

100%

100%

0%

27%

Pacific
Total
Age

MidCentral Whanganui

6,070

Combined

NZ

MidCentral Whanganui Combined

NZ

Var

Whanganui

0-24

59,450

20,800

80,250 1,536,050

35%

33%

35%

35%

0%

26%

25-54

62,050

22,300

84,350 1,767,020

37%

36%

36%

40%

-3%

26%

55-75

35,200

14,105

49,305

872,490

21%

23%

21%

20%

2%

29%

>75

12,200

5,085

17,285

266,115

7%

8%

7%

6%

1%

29%

Grand Total

168,900

62,290

231,190 4,441,675

100%

100%

100%

100%

0%

27%

≥ 65 years

27,490

11,150

16%

18%

17%

14%

3%

29%

38,640

625,920

Source: 2014 Population projections (Stats NZ)
Locality

Numbers

% DHB

% Combined

PN

80,082

49%

36%

Horowhenua

30,099

19%

14%

Manawatu

27,456

17%

12%

Tararua

16,854

10%

8%

8,073

5%

4%

MidCentral

162,564

100%

73%

Whanganui

42,150

70%

19%

Rangitikei

14,019

23%

6%

Ruapehu

3,945

7%

2%

60,114

100%

27%

Kapiti

Combined
222,678
100%
Source: MidCentral DHB Health Needs Analysis using 2013 Census data
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Primary statistics
Figure 29: CKD Pathway views, MidCentral DHB area

Source: Central PHO
Figure 30: CKD coding, MidCentral DHB area

Source: Central PHO
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Table 39: Renal serve statistics 2013

Incidence ESKD
treatment
District
Health Board
Northland

Number
24

Rate
(PMP)
158

Pop*
151,692

Waitemata

525,555

74

Auckland

436,341

Counties
Manukau
Waikato

Dialysis
prevalence

Number
164

Rate
(PMP)
1081

141

288

63

144

469,293

116

707,145

Hawkes Bay

Transplant
prevalence

Total prevalence
of ESKD treatment
Ratio
dialysis:
transplant**
2.3

Number
72

Rate
(PMP)
475

Number
236

Rate
(PMP)
1556

548

147

280

435

828

2.0

309

708

194

445

503

1153

1.6

247

576

1227

139

296

715

1524

4.1

84

119

472

667

181

256

653

923

2.6

151,692

25

165

97

639

78

514

175

1154

1.2

MidCentral

222,684

20

90

138

620

65

292

203

912

2.1

Taranaki

109,752

8

73

52

474

38

346

90

820

1.4

Capital Coast

600,189

72

120

250

417

263

438

513

855

0.9

Canterbury

569,952

42

74

135

237

254

446

389

683

0.5

Southern

297,423

13

44

95

319

105

353

200

672

0.9

District
Health Board

4,241,724

541

128

2576

607

1536

362

4112

970

1.7

*The source population is derived from the New Zealand Census
** This shows the number of prevalent dialysis patients for every patient living with a kidney transplant. A number greater than 1 indicates there
are more patients treated with dialysis for end-stage kidney disease than with kidney transplantation.
Incidence – the number of patients commencing dialysis treatment or pre-emptive transplantation during the calendar year.
Prevalence – the number of patients receiving dialysis or transplantation treatment for end-stage kidney disease at the end of the calendar year
(i.e. 31/12/2013).
PMP – Per million population
Unit coverage – The named District Health Boards provide dialysis and transplant services to their own population and other District Health
Boards. The DHB populations being served by the central DHBs are: Northland (Northland DHB), Waitemata (Waitemata DHB), Auckland (Auckland DHB &
Starship Hospital), Counties Manukau (Counties Manukau DHB), Waikato (Waikato, Bay of Plenty, Lakes and Tairawhiti DHBs), Hawkes Bay (Hawkes Bay DHB), Mid
Central (Whanganui and Mid Central DHBs), Taranaki (Taranaki DHB), Capital & Coast (Capital & Coast, Hutt, Wairarapa and Nelson Marlborough DHBs),
Canterbury (Canterbury, West Coast and South Canterbury DHBs), Southern (Southern DHB)

Source: New Zealand Dialysis and Transplantation Audit 2012 and 2013, NRAB Standard and Audits Subcommittee
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Diabetes and incidence
Figure 31: Central PHO – Diabetes rates (Age and
ethnicity standardised)

Figure 32: Whanganui PHO–Diabetes rates (raw)

All diabetics and total CPHO population

Diabetics and population over 15 years

Figure 33: Incidence (2014 & 2015) and prevalence of dialysis (locality of domicile)
Incidence 2014 &
2015 (Cal yrs)
DHB & Locality

Total

%

Bay of Plenty

1

Kawerau District
MidCentral
Horowhenua District

2%

1

2%

39

72%

114

78%

14

26%

28

19%

3

2%

5

9%

18

12%

15

28%

47

32%

Kapiti Coast District
Manawatu District
Palmerston North City
Tararua District
Whanganui

Prevalence (Feb 16)

5

9%

18

12%

14

26%

32

22%

2

4%

7

5%

Rangitikei District
Ruapehu District

2

4%

5

3%

Wanganui District

10

19%

20

14%

54

100%

146

100%

Grand Total

Source: Homer data (manually analysed)
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Figure 34: Incidence (2014 & 2015) compared to prevalence of dialysis (age and ethnicity)

Prevalence
(Feb 16)

Incidence 2014 &
2015 (Cal yrs)
Age

#

%

0-24

1

2%

25-54

20

37%

34%

55-74

31

57%

53%

2

4%

13%

Total

54

100%

100%

Asian

2

4%

3%

Pacific

8

15%

11%

Māori

14

26%

34%

Other

30

56%

51%

Total
54
100%
Source: Homer data (manually analysed)

100%

≥75

%

Figure 35: Incidence trends in RRT by age – NZ

Figure 36: Incidence trends in RRT by age –
MidCentral
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Figure 37: Prevalence trends

242

Figure 38: Transplant statistics, 2015

Table 40: Prevalence of RRT, MidCentral
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Dialysis statistics by DHB of domicile
People of Māori and Pacific ethnicity are over represented in the dialysis population as expected.
The proportion of Māori (34%) compares to 21% in the subregional population and half of all
Whanganui patients are of Māori ethnicity. Pacific people make up 11% which compares to 3% in
the subregional population, almost all reside in the MidCentral DHB area (Table 41).
Table 41: Dialysis patients by ethnicity and DHB, February 2016
Patient numbers
Ethnicity

MidCentral

Asian

5

Pacific

15

Māori

34

Other

60
114

Whanganui

%
Combined

MidCentral

5

4%

1

16

16

50

15
32

Whanganui

Combined

0%

3%

13%

3%

11%

30%

50%

34%

75

53%

47%

51%

146

100%

100%

100%

Table 42: Dialysis patients by locality and modality, February 2016
Facility HD

PD

Home HD

All
modalities

% Total

% Home
dialysis

Whanganui

16

7

9

32

22%

50%

Horowhenua

20

9

2

31

21%

35%

Tararua

9

7

2

18

12%

50%

45%

37%

100%

41%

Locality

PN/Manawatu

41

15

9

65

Total

86

38

22

146

59%

26%

15%

100%

Modality %






Over half the dialysis population reside in areas some distance away from Palmerston North.
Whanganui has a high proportion of home dialysis.
Over two thirds of dialysis patients (71%) live in the most deprived areas (MidCentral 63%,
Whanganui 93%). Two thirds of those living in the most deprived areas reside in Horowhenua
or Whanganui.
Three fifths of dialysis patients are male (60%), Whanganui has a higher proportion of males
(69%) than MidCentral (57%).
Just under half (45%) are 65 years and over, the breakdown by DHB was 34% for Whanganui
and 46% for MidCentral. Two percent were 85 years and over (MidCentral DHB patients).

Figure 39: APD as proportion of total PD, 2014

Source: ANZDATA
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Survival
Figure 40: Overall survival

Figure 41: PD survival

Patient Survival - PD at 90 Days
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Figure 42: PD Technique survival

Technique Survival - PD at 90 Days
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If reading in black and white, the MidCentral service is the top line in each graph
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Volumes and funding
Table 43: MidCentral Health renal service volumes 2008/09 - 2015/16
Inpatient Services (CWD)

2008/09

2009/10

2010/11

2011/12

2012/13

2013/14

2014/15

2015/16*

264

303

242

212

227

253

241

213

59

209

224

162

204

Non contact First Specialist
Assessment
1st attendance

102

93

103

95

85

84

102

107

Subsequent attendance

685

936

893

851

846

872

867

839

Recurrent home based
CAPD

349

463

370

324

416

449

380

264

140

112

117

111

107

Automated Peritoneal
Dialysis (APD)
CAPD Training
Recurrent home based
Haemodialysis

9

11

10

13

21

7

14

10

211

239

222

248

292

274

249

236

Haemodialysis Training

10

5

6

6

5

5

6

9

Incentre Haemodialysis

8509

9705

9261

9038

9333

9403

10516

10137

Incentre self managed
dialysis

798

921

1763

1369

1227

1904

2038

1878

3

229

536

474

639

539

743

678

7

7

6

2

9

1

10940

12905

13413

12836

13418

14133

15438

14683

Nurse Led Outpatient Clinics
Blood transfusions

2015/16 extrapolated from 1 July 2015 – 30 May 2016.
The purchase unit for in-centre and self-managed haemodialysis is each treatment (about 156 per year per patient) and for CAPD, APD,
home HD is patient month (about 12 per year per patient)
Table 44: MidCentral Health renal service funding 2008/09 - 2015/16
Inpatient Services (CWD)

2008/09

2009/10

2010/11

2011/12

2012/13

2013/14

2014/15

2015/16*

$820,816

$1,171,422

$779,373

$759,341

$849,986

$1,043,026

$860,548

$1,027,515

$8,850

$30,367

$32,837

$24,077

$43,079

Non contact First
Specialist Assessment
1st attendance

$46,669

$43,354

$53,636

$50,746

$43,455

$43,326

$53,339

$61,314

Subsequent attendance

$170,407

$237,239

$237,717

$232,379

$221,096

$229,919

$231,768

$300,287

Recurrent home based
CAPD

$591,726

$799,814

$745,847

$671,526

$827,745

$893,329

$773,412

$611,213

$291,064

$225,553

$237,720

$225,918

$247,727

Automated Peritoneal
Dialysis
CAPD Training
Recurrent home based
Haemodialysis

$18,126

$25,393

$27,290

$36,392

$56,264

$18,921

$38,367

$31,174

$551,337

$636,278

$552,340

$632,943

$713,244

$675,234

$622,127

$670,739

Haemodialysis Training

$150,259

$76,546

$90,064

$92,387

$73,684

$74,339

$90,443

$154,323

Incentre Haemodialysis

$3,420,533

$3,974,877

$3,414,584

$3,418,307

$3,378,335

$3,433,966

$3,893,643

$4,388,771

$210,026

$246,966

$402,477

$320,591

$275,001

$430,532

$467,216

$587,691

$0

$32,339

$74,080

$77,707

$100,472

$85,503

$119,497

$141,698

$9,757

$7,120

$5,841

$1,964

$8,961

$1,173

$5,979,899

$7,244,228

$6,387,165

$6,599,353

$6,801,043

$7,200,615

$7,409,316

$8,266,702

Incentre self managed
dialysis
Nurse Led Outpatient
Clinics
Blood transfusions

2015/16 extrapolated from 1 July 2015 – 30 May 2016
The purchase unit for in-centre and self-managed haemodialysis is each treatment (about 156 per year per patient) and for CAPD, APD,
home HD is patient month (about 12 per year per patient)
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Table 45: Renal service financials for the 6 year period 2010/11 to 2015/16
15/16
(Extrap
Apr)

Period
change

Ave per
year

2010/11

2011/12

2012/13

2013/14

2014/15

Revenue

6,175

6,907

6,759

7,050

7,526

8,131

32%

6%

Personnel

2,269

2,394

2,483

2,694

2,916

3,117

37%

7%

206

208

213

205

196

194

-6%

-1%

2,510

2,466

2,502

2,745

2,775

2,823

12%

2%

452

458

511

515

562

549

22%

4%

Total Expenditure
Operating
Surplus/(Deficit)

5,436

5,525

5,708

6,159

6,450

6,683

23%

5%

739

1,382

1,051

891

1,076

1,448

96%

Recharges

(953)

(984)

(910)

(1,071)

(1,085)

(1,084)

14%

Surplus/(Deficit)

(214)

398

141

(180)

(9)

364

Other outsourced
Clinical Supplies
Infrastruct/Non-Clinical

3%

Recharges includes clinical expenditure such as wards, laboratory, pharmaceuticals, radiology as well as commercial support and corporate
overhead.
Table 46: Renal services purchased from other DHBs
Purchase Unit
type
$

# of patients

Renal Inpatients

2010/11

2011/12

2012/13

2013/14

2014/15

Feb 16
YTD

154,571

313,687

532,881

475,882

233,899

255,525

Haemodialysis

9,922

16,052

99,618

51,593

11,906

8,334

Outpatient visit

24,084

37,997

48,823

46,789

23,362

21,524

188,577

367,735

681,322

574,263

269,167

285,384

Discharges

15

35

36

35

16

18

Haemodialysis

25

41

256

130

30

21

Outpatient visit

68

108

141

136

67

62

108

184

433

301

113

101

Over 80% of the value of all IDF outflows is inpatient services. The last two years have seen a
drop compared to the 2012 to 2014 financial years. The complexity of care and therefore the cost
for per patient increased over the period by 50% (from 2 to 3 caseweight).
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Appendix D – In-centre facility requirements
24 stations + Home
training

Waiting/reception and offices
Room / Space

Remarks

30 stations + home
training

#

m2

Total
m2

#

m2

Total
m2

1

30

30

1

30

30

Waiting

For clinic and home
training areas.

Reception / Clerical

1

10

10

1

10

10

1

12

12

1

15

15

Office - Four person
shared

For clinic /home pts
For printers, facsimile,
printer functions - divide
between clinic & HD areas
Shared spaces for all
nursing & allied staff

2

20

40

2

20

40

Office - Four person
shared

Shared doctors space

1

20

20

1

20

20

1

30

30

1

30

30

1

12

12

1

12

12

2

12

24

3

12

36

1

6

6

1

6

6

1

14

14

1

14

14

1

3

3

1

3

3

1

6

6

1

6

6

Store - Photocopy /
Stationery

Meeting Room

Interview room
Consult rooms
Bay – adjacent to
consult rooms
Training / Treatment
Room
Toilet - Public

For staff meetings,
community training. Fit
with teleconferencing
Necessary as offices open
plan
Outpatient clinics
Nurses area, write-up,
recordings
Procedure room catheters etc.

Toilet - Accessible

Total Waiting &
offices
Discounted
Circulation

30%

207

222

62.1

66.6

24

30

269.1

288.6

121.25

121.25

Home training
Training room

Double room (2 chairs)

1

18

18

1

18

18

Training room

Single room (1 chair)

2

9

18

2

9

18

Treatment room

PD training /procedures

1

14

14

1

14

14

Office - Three person
shared
Flat

Admin area

1

15

15

1

15

15

1

32

32

1

32

32

Studio with ensuite &
kitchenette (1 station

Total Home training
Discounted
Circulation

Staff Station

Separate entrance.
Waiting and family/whānau
area (could separate).
May need to be subdivided

Office - Two person
shared, 12m2
Bay - Height/weight

ACNMs, doctors

Treatment Bay Renal Dialysis
Toilet - Accessible

Will be 24 / 30 areas when
isolation rooms included.
For use by persons in
open treatment bays
For use by persons in
open treatment bays
Class S (standard) with
ensuite

Shower - Accessible
Isolation room

97

24.25

24.25

25%

Treatment areas
Waiting for in-centre
dialysis

97

Scales

1

30

30

1

30

30

2

10

20

2

12

24

1

12

12

1

12

12

1

2

2

1

2

2

20

9

180

26

9

234

1

6

6

1

6

6

1

5

5

1

5

5

4

12

48

4

12

48
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Personal Protective
Equipment Bay

One between two isolation
rooms

Ensuite - Standard

One toilet/shower for the
dedicated use of each
isolation room
One handwashing basin
per three (3) bays

Bay - Handwashing,
Type B

Discounted
Circulation

2

2

4

2

2

4

4

5

20

4

5

20

8

1

8

10

1

10

Total Treatment areas

335

395

35%

117.25

138.25

452.25

533.25

45

45

66.7

73.6

90

108

1044.3

1169.2

Staff areas
Staff Room

Discreet section of the Unit

Toilet - Staff

Discreet location. Nest to
change room
With shower & lockers

Change - staff
Property Bay - Staff

Discreet and secure
location.

1

18

18

1

18

18

2

3

6

2

3

6

1

10

10

1

10

10

1

2

2

1

2

2

Total Staff areas
Discounted
Circulation

25%

36

36

9

9

Support areas
Clean Utility /
Medication Room
Equipment Clean-Up

For cleaning / servicing of
haemodialysis and other
machinery

Dirty Utility
Water Treatment
Plant Room

Close to treatment areas to
reduce piping runs.

1

16

16

1

16

16

1

12

12

1

14

14

1

10

10

1

10

10

1

20

20

1

24

24

Total Support areas
Discounted
Circulation

15%

58

64

8.7

9.6

Storage Areas
Bay - Resuscitation

Adjacent to staff station.

Store - Bulk
Bay - Linen

Cupboard or trolley bay to
hold clean laundry

Disposal Room
Bay - Mobile
Equipment
Cleaner's Room

Hoist, IV pumps, US, ECG

1

1.5

1.5

1

1.5

1.5

1

42

42

1

53

53

2

2

4

2

2

4

1

6

6

1

8

8

1

5

5

1

6

6

1

5

5

1

5

5

Bay - Wheelchair park

1

4

4

1

4

4

Dialysis Fluid Bay

1

3

3

1

3

3

1

1.5

1.5

1

1.5

1.5

Diasylate Preparation
Area

Space adjacent to Dialysis
Fluid Bay.

Total Storage areas
Discounted
Circulation

25%

72

86

18

22

Total m2 (including circulation)
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Appendix E – Renal unit benchmarking
Workforce
The Auckland DHBs use clinical physiologists (CP) as well as registered nurses, this is mostly
availability and historical. Advantages of the CP workforce included strengths in water
management and clinical audits however RNs were seen as necessary where complex care was
required including medication. DHBs employing no care assistants were Taranaki and Canterbury.
Auckland and Waitemata DHB had no care assistants in some of their satellites. Several DHBs
have a combined predialysis and renal access role, (MidCentral included) and Canterbury has a 0.5
FTE psychologist as part of the team.

Schedules
Table 44 p. 116 shows opening hours and days across the country. Capital and Coast is the only
DHB open Monday to Sunday, the remainder provide services for outpatients Monday to
Saturday. Most DHBs run two patient sessions a day opening at 0700 and closing between 2130
and 2230. Exceptions are Taranaki and Southern which have one shift a day and the Auckland
DHBs which run three patient shifts a day at some of their facilities (shift ends at 2330 or 0030).
When Counties Manukau and Waitemata run two patient sessions a day, this is managed with less
hours than the rest of the county, hours are 0700 – 1930 and staff are employed on 12 hours
shifts. Auckland DHB has a night shift in their acute facility for eight patients a night.

Where services are provided
Outpatient services
The MidCentral service provides all nephrologist clinics at MidCentral Health in Palmerston
North. Many other DHBs provide outreach clinics to provide services closer to peoples home
(Northland, Waikato, Capital & Coast, Canterbury and Southern). Most of these services cover
areas much wider than MidCentral, however Capital & Coast provide clinics at Wellington,
Kenepuru, Hutt and Kapiti Coast and are planning to commence clinics in Wairarapa next to be
more patient centred. Clinics are provided for a whole day to make efficient use of time.
Satellites
Over one third (35%) of all facility dialysis was delivered from a satellite facility in early 2016,
mostly in areas with large population catchments except for Northland who has two satellites.
Canterbury is the only large service with no satellites and instead provides supported dialysis at
home. Waitemata, Auckland, Counties Manukau, Waikato and Capital & Coast DHBs have
opened new satellites in recent years.
Waikato now has four satellites with the latest facility opening in Gisborne three years ago.
Waikato is the only service which has satellites in other DHB areas (Lakes, Bay of Plenty and
Tairawhiti). The satellites are independent and owned and staffed by these DHBs but they are
clinically responsible to the Waikato service and the manager at Waikato manages the patient
flows. This is the model that could be used if a satellite was developed at Whanganui DHB.
In April, Counties Manukau opened a 30 bed unit in Mangere, the structure is a joint venture with
Diaverum who employ the nursing and technical staff.
Home training
Most DHBs have dedicated home training services, the Auckland units include stations for respite
patients within these areas. Several have alternative spaces to support the transition to home,
Waitemata has included a small studio in its new build where patients can stay overnight. Capital &
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Coast’s home training unit is shared with the Cancer Society and includes accommodation and is
also used after hours for self-care patients. The units that share home training space with facility
patients are MidCentral, Canterbury and Southern (however the latter DHBs are primarily training
facilities).
Community houses
Counties Manukau have two self-care community houses with another one opening in July. The
houses are set up by the Kidney Society in donated homes close to the hospital. Patients generally
dialyse more than three times a week. The only other self-care facilities are a house at Wairoa and
Dunstan hospital in Clyde (2 stations).
Acute facilities
Some DHBs have separate acute facilities. Hawkes Bay created a small unit of three stations at the
end of the inpatient ward during its recent staged rebuilding programme. The larger DHBs have
acute units at their main hospitals (often collocated with renal inpatients). Outpatients also utilise
these units depending on unit size and capacity available. Counties Manukau and Waitemata’s
acute/in-centre units at Middlemore and Northshore are large while Auckland, Waikato, Capital &
Coast and Canterbury have smaller acute units of 10 or less stations.
Supported community dialysis
The South Island DHBs are the only renal services providing this model of care. Canterbury’s
community service was set up in 2009 and provides for up to nine dependent patients to receive
dialysis from the outsourced district nursing provider Nurse Maude. Patients have typically been
on home HD and become frail or lost their support person but are otherwise well. The volumes
are kept low due to the high cost, the equivalent of a 0.72 FTE enrolled nurse is required per
patient (3 shifts plus cover) plus overhead.
Canterbury says the service enables patients to stay at home and it helps to manage in-centre
capacity so a new facility is not needed. The home support service is only a small part of the large
community service and is used very carefully due to the cost. Of Canterbury’s 146 dialysis patients,
only 4% (6 patients) are currently having community support, one a cannulation only service. The
costs of the community based service are averaged across the whole service to evaluate costeffectiveness.
Southern’s community service has two parts. Five patients are receiving complete care at home by
enrolled nurses employed by Southern and another five patients (living in Invercargill and
Dunedin) are receiving some support from advanced support workers employed by a contracted
provider. The support workers are trained to the level of a family member and the service is for
those who can almost manage independently e.g. people living on their own. Eligibility is
determined by the renal unit and the service does not include cannulation. Some patients were
home HD previously. When the caseload changes for the full support service, the enrolled nurses
can work in the renal unit.
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Renal unit benchmarking statistics
Table 47: Modality statistics by renal service (Mar to April 2016)
Renal service

Auckland

Incentre Satellite
HD
HD

Home
HD

Total Incentre
HD
dialysis

PD

Satellite
Home HD
HD

PD

Total
dialysis

Total
Home

135

84

55

48

322

42%

26%

17%

15%

100%

32%

Waitemata

86

117

41

53

297

29%

39%

14%

18%

100%

32%

Northland

70

46

MidCentral

87

Hawkes Bay

40

176

40%

26%

11%

23%

100%

34%

34

144

60%

0%

16%

24%

100%

40%
42%

13

41

130

58%

0%

10%

32%

100%

250

99

109

174

632

40%

16%

17%

28%

100%

45%

51

76

33

88

248

21%

31%

13%

35%

100%

49%

Waikato

125

78

95

220

518

24%

15%

18%

42%

100%

61%

Taranaki

22

10

26

58

38%

0%

17%

45%

100%

62%

Canterbury

22

37

89

148

15%

0%

25%

60%

100%

85%

8

58

32

98

8%

0%

59%

33%

100%

92%

494

845

2771

34%

18%

18%

30%

100%

48%

Counties Manukau
Capital & Coast

Southern
Total

76

20
23

932

500

Source: Renal unit managers. Nelson service not included in dialysis numbers. Training numbers included in In-centre statistics.
Population – Stats NZ population projections for 2015/16
Table 48: Ethnicity by renal service, 2015/16

Renal service

Maori

Pacific

Other

Total

Auckland

8%

11%

81%

100%

Waitemata

10%

7%

83%

100%

Northland

34%

2%

64%

100%

MidCentral

21%

3%

76%

100%

Hawkes Bay
Counties
Manukau

26%

4%

71%

100%

16%

21%

63%

100%

Capital & Coast

13%

6%

82%

100%

Waikato

27%

2%

71%

100%

Taranaki

19%

1%

80%

100%

Canterbury

9%

2%

89%

100%

Southern

10%

2%

88%

100%

All DHBs

16%

6%

78%

100%
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Table 49: Renal service facilities, haemodialysis stations, opening days/ hours, treatments per day and staffing information
Haemodialysis stations

Main

Traini
ng/
other

PMP

Opening
days

Hours

Treatme
nts per
day

Shift
duration
(hrs)

HCA
(hrs per
day)

Ratio RN/ CP
to patients

Northland - Whangarei
Hospital

32

4

307

Mon-Sat

0630-2100

2

8

8

1:3

Northland satellites

16

0630-2100

2

8

8

1:3.5

Waitemata - North Shore

24

0700-1930

2

8,12

12

1:3 or less

Waitemata satellites –
Waitakere & Mairangi Bay

30

0700-1930,
0700-0030

2&3

8,10,12

Nil

1:3, 1:4
Assisted

12 hrs works well for 2
sessions as covers whole day

Auckland (acute)

10

Mon Sun am

24 hrs

3+

8, 10

4

1:3, 1:4
Overnight

10 hr shifts overnight. Pm/night
shifts cover pts going on

Auckland – Grafton

21 (6 chairs

Mon-Sat

0700-2330

3

8, 12

4

1:3

M,W,F. 2 x 12 hour shifts

0700-2330

2

8

Nil

1:4 Assist
1:6 Self-care

0700-1930

2

12

12

1:2-1:3

DHB facilities

108

Mon-Sat

9
137

Comments

Cap of 7 pts on am shift

shared with
training)

Auckland satellites Carrington & Greenlane

27

10

Counties Manukau (acute)

20

12

Counties Manukau - Rito
(Manukau SuperClinic)

28

0700-1930,
0700-0030

2&3

8,9,12

12-24

1:3

Counties Manukau satellites Manuaku & Mangere

42

0700-1930

2

12

0-18

1:3

Counties Manukau
(community houses)

20

Mon-Sun

24 hours

2

NA

NA

NA

Waikato (acute)

10

Mon-Sat

0700-2130

2

8

16

1:2

Waikato in-centre

30

Mon-Sat

0700-2130

2

8

Waikato satellites - Tauranga,
Whakatane, Rotorua,
Gisborne

34

Hawkes Bay

23

231

106
8

Mon-Sat

1:2 on acute bay 1-6

Access by key

1:3 Dep 1.5
Assist

Info not collected from Waikato satellites
4

181

Mon-Sat

0700-2200

2

8

16

1:4

25% supported self-care pts
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Haemodialysis stations

DHB facilities

Main

Traini
ng/
other

PMP

Opening
days

Hours

Treatme
nts per
day

Shift
duration
(hrs)

HCA
(hrs per
day)

Ratio RN/ CP
to patients

2

103

Mon-Sat

0630-1500

1

8

Nil

1:3-4

89

Mon-Sat

0700-2200

2

8

8

1:3

2 chairs used for 3 treatments
per day

0700-2200

2

8

Nil

1:3-1:6

AM shift self-care 1:6, pm shift
1:3

0700-2230

2

8

8

1:3

0700-2230

2

8

4

1:4

Wairoa (self-care house)

2

Taranaki - New Plymouth
Hospital

10

MidCentral - Palmerston North
Hospital

15

Palmerston North - selfcare/training

4

2

Capital & Coast - Wellington
Hospital

10

6

Capital & Coast Satellite –
Porirua

24

Canterbury - Christchurch
Hospital (acute unit and home
training unit)

6

Southern - Dunedin Hospital

10

Dunstan Hospital - self-care
holiday stations

3

6

63

Mon-Sun

Comments

19

Mon-Sat

0730-2100
(M,F), 07301600

2

8

Nil

1:2-1:3

Ratio across units. Training unit
used Wed ams for in-centre HD

19

Mon-Fri

0800-1630

1

8

8

1:3-1:4

Work load mix of training, acute
and long term IC pts. Staff have
caseload incl community pts up to 17 pts

RN/CP – Registered Nurse / Clinical Physiologist (technician) added together.
MidCentral’s 1:3 ratio includes charge positions. Most facilities have a 1.0 FTE charge position outside the ratio.
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Table 50: Renal service FTE and clinical roles

DHB and facility

Northland - Whangarei
Hospital

Dialysi
s pts
176

Total
FTE

Charge
roles
(excl Nrs
Mngr)

RNs/
CPs

Nurse
Ed

HCAs

2.0

19.1

1.2

1.4

2.0

11.4

0.2

2.6

0.8

25.9

0.6

2.0

Waitemata satelliteWaitakere

0.2

7.9

Waitemata community
dialysis facility

0.8

10.5

1.0

28.4

49.3

Northland satellites
Waitemata - North Shore

Auckland ADU and Grafton

297

322

58.2

70.5

0.8

17.4

Home Dialysis Unit
(Greenlane) and satellite
training (Grafton)

1.0

3.0

1.1

24.9

2.5

1.1

24.6

1.9

1.8

7.6

1.1

21.6

3.2

1.0

25.0

2.8

115.5

Counties Manukau - Rito
(Manukau SuperClinic)
Counties Manukau - MSC
satellite, HHD
Counties Manukau Mangere satellite
518
Waikato

48.0

Transp
lant

1.9

1.1

1.3

Other

Home
dial
4.7

Home dialysis
breakdown

PD 3.1, HHD 1.6

0.4
2.0

Provided
by
Auckland

1.5

Separate
service
line

3.4

1.0

632

Renal
Access

6.0

Auckland satellites Carrington & Greenlane

Counties Manukau (acute)

CKD &
Predial

3.6
Case managers

2.9

1.8

2.4

8.0

1.0

3.0

2.9

PD 3.0, HHD 3.0 (incl
1.0 Tech)

18.2

1.0
Research nurse

10.3
2.6
Biomed
techs

PD 4.0, HHD 4.0 (incl
2.0 CP)

PD 10.4, HHD 7.8
(incl 3.0 tech, 0.8
water tech)

PD 6.0, Home
training 4.3 – CNS &
4 specialty nurses
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DHB and facility

Dialysi
s pts

Total
FTE

Charge
roles
(excl Nrs
Mngr)

RNs/
CPs

Nurse
Ed

Waikato satellites Tauranga, Whakatane,
Rotorua, Gisborne
Hawkes Bay

Capital & Coast Wellington Hospital &
Porirua satellite

CKD &
Predial

Renal
Access

Transp
lant

Other

130

26.4

58

10.5

144

29.6

248

43.6

1.0

14.4

3.6

7.6

0.1

2.4

18.4

0.4

1.6

26.3

0.6

(0.9 in
post)

Home dialysis
breakdown

1.5

0.5

1.5

3.9

PD 2.2, HHD 1.7

0.5

Vascular
provided
by WDHB

1.2

1.1

Home coord 0.3
(trains), PD coord 0.8.
RNs rotate through
PD & HD

1.4

3.4

HHD CNS 1.0, PD
2.4, HD training within
HD roster

2.6

4.3

1.0

1.4

0.4

2.1

0.8
CNS Inpatients

(2.1 in
post)

1.1

5.0
Staff rotate through
PD & HD

Transport coord

148

20.0

1.0

11.0

0.5

0.6

0.7

1.4

0.5
Psychologist

Canterbury - Christchurch
Hospital

4.3
Community
outsourced

98
Southern - Dunedin
Hospital

Home
dial

FTE information not collected from Waikato satellites

Taranaki - New Plymouth
Hospital
MidCentral - Palmerston
North

HCAs

16.0

1.0

5.85

incl in
ACNM
role

1.0

1.0

0.5

Single pool of staff for
in-centre HD and
home dialysis

3.0
ENs

3.6
Community
outsourced

Charge roles – Includes Charge Nurse, Associate Charge Nurse or Team Leader. Excludes Unit and Nurse Managers
RN/CP – Registered Nurse / Clinical Physiologist (technician) added together.
Waikato – does not include satellite FTE however home training and home HD support is provided for whole region
Canterbury community outsourced – ENs for supported community dialysis employed by Nurse Maude, estimated 0.6 FTE per patient plus cover plus Team Leader 0.2
Southern community outsourced – Advanced support workers employed by Royal District Nursing Service, 0.6 FTE per patient plus cover

Single pool of staff for
ICHD and home
dialysis
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Table 51: Charge nurse roles and ratio of dialysis patients to FTE

Unit Manager

Charge and associate nurse /
team leader roles
Associate Charge Nurse
Charge Nurse (oversees Satellite
& Whng sub-specialties)

2.0

Nurse Manager Renal

Charge Nurse Manager

2.0

Associate Charge Nurse (1.0 role,
0.2 clinical)

0.8

Waitemata satellite-Waitakere

Team Leader

0.2

Waitemata community dialysis facility
(CDC)

Team leader CDC 0.4, Home
therapies 0.4

0.8

DHB and facility

Dialysis
patients
176

Northland - Whangarei Hospital
Northland satellites
Waitemata - North Shore

Auckland Acute Dialysi Unit (ADU) and
Grafton (DUA)

297

322

Charge Nurse Manager
Haemodialysis

Nurse Unit Manager
Gastro & Renal

Charge Nurse

Ak satellites - Carrington & Greenlane

Team Leader

Home Dialysis Unit (Greenlane) and
satellite training (Grafton)

Ambulatory Dialysis Charge Nurse

Counties Manukau (acute)

632

Service Manager
Medicine

Charge Nurse Manager

Charge Nurse
FTE

1.0

1.1

Counties Manukau - MSC satellite,
HHD

Charge Nurse Manager, Clinical
Charge Nurse (Home HD & MSC
satellite)

1.8

Joint venture

Charge Nurse Manager

1.1

Charge Nurse Manager
Renal

Associate Charge Nurse

518

Waikato satellites - Tauranga,
Whakatane, Rotorua, Gisborne
Hawkes Bay

130

Clinical Nurse Manager

44.0

29.0

165.0

112.8

107.3

73.0

123.9

68.4

129.5

50.8

130.0

76.0

1.0

Charge Nurse Manager

Waikato Renal Unit

Ratio facility
dialysis pts to
Charge Nurse
FTE

1.0

Counties Manukau - Rito (Manukau
SuperClinic)

Counties Manukau - Mangere satellite

Ratio dialysis
pts to Charge
Nurse FTE

1.1

1.0

CNMs - Whakatane and Tauranga
combined

3.0

Associate Charge Nurse

1.0
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DHB and facility

Taranaki - New Plymouth Hospital
MidCentral - Palmerston North

Capital & Coast - Wellington Hospital &
Porirua satellite
Canterbury - Christchurch Hospital
Southern - Dunedin Hospital

Dialysis
patients

Ratio facility
dialysis pts to
Charge Nurse
FTE

Unit Manager

58

Community Ambulatory
Manager

Clinical Nurse Manager Medical
and Oncology/Renal Unit

1.0

58.0

22.0

144

Nurse Manager Renal

Charge Nurse

1.0

42.4

25.6

Associate Charge Nurse

2.4
155.0

79.4

1.0

148.0

22.0

1.0

98.0

8.0

248
148
98

Service Leader Renal

Associate Charge Nurse

Charge Nurse Manager

CNS Dialysis/ward

Charge Nurse Manager
Renal/Cardiology

Associate Charge Nurse

Charge Nurse roles are not included in haemodialysis roster for all services except MidCentral
Canterbury – the Charge Nurse Manager performs the daily dialysis charge role in both facilities

Charge Nurse
FTE

Ratio dialysis
pts to Charge
Nurse FTE

Charge and associate nurse /
team leader roles

1.6
(0.9 in post)
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Appendix F – Categories of renal services
Scope of publicly-provided renal services in New Zealand
The below is adapted from the 2006 paper “New Zealand’s Renal Services: Towards a national
strategic plan” p. 6.
The main function of the kidneys is to clear the blood of waste products and maintain fluid and
mineral balance in the body. If a person develops diabetes, hypertension, or glomerulonephritis
(an immunological disease of the kidneys), he or she is at risk of kidney damage leading to
interference in these functions. Where chronic kidney disease (CKD) develops, treatment can help
reduce complications and slow the progress of the disease. However, in many patients when CKD
occurs it can progress to end stage kidney disease (ESKD).
There are five stages of CKD and these are defined by the level of kidney function or glomerular
filtration rate (GFR). GFR testing enables informed doctors in primary and secondary care to
determine what treatments are required to delay progression of renal disease and when referral to a
renal unit is required.
In New Zealand, there are five broad categories of renal services:
1. Diagnostic and treatment service for patients with kidney diseases.
2. Management of patients with chronic kidney disease (CKD).
3. Dialysis programmes (Haemodialysis and Peritoneal Dialysis).
Haemodialysis (HD) uses a machine connected via tubing to the patient’s circulation to

deliver blood to a filter and return it to the patient once cleared of waste products and freed of
excessive fluid. The process takes about four or five hours. The schedule for dialysis in a facility
is three times a week, people at home usually dialyse at least every second day. Haemodialysis
services are provided either:
o in-centre (hospital based with nurse and/or technician assistance, for people unable to
manage dialysis independently)
o satellite bases (closer to patients’ homes, for people who can manage dialysis with
varying degrees of independence, with some nursing or technician support).
o home settings or community bases, where no staff are present and dialysis is managed
either independently or with family support.

Peritoneal dialysis (PD) is a further self-care option undertaken by patients using a permanent
catheter implanted in the peritoneal cavity. Blood is filtered using the network of fine blood
vessels in the peritoneal lining of the abdominal cavity, and a daily process of ‘fluid exchanges’
allows for infusion of PD fluid and removal of waste products and fluid. Most patients do four
exchanges a day and the process takes 30 – 40 minutes. A problem for all PD patients is the
development of peritonitis.
4. Renal transplantation (offered in three centres in New Zealand), where the patient’s kidney
function is replaced by a donor kidney via surgery. Patients receiving transplantation tend to
have an improved quality of life and greater life expectancy than those receiving dialysis
modalities. Transplants can occur using kidneys from either living or deceased donors; each
form of transplantation raises different issues.
5. Palliative care, or ‘conservative management’: Not all patients are clinically suitable for
transplantation or dialysis treatment, or they may choose to live with their progressive disease,
managing their kidney failure with the support of their family, GP and other health
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professionals. This conservative approach recognises that many of these patients will die of
other co-morbid conditions before requiring RRT. Likewise a patient undergoing RRT has the
option of withdrawing from continued dialysis treatments and it is important that the patient
and their family is linked into the appropriate palliative care networks and support at this time.
End of life planning is an important component of the renal care continuum and health
professionals should ensure that there are regular opportunities provided for patient review and
discussion of management plans.
The treatment of ESKD with dialysis and/or transplantation is life sustaining. Without such
treatment death is inevitable in days, weeks, or months. The significance of CKD is not only its
impact in and of itself, but also its co-location with other diseases. Where CKD is present
alongside other diseases, such as cardiovascular disease, there is a multiplier (rather than additive)
effect of premature mortality.
Renal replacement therapy (RRT, which covers all forms of dialysis and transplantation) should
ideally have a significant preparation period before being commenced. This allows:









Education regarding CKD and associated dialysis therapies in the six to twelve months prior
to need
Assessment for pre-emptive transplant
Surgical placement of A-V fistula for HD access undertaken at least three months prior to first
planned use, or alternatively placement of peritoneal catheter undertaken at least two weeks
prior to first planned use
Frequent lab and clinical monitoring
Nutritional advice and support
Planning of palliative care services, if required
Social work assessment and management.
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Appendix G – Description of short-term options
Option 1 - Extended hours Monday to Saturday in the in-centre dialysis unit to increase
the number of stations used three times a day
This would require changes to staff hours and timing of patient’s dialysis sessions. The afternoon
RN shift is extended by 1.5 hours from 10 pm to 11.30 pm. This model is used routinely by the
Auckland DHBs (their shift ends at 12.30 am).
Increased capacity – 8 stations would be used 3 times a day (2 currently). This is an increase of 36
treatments a week (12 patients).



Additional staffing: 1 RN shift per day, a mid-shift, 6 days a week = 1.44 FTE (includes 20%
cover)
Increase in penal rates for extension of shift ($3,924 p.a. per RN)

Approximate cost $140k
Strengths
Utilises current facilities
No alterations or capital cost
Likely short implementation timeframe

Weaknesses
Relies on enough patients requiring 4-4.5 hours of
dialysis
Patient acceptability may be low - later finish
times, some patients will be elderly. Will impact
on local patients
Staff may not be receptive to changing
employment contract
Decrease flexibility of roster and meeting 9 hour
break between shifts
More treatments per day and staff in a facility
already struggling with current numbers
Pressure on staff to manage patient flow. Requires
tight turnaround times and some machines may
have to be swapped in between sessions to fulfil
cleaning programmes – will be difficult to manage
with the limited cramped space
Would exacerbate the current problem of
inadequate isolation space
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Option 2 – Open on Sundays in the in-centre dialysis unit (0730 - 2200)
This would require changes to staff hours and timing of patient’s dialysis sessions. The only DHB
open on Sundays is Wellington. They have a patient roster for dialysis sessions which is handed
out to patients at the end of each week. Roster priority is given to those working, travelling or
those on management plans. Patients make requests and can swap with others if something comes
up. Many patients have the same schedule but this is not guaranteed. Wellington started this
system 15 years ago to solve capacity issues and implementation required work with patients.
Increased capacity - 15 stations x 2 sessions x 1 day = 30 treatment (10 patients)




Additional staffing: 5 RNs x 2 shifts = 10 shifts. 1 HCA x 1 shift = 2 shifts
RN = 2.4 FTE, HCA = 0.48 FTE (includes 20% cover)
Transport costs – Dependent on patient group dialysing on Sundays, could be significant

Approximate cost - $226k plus transport costs
More information is required on how to introduce this option to determine whether the additional FTE would be
gradually increased.
Strengths
Utilises current facilities and uses unused
capacity
No pressure on patient flow or increase in
the number of patients dialysed per day
No alterations or capital cost
Opening 7 days would enable after hours
call to be reintroduced (stopped 2010 as a
cost saving measure)

Weaknesses
Patient acceptability may be low – Most are
accustomed to a fixed dialysis schedule and will
need to move to a flexible schedule. Likely to
have more impact for local patients
Transport – increase in cost, no shuttles on a
Sunday (40% travel by shuttle)
Staff may not be receptive to changing their
employment contract
May be complicated to manage – likely will
require some additional resource
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Option 3 – Alterations to the in-centre dialysis unit (3 stations)
Two offices could be converted to treatment areas, the nurse manager’s office and the office next
door used by the CNS Renal and CNS Transplant; 14.4 and 12 m2. These staff could move
opposite to the area used for Outpatient clinics which would then need to be relocated.
The area would need water, drainage and electrical upgrade.
An alternative alteration would be to convert the room that housed the old water plant into a
treatment area. A wall would be removed to enlarge a room with 2 chairs to 4 chairs.
Increased capacity – 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)






Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k
Staffing expenditure would increase gradually as patient numbers increased and stations were opened. Likely
that the starting point would be an increase in 6 shifts per week or 1.44 FTE ($122k).
Facility costs - $25-50k (needs further assessment)
Equipment costs – 3 dialysis chairs, trolleys, tables, TVs = $10k

Approximate cost - $305k ($175k to open service staffed with one extra RN shift per day)
Strengths
Utilises current facilities and existing
infrastructure

New capacity and no pressure on patient
flow
Could be an advantage to keep predialysis
patients away from the in-centre unit to
avoid socialising a culture of facility
haemodialysis
Alterations likely to be simple and low cost

Weaknesses
Outpatient clinics would need to be relocated.
No space was found previously when explored.
Creates another location for service delivery –
may impede communication and
administration processes/support would need
to change
Building works – some disruption although
outside the treatment area
More treatments per day and staff in a facility
already struggling with current numbers
Rooms are out of view of nurses station
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Option 4 – Extend the in-centre dialysis unit (4 stations)
The in-centre unit could be expanded into the space next door (library). The existing infrastructure
would support this, namely: newly installed Central Water Plant processed water (access to “Loop
pipe system”), pre-treatment system, waste water, emergency power and relative electrical supplies
(recently upgraded) plus heating/cooling systems, access to all building services.
The 404sqm renal unit would be extended by 50 m2 which should be adequate for a 4 station
treatment area; 36 m2 for the patient area plus a nurses desk and storage. Going to the next pillar
would create an area of 112 m2, the library is 342 m2 in total.
Assessment indicates access is possible alongside the in-centre isolation room. If the isolation
room was necessary for access this option would not be viable as it would cause the loss of two
treatment stations and a new isolation rom would need to be built. Cost is high due to an
allowance made for a new loop pipe system, which may be necessary due to the age and condition
of the existing system.
Increased capacity – 4 stations x 2 sessions x 6 days = 48 treatments (16 patients)






Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k
Staffing expenditure would be phased as patient numbers increased and stations were opened. Likely that the
starting point would be an increase in 6 RN shifts per week or 1.44 FTE ($122k).
Facility costs (50 m2) - $180k +/- 20%. 112 m2 could be up to $400k +/-20%
Equipment costs – 4 dialysis chairs, trolleys, tables, TVs = $13k

Approximate cost – $435k ($315k to open service staffed with one extra RN shift per day)
Strengths
Location an extension of renal unit – with
infrastructure, centralised staff, medical
supplies and relevant support systems
New capacity – no pressure on patient flow
Increases total area of the in-centre unit

Weaknesses
Loss of library space
Building works – some disruption creating
access
Timeframe to implement
Increases the traffic through the renal unit
Cost, significant for 4 extra stations and may
not be in line with future plan
Fragments in-centre care

264
Option 5 – Increase dialysis stations at the White House (3 stations)
The addition of 3 more dialysis stations to the existing 6 in the White House. The extra machines
would be located in the existing PD and home HD nurses’ offices. The home HD nurse would
relocate to the existing clinic room.
The facility is at maximum clinical loading and requires significant electrical and plumbing
upgrades including a new electrical cable, waste water pipework installation, water backup system,
water tank, pump and pump shed and plumbing for redesigned rooms. Major building work is also
required including accessing pipework, alterations to rooms, floor coverings, additional shelving
and storage and painting and redecoration.
Increased capacity - 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)







Additional staffing: 2 shifts x 1 RNs x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k. Some HCA support may be necessary.
Staffing expenditure would be phased as patient numbers increased and the stations were opened for use.
Likely the starting point at 3 patients per week would be 3 RN shifts or 0.72 FTE (includes 20% cover) =
$61k
Facility costs - $132,761.
This is made up of electrical and plumbing upgrades of $16k and $20k respectively and building costs of
$96k. Emergency backup power (UPS) not allowed for – estimate $55k
Equipment costs – 3 dialysis chairs, trolleys, tables, TVs = $10,000

Approximate cost – $385k ($204k to open first shift of 3 patients)
Strengths
Utilises current facilities
New capacity - No pressure on patient flow
or available space in the in-centre unit
Expansion of current service location
Extra staff to support home therapies

Weaknesses
Considerable facility upgrade required in a
lease building. Landlord likely unwilling to
make changes
PD staff would need relocating and fragments
service
Location isolated if used for dependent
patients
Timeframe for facility upgrade considerable
Cost, may not be in line with future plan
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Option 6 – Commence a dialysis service at Horowhenua (3 stations)
Horowhenua Health Centre was investigated as a possible location for dialysis. The location of the
procedure room which is already plumbed for dialysis is not ideal and is unavailable as it is being
used for the mobile bus, dental GA recovery and other purposes.
Four beds in the Star 4 ward have been closed over the summer and decision is pending whether
this is permanent. Converting a 2 bed room in the Star 4 ward could work for dialysis and is likely
large enough for 3 chairs at 23 m2 (3.9m x 5.9). The room has good proximity to the nurses
station, support services, space for machine storage and servicing, supplies and for staff to work
outside the room. The start position would be 3 patients a week in the daytime Monday,
Wednesday, Friday; ultimately one room could cater for 12 patients a week (2 sessions per day
Monday to Saturday). Staffing could be provided by the renal unit initially and in the medium term
Star 4 staff could be put through the haemodialysis training programme.
Staff would be clinically responsible to the renal service. Criteria would be required for patient
selection (stable patients) and an acute pathway when patients present unwell or become unwell
and need medical involvement. It would be expected that the pathway would involve local doctors
and some upskilling. Northland DHB have supplied their documents which could be amended.
Electrical and plumbing upgrades are required to the room numbered 449 (room 19) and the antiroom 451 where the spare machine would sit.
Increased capacity - 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)







Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)
Staffing - $245k.
Staffing expenditure would be phased as patient numbers increased. The starting point at 3 patients per week
would be 3 RN shifts or 0.72 FTE (includes 20% cover) = $61k
Car while staff provided from renal unit, 3 days per week initially = $8,840
Facility costs - $6,114
Equipment costs – 3 dialysis chairs, trolleys, tables, TVs, shelving, scales = $13,000

Approximate cost – $273,000 ($89k to open first shift of 3 patients)
Strengths
Low facility costs to implement
Facility ideal for dialysis
New capacity - No pressure on patient flow
or available space in the in-centre unit
Services closer to home for a high need
population – 18 having in-centre HD. One
third of predialysis patients are from
Horowhenua
Enough suitable pts to open service
Utilisation of local FTE in Star 4 and
opportunity for staff to upskill
High level of local support

Weaknesses
Additional capacity is limited to Horowhenua
rather than across the region
Separation from renal service requires
oversight systems
Possible staff training issues in the event of
turnover
Maintaining sufficient eligible patients to be
cost effective. Requires 3 eligible patients for
each shift to open and maximise resources.
May be unused stations on a shift when there
is patient turnover
Loss of beds to medical service – requires
commitment to make area available to renal
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Option 7 – Commence a dialysis service at Dannevirke (3 stations)
The option of introducing a service in Dannevirke was explored. The building suggested was
located centrally in the town (Gordon Street) and located close to existing local Health Care
facilities. The building was previously a doctor’s consulting building and has sufficient parking,
wheelchair toilet and access, reception area, waiting room, backup machine storage area plus staff
office and tea room facilities. The building is currently being used as storage and by IT staff.
Three dialysis stations could be installed with room for expansion. The CEO of Tararua Health
Group (THG) would ensure that another service was provided on dialysis days (utilising rooms
not required for dialysis) to ensure the staff member was not alone. The service would work in the
same way as Option 6 for Horowhenua. The service would be clinically responsible to the renal
service with established patient criteria and an acute pathway. The start position would be 3
patients a week in the daytime Monday, Wednesday, Friday and the medium-term goal would be to
train local staff.
Minor alterations would be required to plumbing and electrical systems.
Increased capacity - 3 stations x 2 sessions x 6 days = 36 treatments (12 patients)

Additional staffing: 2 shifts x 1 RN x 6 days = RN 2.88 FTE (includes 20% cover)

Staffing - $245k.
Staffing expenditure would increase gradually as patient numbers increased and each of the 4 shifts opened.
The starting point at 3 patients per week would be an increase in 3 RN shifts or 0.72 FTE (includes 20%
cover) = $61k

Car while staff provided from renal unit, 3 days per week initially - $14k

Facility costs - Plumbing & Electrical $25k +/- 20%

Facility rental - unknown

Equipment costs – 3 dialysis chairs, trolleys, tables, TVs, shelving, scales = $13,000
Approximate cost – $297,000 plus facility rental ($113k to open first shift of 3 patients)
Strengths
Low facility costs to implement
Facility design/layout modern and
appropriate for dialysis
New capacity - No pressure on patient
flow or available space in the in-centre
unit
Services closer to home for a high need
population – 11 having in-centre HD
Enough suitable pts to open service
Opportunity for local staff to upskill

High level of local support
Potential to provide services for Hawkes
Bay patients should there be the demand
and spare capacity.

Weaknesses
Additional capacity is limited to Dannevirke
rather than across the region
Separation from renal service requires oversight
systems
Removed from support services (such as existing
health facility)
Possible staff training issues in the event of
turnover
Maintaining sufficient eligible patients to be cost
effective. Requires 3 eligible patients for each shift
to maximise resources. May be unused stations on
a shift when there is patient turnover
No onsite backup power (could be added)
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TO
FROM

Chairman

DATE

30 June 2016

SUBJECT

1.

Quality & Excellence Advisory
Committee

Terms of Reference

MEMORANDUM

PURPOSE

This report sets out the terms of reference established for the Committee by the Board.
It is for the Committee’s consideration and no decision is required.
2.

SUMMARY

The Board has reviewed its committee structure and made a number of changes. These
included amending the Hospital Advisory Committee’s terms of reference to provide
greater focus on governance for safety and quality in clinical service delivery, and
determining that the Committee will now be known as the “Quality & Excellence
Advisory Committee.
The structure, as from 1 July 2016, is:

The functions of the Quality & Excellence Advisory Committee were agreed to be:
i.

To ensure there are integrated systems of governance to maintain and improve
the reliability and quality of patient care, as well as improve patient outcomes.
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ii.

To support and foster whole of system change for the delivery of health and
disability services to provide better access and quality of care for the resident
population of the district

iii.

To lead and support a quality and safety programme to enable transformational
change.

iv.

To support partnership with the social sector and all parts of the health and
disability continuum of care.

v.

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

vi.

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

vii.

To give the Board advice and recommendations on that monitoring and that
assessment as noted in v and vi above.

viii.

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

ix.

To recommend policies relative to the good governance of DHB-provided
services.

(NB: items v-vii are as per the NZH&D Act.)
These form the Committee’s Terms of Reference as attached.
The new committee structure arrangement, and supporting terms of reference, will be
reviewed in 12 months’ time. Meantime, if there is any significant amendment that
Committee Members feel should be made to its Terms of Reference, the Board will
consider these.
3.

RECOMMENDATION

It is recommended:
that the Committee’s terms of reference be noted, including the scheduled 12
month review of these.

Phil Sunderland
Chairman
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Hospital Advisory Committee
operating as the

Quality & Excellence Advisory Committee
Terms of Reference
1

Committee of the Board

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

Functions of the Quality & Excellence Advisory Committee

i.

To ensure there are integrated systems of governance to maintain and improve
the reliability and quality of patient care, as well as improve patient outcomes.

ii.

To support and foster whole of system change for the delivery of health and
disability services to provide better access and quality of care for the resident
population of the district

iii.

To lead and support a quality and safety programme to enable transformational
change.

iv.

To support partnership with the social sector and all parts of the health and
disability continuum of care.

v.

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

vi.

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

vii.

To give the Board advice and recommendations on that monitoring and that
assessment as noted in v and vi above.

viii.

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

ix.

To recommend policies relative to the good governance of DHB-provided
services.
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3

Delegated Authority

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

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

b.

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

4

Membership and Procedure

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

Meetings

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

8 July 2016

MEMORANDUM

SUBJECT MCH Operations Report – May 2016

1

PURPOSE

This report is for the Committee’s information and discussion. It provides
information about MidCentral Health’s (MCH) financial and operating performance
for May 2016. The report also provides updates on the progress MCH has made
towards meeting the Ministry of Health’s health targets and other initiatives
currently under way.
2

SUMMARY

The overall contribution is a negative $721k. Revenue was $196k favourable.
Contributing to this favourable result continues to be good cancer Inter District Flow
(IDF) throughput, which is paid to actual, good ACC revenue and favourable service
level agreement funding.
Expenditure was $917k unfavourable. Personnel costs were $340k unfavourable and
outsourced personnel $384k unfavourable. Outsourced services were $322k
unfavourable, relating mostly to services with other DHBs. Weekly “ operational
sustainability” meetings with management, business support and key clinical staff
continue to focus on the activities that are driving resource use, strengthening
business practices and better management of high cost areas, for example outsourced
services. This is a combined exercise to enhance forecasting and achieve target. With
the budget confirmed for 2016/17 the focus is on aligning activity and the resultant
costs to our 2016/17 level of resources.
Activity remained high in May, with ED presentations and ED acute admissions
continuing to be higher than the same period last year. The Shorter Stays in the
Emergency Department target was not achieved in May at 94.5 per cent. First
Specialist Assessments and Follow Ups are ahead of plan for the month, however
Cost Weighted Discharges (CWD) were below target. Elective CWDs were 32 ahead
of plan and acute CWDs 76 behind for the month.
The year to date position shows CWDs at 693 ahead of plan overall, with the high
level of acutes at 1,150 ahead of target having had an impact on elective activity
which is 457 behind plan. This relates to the MidCentral DHB provider arm volume
schedule (PAVS). Of note is that the Ministry of Health Elective Initiative, which has
separate targets, we are forecasting to be ahead of plan by 155 CWDs and also 383
discharges ahead with the Health Target.
At the end of May MCH continued to have yellow status in ESPI 2 and 5. The MCH
electives team is working with clinical teams on a daily basis to ensure patients are
seen and treated within the timeframes, with the intention of getting to three months
to provide MCH with an internal buffer.
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A number of the regular quality and safety updates are in the separate Annual Plan
Patient Safety & Clinical Effectiveness report.
The Medical Council visited on 30 June for an audit of Palmerston North Hospital as
a training hospital. The Panel was significantly impressed with the quality of teaching
and regarded MidCentral Health as an exemplar DHB.
The regional Telestroke Pilot commenced in early June, with patients presenting
with suspected stroke being assessed in the emergency department afterhours
supported via teleconference by a neurologist/stroke physician based at Capital &
Coast DHB (CCDHB). Two patients have received care via telestroke with very
positive feedback from the families.
During May the Medical Imaging Clinical Director and Team Leader attended a
Health Roundtable imaging workshop in Melbourne. MCH presented the project
that was completed as part of the National Radiology Service Improvement Initiative,
The Daily Operational Report, showing comparative data of activity for every
modality in Medical Imaging on a daily basis. This presentation achieved
acknowledgement as an outstanding innovation.
The Cardiology diagnostic services have been relocated from the end of Ward 28 to
the new department on the ground floor alongside Medical Imaging. This also
incorporates their outpatient clinics. This has resulted in improved patient flow and
an enhanced environment for both patients and staff.
3

RECOMMENDATION

It is recommended
that this report be received

4

OPERATING RESULTS – MAY 2016

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

MidCentral Health - Financial Performance

$000
Revenue
Expenditure
Personnel
Outsourced Personnel
Sub-Total Personnel
Other Outsourced Services
Clinical Supplies
Infrastructure & Non-Clinical
Total Expenditure
Operating Surplus/(Deficit)
Corporate Services
Surplus/(Deficit)

Y ear to date
Actual Variance

May
Actual

Month
Budget Variance

27,513

27,317

196

15,802
448
16,250

15,462
64
15,527

(340)
(384)
(724)

1,848
4,527
4,676

1,526
4,287
5,044

(322)
(240)
368

(21 .1 %)
7 .3%

18,934
48,462
52,501

27,301

26,384

(917)

(3.5%)

293,275

(11,389)

212

933

(721)

(2,183)

(7,930)

5,992

450

450

0

4,953

(0)

5,404

(238)

483

(721)

(7,136)

(7,930)

588

%

%

Annual
Budget

1 .2%

313,997

(3.4%)

182,568
765
183,334

(3,318) (21 .2%)
(3,879) (8.7 %)
1,578
2.9%

17,058
48,640
58,974

0.7 %

291,092

3,459

(4.7 %)

169,048
4,330
173,377

(2,142)
(3,628)
(5,770)

(5.6%)

(4.0%)

308,006

Commentary on the result is provided further below.
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Graph 1 Financial Result Graph
MidCentral Health Financial Result vs Budget
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The bar graph represents the month’s result against budget and the line graph
represents the year to date result against budget.
4.1 Commentary - May
4.1.1

Activity

Activity continues to be high throughout May. ED presentations and acute
admissions are higher than previous years as shown in Graph 2.
Graph 2
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First Specialist Assessment volumes were above target for the month by 25, as were
Follow Up appointments by 312.
Cost Weighted Discharges (CWD) were 43 below plan for May, with elective CWDs
being 32 ahead and acute CWDs 76 behind plan. Overall occupancy for the month is
97 per cent, compared to 89 per cent occupancy for May 2015. Medical occupancy for
May is 96 per cent with surgical occupancy at 104 per cent.
The year to date position shows CWDs at 693 ahead of plan overall, with the high
level of acutes at 1,150 ahead of target having had an impact on elective activity
which is 457 behind plan. This relates to the MidCentral DHB provider arm volume
schedule (PAVS). Of note is that the Ministry of Health Elective Initiative, which has
separate targets, we are forecasting to be ahead of plan by 155 CWDs and also 383
discharges ahead with the Health Target.
Q&EAC – Operations Report – Part 1
April 2016

Page 3

276
4.1.2 Financials
The monthly result was $721k unfavourable to budget.
4.1.3 Revenue /Funding
Overall revenue was $196k favourable. All of the price volume schedule activity is
paid to target each month. Contributing to this favourable result continues to be
good cancer IDF throughput, which is paid to actual, good ACC revenue and
favourable service level agreement funding.
4.1.4 Cost Structure
Overall expenditure was $917k unfavourable, with Women’s Health personnel costs,
overall pharmaceuticals and Mental Health personnel and outsourced costs
impacting. Overall personnel costs were $340k unfavourable and outsourced
personnel $384k unfavourable. Outsourced services were $322k unfavourable,
relating mostly to services with other DHBs.
Clinical supplies were $240k unfavourable; hips and knees were $100k
unfavourable, pacemakers $14k unfavourable; pharmaceutical costs were $218k
unfavourable, of this there is a revenue offset of $86k; infections were $66k
unfavourable, gastro $45k and nutrition $66k unfavourable. Infrastructure costs
were $368k favourable.
Weekly “ operational sustainability” meetings with management, business support
and key clinical staff continue to focus on the activities that are driving resource use,
strengthening business practices and better management of high cost areas, for
example outsourced services. This is a combined exercise to enhance forecasting and
achieve target. With the budget confirmed for 2016/17 the focus is on aligning
activity and the resultant costs to our 2016/17 level of resources.
Table 2

Actual to Budget Trend
Jan

Feb

Mar

Apr

<Actual
May

Budget >
Jun

Revenue

24,723

25,030

27,360

25,857

27,513

26,364

Expenditure
Personnel
Outsourced Personnel
Total Personnel

14,939
348
15,287

15,068
16,467
345
433
15,413 16,899

15,439
308
15,747

15,802
448
16,250

15,662
64
15,726

$000

Outsourced Clinical Services
Clinical Supplies
Intrastructure & Non-Clinic

1,668
3,718
4,644

1,695
4,027
4,516

1,769
4,764
4,838

1,631
4,369
4,697

1,848
4,527
4,676

1,442
4,058
4,895

25,317

25,650

28,270

26,445

27,301

26,120

Recharging

450

450

450

450

450

450

Net Result

(1,044)

(1,071) (1,361) (1,038)

(238)

(206)

Expenditure

The schedule shows the actual and the next budgeted months of the financial year.
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MidCentral District Health Board - Financial Performance

$000
MidCentral
Enable
Funding Division
Governance
Total DHB

May
Month
Budget Variance
(238)
27
(343)
(273)
(828)

483
(23)
(922)
(63)
(525)

(721)
50
578
(210)
(303)

Actual

Y ear to date
Budget Variance

(7,136)
264
2,178
(607)
(5,301)

794
90
1,022
(499)
1,407

(7,930)
174
1,156
(108)
(6,708)

Annual
Budget
588
102
2,012
(590)
2,112

The MidCentral result includes the Health Care Development Team and Support
Links.

Q&EAC – Operations Report – Part 1
April 2016

Page 5

4.2

278

CAPITAL EXPENDITURE

Table 4

Capital Expenditure Programme 2015/16

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

605
400
250
450
485
2,225
4,415
360
312
350
530
1,250
4,390
7,192

605
250
450
485
871

312
530
280
906

2,000

2,000

Total MCH Provider (MCH & Comm Support)

2,000
13,607

6,689

TOTAL CAPEX 2015/16
Earlier Years
Current Year
Total

14,369
13,607
27,976

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

14,369
14,369

CAPITAL SPENT YTD
Carried Forward Approved CAPEX Prior Y ears
CAPEX Programme 2015/16
Total
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PERFOR
RMANCE
E MEASUR
RES
Summ
mary KPIIs - May 2016 and Year
Y
to Date
D

Table 5
Report

Jul

A
Aug

Sep

O
Oct

Nov

Dec
D

Jan

Feb

Mar

Apr

May

YTD

Personn
nel costs
(includiing locums)

X

X

X

X

X

X

X

X

X

X

X

X

Electivee
Initiativve
plan

CWD

X

√

X

X

√

√

X

X

√

√

√

√

Discharrges

X

X

X

X

√

√

√

√

X

√

√

√

Medicall bed
occupan
ncy

√

X

√

X

X

X

X

√

√

√

√

√

Faster Cancer
C
Treatmeent

√

X

√

X

√

√

X

X

X

X

X

X

ED waitt times

X

X

X

X

√

X

√

X

X

√

X

X

ESPI 2: Patients
waiting longer than
four mo
onths for theiir
FSA

√

ESPI 5: Patients givven
a comm
mitment to
treatmeent but not
treated within four
monthss

X

X

Smokin
ng Cessation
(second
dary services))

X

√

√

√

√

√

X

X

√

X

√

√

√

√

√

√

X

X

√

X

X

√

√

√

√

√

√

√

√

√

√

√

√

ation regard
ding perforrmance ag
gainst thesee measuress is given in
n
Detaileed informa
Append
dices 5 and
d 6 (exceptt for Shorteer Stays in ED, which
h is reporteed below).
5.1

Faster Cancer
C
Tr
reatment

Graph
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ent – May
y 2016
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Table 6 MidCentral Domicile Patients
May

YTD

Number of Patients treated within 62 days

20

133

Number of Patients identified with high suspicion of cancer

27

171

74.1

77.8

Percentage treated within time frame

From next January 2017 mandatory exception reporting is to be introduced
nationally. This will provide better visibility as to why patients breach the target for
all DHBs. Mandatory reporting will complement existing processes, where
individual pathways are reviewed case by case, but will provide a much larger data
set to establish and understand trends.
Locally, access to radiotherapy continues to be a focus with pilot pathways being
developed to align previously separate appointments to the same day. This
potentially will reduce wait times overall by up to a week for some patients. It is
work in progress and will be implemented in Palmerston North in the next two
months.
5.2

Shorter Stays in Emergency Department (ED) Target
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 May
(94.5 per cent). The number of ED presentations continues at a high level though
admissions were in line with previous years.
Table 7

Percentage of Patients Discharged or Transferred within Six
Hours

May
Presentations admitted discharged transferred within six hours 3,478
Presentations
3,681
Percentage treated within timeframe
94.5

Q&EAC – Operations Report – Part 1
April 2016

YTD
37,786
40,223
93.9

Page 8

281

Graph
h 4 Emer
rgency De
epartmen
nt (ED) Pa
atients Diischarged
d or
Trans
sferred within
w
Six
x Hours – May 2016

The da
aily presenttation averrage was 1119 for May,, with varia
ations betw
ween 91 an
nd 154.
In 2014
4/15 the an
nnual dailyy average was
w 111, inccreasing to
o 120 for th
his current
financiial year 2015/16. Theere were 1,062 (28.9 per cent) patients
p
ad
dmitted in May
compared to 1,07
78 (31.6 per cent) adm
mitted in May
M 2015. The daily aadmission rate
was 34
4 with varia
ations betw
ween 16 and 50. The daily admission averrage for 20
014/15
was 34
4.
For thee first eleveen months of the 20115/16 year the ED preesentation increases equate
to an 8.6
8 per centt increase compared
c
to 2014/15
5. For acutte admissio
ons there is
i a 9.0
per cen
nt increasee compared
d to the firsst eleven months
m
of 2014/15.
2
Trend analysis off the data is indicatin
ng that the volume off presentatiions to ED is
continu
uing at a high rate, th
hough for the
t past tw
wo months the admisssion rate has
h
settled to a level anticipated
a
d for the tim
me of the year.
y
Seasonal Plan – Winter
r Phase
asonal Plan
n has been activated.
The winter phasee of the Sea


Winter Wa
arrant of Fitness
F
letteers have beeen sent ou
ut by the D
DHB in
conjunctio
on with ind
dividual pa
atient GP practices.
p
T
This
year th
hey have
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b
congestive heartt failure (C
CHF) patien
nts as well as those who
w
suffer from
m congestivve obstructtion pulmo
onary disea
ase (COPD
D). The lettters are
signed by both
b
the GP
G and the specialist medical
m
heead to sign
nal to patien
nts that
this is supported by both
b
proviiders. In addition, a brochure
b
o
on influenzza
vaccine wa
as included
d to help patients ma
ake the righ
ht choice fo
or them.
This initia
ative started
d in 2015 and
a since then
t
this co
ohort of paatients has been
monitored
d for subsequent acutte admissio
ons for theeir conditio
ons. Prelim
minary
evidence suggests
s
th
hat this pro
oactive app
proach alon
ngside otheer improveement
activities has
h had a positive
p
im
mpact with admissions
a
s for these patients on
o
average less than preevious yearrs. This mo
onitoring will
w continu
ue in 2016 with a
greater foccus on worrking with our primarry care parrtners to gaauge any im
mpact
on GP visits. Sharing of appropriate data
a will enable mapping
g of the pa
atient
j
journey
beetween prim
mary and secondary
s
care.
Other cond
ditions tha
at could alsso benefit from
f
a targ
geted appro
oach with
Primary Care
C
Servicees are also being expllored.
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Development of the Hospital Escalation Plan continues. The General
Medicine Clinical Director is working with an ED senior clinical team to
develop a flowchart demonstrating the response of General Medicine staff to
an ‘overload’ situation in the Emergency Department. It is anticipated when it
has been refined and tested this will be the template for similar flowcharts
with other services. Similarly the Duty Nurse Managers are developing a
Variance Response Management (VRM) plan when clinical areas have
activated their own VRM plan.



The Nursing Staff Bureau has implemented its winter recruitment strategy to
manage the anticipated increase in bed resource and staff sickness. This has
included a number of Nurse Entry to Practice nurses (NeTPs) who will work in
areas required to open beds during the winter and in the summer the nurses
will be placed in temporary contracts covering parental leave.

To assist the leadership teams to formulate future planning and management of
patient flow across the district, Carol Limber, from Canterbury DHB who is currently
working with the MoH around acute demand management, led a workshop for the
Seasonal Planning Group in May. Subjects covered included the management of
COPD patients, recognition and care of the frail elderly and use of data.
An overview of the programme that Canterbury has followed was given. For
example, the work that their respiratory physician had undertaken with St John
regarding the management of COPD patients to enable them to work more
collaboratively with primary care facilities and the use of ‘the blue card’ which each
COPD patient keeps on their fridge which shows their normal vital signs and other
relative information. To improve their management of the frail elderly, the
equivalent of the Canterbury PEDAL team has been extended to the weekends.
Encouragement to ‘deep dive’ into patient presentation data was promoted.

6

HUMAN RESOURCES UPDATE

The information normally provided in this section, is included in the separate
workforce report.
7

QUALITY, SAFETY AND OTHER UPDATES

7.1

Quality Safety update

A number of the regular quality and safety updates are in the separate Annual Plan
Patient Safety & Clinical Effectiveness report.
7.2

Nurse Led Avastins

The Ophthalmology Department delivers intravitreal therapy, a method of treatment
of many retinal diseases such as age related macular degeneration. This treatment is
delivered via injection to an increasing number of new and existing patients in order
to prevent vision loss. The patient will receive repeat injections as clinically
appropriate with ongoing treatments required. To ensure a timely service delivery
nurse-led intravitreal injection clinics have been established at MCH. The rationale
for the nurse led clinics is to increase the capacity to meet the rising demand for
intravitreal injections, reduce reliance on Ophthalmologists and provide continuity of
care for patients.
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Two nurses will commence the training programme through the Auckland University
in August 2016.
7.3

Gastroenterology Systems

ProVation (Gastroenterology Clinical Data Base)
In 2014/15 a business case was submitted and approved by the MCH Operational
Management team for the purchase of an electronic reporting system (ERS) for the
Gastroenterology service. An electronic system was required as the then current
system was unstable, used obsolete technology and was no longer supported by the
vendor. The Ministry of Health and the National Health IT Board, along with the
Central Cancer Network who considers endoscopy a strategic priority, endorsed the
approach of having a nationally consistent ERS.
ProVation was deemed fit for purpose, being an ERS for Gastroenterology Services. It
has been implemented in a number of DHB’s in New Zealand and is a system that
has been supported by the National Clinical Leads for Gastroenterology.
MCH have linked to the existing system at Canterbury DHB, as have Hawke’s Bay
DHB. The key benefits to the system are having an essential and standardised
endoscopy clinical reporting system to enable and support development of a quality
endoscopy service. ProVation will be the enabler to a number of time saving and
quality improvement provisions such as audit within the service. ProVation can also
be used for Endoscopic Retrograde Cholangio-Pancreatography (ERCP) procedures
to examine the pancreatic and bile ducts.
ProVation will ‘go live’ at MCH on 20 June following training with the ProVation
company representative. The cost to implement this system is $92,000, being 3 per
cent under budget.
ShearWave Elastography
Hepatitis C is a viral infection affecting over 50,000 New Zealanders, although it is
estimated only half are currently diagnosed. Untreated, 20-25 percent will develop
cirrhosis and without successful treatment 5-10 percent of those with cirrhosis will
progress to life-threatening liver cancer or liver failure every year.
In 2015 the Ministry of Health began working with the four DHB regions on a revised
approached to the delivery of Hepatitis C services across New Zealand. These
services will provide early identification primarily through non-invasive liver
scanning. The national Hepatitis C objective is in the MDHB annual plan, stating
that the wellbeing of all MCH people living with Hepatitis C will be maximised.
As part of this objective, a business case was approved and a procurement process
undertaken to purchase a Shear Wave Elastography ultrasound, as clinically
appropriate for use in the Gastroenterology Service. The capital cost was $131,000.
The ultrasound is a non-invasive diagnostic tool for chronic viral hepatitis B and C
and alcoholic liver disease.
Prior to the purchase of the ultrasound patients were either being sent to Auckland
for diagnostics with the associated travel costs or were diagnosed by an invasive liver
biopsy.
7.4

Orthopaedic FSA Clinic

MidCentral Health is currently working with the Primary Health Organisation (PHO)
to facilitate a way forward for formally commencing the Orthopaedic Joint First
Q&EAC – Operations Report – Part 1
April 2016

Page 11

283

Specialist Assessment clinic, following the successful pilot which concluded at the
end of 2015. The clinic will be staffed by a registered nurse and a physiotherapist,
reviewing 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 Orthopaedic clinical nurse specialist will be supporting the PHO staff with
education until they are competent and confident to take responsibility for assessing
patients that attend the clinic. The Medical Head for the Orthopaedic Specialty will
work closely with the team and audit results.
7.5

Urology Primary Health Organisation Presentation

The Urology Senior Medical Officers (SMOs) presented to the PHO general
practitioners (GP) in May 2016 which was well attended by the district GPs. The
presentation was on Prostrate Cancer, Haematuria and Stone surgery. The evening
was organised as part of the Faster Cancer Treatment Programme, and provided an
appropriate forum for consultation between Urology SMOs and primary care
providers/refers and to better support each other moving forward.
ENT will also be presenting at the same forum in July 2016, working together with
their primary care colleagues, as will General Surgery in August who will present on
skin cancer/lesions.
7.6

Ambulatory Care Facility Review

The Ambulatory Care reconfiguration is nearing completion. Alterations to the
Orthopaedic department were completed in April.
The Cardiology refurbishment has also been completed and diagnostic services
(exercise tolerance testing, holter monitoring, echocardiography and pacemaker
analysis) have been relocated from the end of Ward 28 to the new department on the
ground floor alongside Medical Imaging. Administrative functions have also relocated to this area and the project sees the establishment of four clinic rooms for
outpatient consultation.
Minor alterations to rooms in the wider Ambulatory Care department will see the
conclusion of the refurbishment project in early July 2016.
Changes within the department resulting from this project are already resulting in an
improvement in patient flow, and an enhanced environment for both patients and
staff.
7.7

Regional Telestroke Pilot

The regional Telestroke Pilot commenced in early June. Patients presenting with
suspected stroke are assessed in the emergency department afterhours supported via
teleconference by a neurologist/stroke physician based at Capital & Coast DHB
(CCDHB).
Telestroke enables smaller hospitals who are unable to offer 24/7 expert driven
stroke thrombolysis to link to a larger hospital to receive remote expert support and
guidance in patient management via video conference. CCDHB will provide the
“hub” support to the regional “spoke” hospitals. The pilot aims to determine whether
the proportion of patients who receive thrombolytic therapy presenting to smaller
hospitals increases as a result of the telestroke service being provided.
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Two patients have received care via telestroke with very positive feedback from the
families. The telestroke has been described by family members as ‘exciting’ and
‘wonderful and all staff very professional’. One family member wrote:
‘Our mother appreciated being involved in the videoconference to treat Dad with
thrombolysis. It meant that there was no treatment delay and that she was truly
informed, able to ask questions and seek verification, and fully involved in
treatment decisions’.
7.8

Renal Service Review

A project to develop a plan for MidCentral DHB’s renal service has been completed.
This work looks at options for the provision of renal replacement therapy within the
region and for Wanganui patients also. This includes an assessment of the capacity of
the existing unit and options for facility development and improvement. Capacity has
recently been reached for facility-based haemodialysis provided at the renal unit, and
the self care facility on Ruahine Street.
The recommendations have a strong patient focus and include the development of an
“expert patient” to provide support for those patients in the pre-dialysis phase
considering the best options for treatment. In addition to capital expenditure to
improve the capability and capacity of the unit, measures to improve the patient
journey through the pre-dialysis phase were a strong component of the report.
Organ donation and transplantation
The Ministry of Health (MoH) is reviewing deceased organ donation in New Zealand.
An initial report has been completed and a final strategy to increase deceased organ
donation by October 2016 is being developed. The MoH has looked at countries that
have successfully increased rates of deceased organ donation and developed a set of
initial proposals based on the common features of these reform programmes.
The MoH is seeking feedback on the initial review report and a summary document,
with the closing date for submissions being 29 July 2016.
A Sector Working Group is being established, with the group chaired by Dr Michael
Roberts, Chief Medical Officer Northland DHB, and includes members with clinical,
management, public health, and ethical perspectives.
There will be capacity issues for DHBs, which could accompany an increase in
deceased organ donation and transplantation. To ensure these are considered
appropriately there is a specific stream of work focused on this issue. The MoH have
begun engaging directly with General Managers Planning and Funding and Chief
Operating Officers as part of this work.
7.9

Cardiology

Waiting times in Cardiology have been reduced in response to a number of initiatives
including the introduction of the Accelerated Chest Pain Pathway (ACPP) through
the Emergency department for those patients presenting with chest pain. The ACPP
is a national initiative and sees the triaging of patients against a set of criteria to
determine treatment and management options. This has resulted in a reduction in
the number of exercise tolerance tests requested, historically many of these were”
inappropriate” referrals.
The cardiology service is also ESPI 2 and ESPI 5 compliant.
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The main area for improvement in terms of waiting times is the Holter monitor, a
non invasive diagnostic test which involves a monitor attached to a patient using
electrodes to monitor cardiac rate and rhythm over a set period of time. The patient
keeps a diary to determine whether events or activities undertaken affect the heart’s
rate and rhythm.
The numbers waiting for Holter monitor studies include those patients waiting for an
Event monitor.
Event monitoring is used over Holter monitoring as the device is able to record
cardiac activity for longer than 24 hours. With Holter monitoring the shorter
monitoring period often means that there is no aberrant activity recorded during this
time, with event monitoring the likelihood of capturing arrhythmias over a longer
monitoring period is more likely. This reduces the requirement for repeat
diagnostics and accelerates treatment for the patient.
An additional four event monitors have been submitted for capex funding.
7.10

Medical Imaging

Health Round Table Imaging Workshop
During May the Medical Imaging Clinical Director and Team Leader attended a
Health Roundtable imaging workshop in Melbourne. Comparisons were made with
data from MCH and 19 hospitals from around Australia. The theme was “Managing
Inpatient and Outpatient imaging wait times”. MCH presented the project that was
completed as part of the National Radiology Service Improvement Initiative, The
Daily Operational Report.
The daily operation report is produced for every modality in the department,
demonstrating the number of examinations completed on a daily basis compared
with the equivalent time period for the previous year. It includes the number of
patients waiting for an examination by priority so that any outstanding urgent or
acute referrals can be booked in the appropriate timeframe. This reduces the
chances of examinations not meeting clinically appropriate wait times. In addition
patients booked for examinations are reviewed on a daily basis, including the current
week and two coming weeks. The daily 5-10 minute meeting is a MDT meeting
including radiologists, MRTs and administration.
This presentation achieved acknowledgement as an outstanding innovation and is
available on the Health Roundtable website for viewing.
No Lift Training
No lift training was implemented into Medical Imaging in April, a programme
tailored for the specific movements for radiological examinations, supported by
occupational health and the no lift champions within Medical Imaging.
Training includes the use of the air assisted transfer device, which has been
introduced into Medical Imaging, improving the patient experience when
transferring to the x-ray table and making the transfer less strenuous for staff.
Medical Imaging is working together with other departments and wards to ensure
safe operating procedures can be met for staff working alone for patients that are
unable to assist.
Training will continue during June and July and be updated annually.
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7.11

Reaccreditation of BFHI (Baby Friendly Hospital Initiative) at
Palmerston North

Palmerston North Hospital’s maternity and neonatal services have been reaccredited
with Baby Friendly Hospital Initiative status – the first secondary level hospital in
New Zealand to reach that achievement five times in a row.
The accreditation is an external assessment requirement of the Ministry of Health,
and is carried out by an independent body, the New Zealand Breastfeeding Alliance
(previously Authority).
Palmerston North Hospital was re-assessed in October 2015, with additional
information provided following the assessment to confirm achievement. The reaccreditation was confirmed at the end of May.
The Baby Friendly Hospital Initiative seeks to improve exclusive breastfeeding from
birth to six months, and continued breastfeeding throughout the first two years.
Accreditation is based on the 10 steps to Successful Breastfeeding and compliance
with the World Health Organisation Code of Marketing of Breastmilk Substitutes.
Palmerston North Hospital maintains exclusive breastfeeding results of between 78
to 80 percent.
Our primary facility at Horowhenua Health Centre is also a Baby Friendly Hospital,
being separately reaccredited for the fourth time, in 2014.
7.12

Child Health

Countdown Donation
As part of Countdown’s nationwide fundraising activities, the children’s ward at
Palmerston North hospital is to receive a donation of $30,000. We are looking to
increase our patient comfort aides, breast feeding chairs including a chair suitable for
twin feeding, and the physical appearance of the facility.
7.13

Child and Adolescent Oral Health (CAOH)

Titanium Project
With the business case for Titanium Electronic Oral Health Record approved, the
project has recently progressed to the implementation phase. The current schedule is
targeting go-live for the first week in October 2016, following the Term 3 school
holidays. A key early focus is on engaging therapists and assistants and developing a
comprehensive training programme. This is being designed to meet the needs of a
team that is distributed widely across the district, with varying levels of IT capability.
Arrears
Arrears are consistent with those reported in the secondary care report last month, at
around 4000 overall. As previously reported a management plan is in place to
address arrears, noting that the Titanium implementation will have an impact on
staff productivity. Once implemented Titanium will offer efficiencies in staff time
that will support progress with addressing arrears long term. The service is
determining appropriate internal targets for service delivery and arrears that will be
used as the basis for monitoring and managing progress over the next 12 -18 months.
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In line with the Titanium implementation these targets will be confirmed in the
October operations report.
CAOH General Anaesthetic Referrals
In response to a request from the last meeting, information regarding the current
level of dental referrals of children to receive treatment under general anaesthetic
(GA) are provided below. Referrals received by the hospital dental unit for children
have been consistent this calendar year with what is expected and is comparable to
2015. GA referral criteria have been reviewed and the current trend for 2016 is
expected to continue.
Month
January 2016

21

February 2016

11

March 2016

15

April 2016

18

May 2016

20

June 2016

23

Total

7.14

Number of
referrals for GA

108

Regional Cancer Treatment Services Update

The RCTS was recently reaccredited in two of its training programmes for
Haematology Registrars and the training of Medical Physicists. Both these
accreditations are valid for five years and a credit to the work done by both the
Haematology and Radiation Oncology teams to demonstrate their performance and
produce the required documentation, along with the positive feedback given by our
current students.
Planning continues to ensure capacity is available to manage new demand following
the funding of Nivolumab for melanoma. Fortunately there is sufficient capacity over
the next month to absorb a small surge in new patients, however in the medium term
plans to extend the day ward capacity, through the relocation of the Medical
Oncology Outpatient service, continue. A national workshop on how cancer centres
are managing these new patient numbers is being held in July, which RCTS staff are
attending. A further announcement has also been made to fund Keytruda, an
alternative chemotherapy, which is a potentially less resource intensive regimen.
This announcement has only just been made and the impact of the availability of the
two drugs will be discussed in upcoming clinical governance meetings.
7.15

Mental Health and Addiction Services (MHAS) Update

Please refer to Appendix 8 for the detailed update, which outlines steady progress
with development of key components of the MHAS services, evidenced in
improvement in some metrics.
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Further work is needed to develop the community services, with the main strategic
direction and related goals focusing on creating a collaborative / network of all
providers and stakeholders.
7.16

Medical Council

The Medical Council visited on 30 June for an audit of Palmerston North Hospital as
a training hospital. The Panel was significantly impressed with the quality of teaching
within MidCentral Health. They made one requirement, a number of
recommendations and many significant commendations. They commended the
culture of teaching, the high level of team work across the organisation, the e-port
training of interns which they regarded as excellent, they regarded the culture of
informed consent as fully compliant and they regarded compliance as the best in
New Zealand. They made a recommendation regarding improving the timeliness of
training for supervisors regarding e-port training. The Panel also commended MCH
for its formal teaching sessions, and its orientation programme was regarded as a
standard all DHBs should aspire to. A recommendation in regard to the teaching
sessions was to review the structure of the formal training programme for PGY2s.
The RMO Office was commended for its excellence and dedication to the intern
community. In conclusion, the Panel regarded MidCentral Health as an exemplar
DHB.
7.17

Master Health Services Plan (Site Redevelopment)

Work on the Master Health Service Plan has recommenced. Sapere have been
commissioned to refresh the projections, assumptions and service planning
estimates underpinning the Indicative Business Case. That work will involve
updated population projections and reflect identified changes in consultation with
clinicians.
This is an important step to retest the indicative proposal and input to development
of a Detailed Business Case. Depending on that insight we will assess the path most
likely to achieve required approvals in discussion with the Ministry of Health, and
then to map out a project plan to deliver that.
In parallel, we are identifying resources to progress the workload of this project
which will be under the guidance of the Strategic Capital Governance Group.
7.18

Measles Outbreak

Public Health Service staff have continued their vigilant approach to managing the
measles outbreak in our district. Efforts have been characterised by a high level of
cooperation with our colleagues in primary care, schools and agencies in the wider
community. Schools have continued to close temporarily in response to
identification of suspected cases, to allow for the identification of the immune status
of staff and students, reopening once cleared. At the time of writing there had been
21 confirmed cases. Everyone involved is to be congratulated for their good will and
hard work in managing this outbreak.
7.19

Annual Plan

The Annual Plan has reached its final stage. The Board approved the final draft plan
on 28 June 2016 with a budget of $1.488 surplus for 16/17. Reviewed financials have
yet to be submitted to the Ministry.
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The Electives Schedules were submitted to the Ministry of Health on 1 July 2016. The
Ministry has requested some minor changes, which are not material, but which will
impact the Price Volume Schedule. Given these pending changes, the Price Volume
Schedule has been held over until the next meeting.
Subject to final approval by the Ministry, it is expected the Annual Plan will be
submitted to the Minster for endorsement at the end of July.

Mike Grant
General Manager
Clinical Services and Transformation
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MCH Scorecard
Customer/Patient Performance Summary – May 2016
Customer Patient
Complaints responded to within 15
working days (%)
Inpatients developing one or more
pressure ulcers during their admission
(%)
Occurrence Rate of Falls per thousand
bed days
Occurrence Rate of Medicine Errors per
thousand bed days
Patients waiting greater than 4 months
for FSA (%)
Percentage of patients discharged
without incident
Percentage of patients who were acute
readmissions within 28 day of previous
discharge (related DRG)
Percentage of patients with urinary tract
infections
Percentage of unplanned returns to
theatre within the same admission
Triage 2 Wait Times
Triage 3 Wait Times
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Month
100.00%

YTD
99.05%

0.71%

0.59%

5.6

5.04

< 5.00

5

5.45

< 3.50

2.25%

N/A

< 0.00%

94.36%

94.92%

7.64%

8.68%

>
97.50%
< 7.50%

2.39%

3.00%

< 2.40%

0.58%

0.46%

< 0.50%

75.51%

72.11%

56.31%

51.66%

>
80.00%
>
75.00%

291

Target Achieved
>
Y
95.00%
< 0.50%
N
N
N
N
N
N
Y
N
N
N
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Appendix 2
MCH Scorecard
Financial Performance Summary – May 2016
Financial

Month

YTD

YTD
Projected
Achieved
Target Year End
$0
$0
N

Budget variance
($917,373) ($11,388,888)
($000) - Expenses
Budget variance
-15.68
-8.75
0
($000) - FTEs
Budget variance
($721,234)
($7,929,916)
$0
($000) Operating Surplus
/ (loss)
Budget variance
$196,139
$3,458,973
$0
($000) - Revenue
Clinical Supply
12.88%
12.71%
11.65%
costs / HSRevenue
Costs per bed day
$540
$570
$564
Health Service
$13,578
$144,087 $142,751
revenue / FTE
Personnel Costs as
58.56%
58.14% 58.43%
a proportion of
total expenditure
Personnel Costs /
N/A
$85,370 $84,660
FTE

0

Y

$0
N
$0
11.64%
$565
$155,834

Y
N
Y
N

58.50%
N
N/A

N

Variance (%)

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

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

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Month YTD
Total MCH (%) 2014/15
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MCH Scorecard
Internal Process and Operations Performance Summary - May 2016
Internal Process and Operations
Acute Inpatient Length of Stay (days)
Bed day usage (%)
Beddays per caseweight
Day case surgery as a proportion of total
elective and arranged surgery (%)
ED patients admitted, transferred or
discharged within 6 hours (%)
Elective and Arranged Inpatient Length
of Stay (days)
Percentage of Elective & Arranged
patients admitted on the same day as
surgery
Percentage of patients given a
commitment to treatment but not
treated within four months
Percentage of patients referred with a
high suspicion of cancer waiting 62 days
or less to receive their first treatment
Percentage of patients who did not
attend booked outpatient clinic
appointment
Percentage of PAVS target elective
surgery discharge volumes delivered
Performance to contract ratio
Proportion of hospitalised smokers
provided with help to quit (%)
Graph 1: Average Length of Stay
(ALOS) overall (includes
day case and is for acute
and elective ALOS)

Month
4.02
97.15%

YTD
3.88
92.24%

3.34
60.22%

3.85
54.37%

94.49%

93.94%

3.98

3.66

86.57%

87.14%

>
90.00%

1.77%

N/A

< 0.00%

74.07%

77.91%

>
85.00%

6.73%

6.44%

< 6.00%

1.01
95.68%

3.00
2.50
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
2015/2016
2013/2014
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>
100.00%
1.01
> 1.00
96.77%
>
95.00%

Y
Y
Y

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

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

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

2014/2015
TARGET

N

Graph 2.: Outpatient Clinic
(clinician only)
Attendances – DNAs

Percent DNA

ALOS - Days

3.50

N

113.32% 103.00%

Average Length of Stay (daycase inclusive) 2013/14
- 2015/16
4.50
4.00

Target Achieved
< 4.00
N
>
Y
85.00%
< 3.50
Y
>
Y
60.00%
>
N
95.00%
< 3.40
N

2014/2015

2015/2016

TARGET
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Appendix 4
MCH Scorecard
Organisation Health and Learning Performance Summary - May 2016
Organisational Health and
Learning
Sick leave rate (%)
Staff stability rate (%)
Staff turnover rate (voluntary) average
per month (%)
Staff with leave entitlement in excess
of two years (%)
Graph 1
Staff Sick Leave Rate
Annual Comparison
Staff Sick Leave Rate - Annual Comparison,
to May 2016
6.0%

YTD

Target

2.66%
99.59%

2.91%
99.75%

0.88%

0.69%

< 3.20%
>
99.00%
< 1.00%

17.51%

16.73%

< 9.50%

Achieved
Y
Y
Y
N

Graph 2 Staff Vacancies by Staff
Group – Rolling 13
months
Staff Vacancies by Staff Group Rolling 13 m onths
70
60

5.0%

Rate (%)

Month

50

4.0%

40

3.0%

30
2.0%

20
1.0%

10
0.0%
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2015/2016

2014/2015

2015/2016 TREND

TARGET
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MCH Elective Services Patient Flow Indicators (ESPIs)

Appendix 5

The criteria of zero patients waiting greater than four months is in place for both
ESPI 2 and ESPI 5.
The measurement criteria for this year remain as follows:
ESPI 2

Green
Yellow
Red

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

ESPI 5

Green
Yellow
Red

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

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

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

As at the end of May 2016, MCH had a total of 4,551 patients on the FSA waiting list.
This means the compliance threshold is 19 patients before MCH becomes noncompliant (red status).
For this same period MCH had yellow status in ESPI 2 with 18 patients waiting
greater than four months.
Individual service ESPI 2 data can be found in Appendix 5.
ESPI 5

Patients Waiting Greater than Four Months with Certainty of
Treatment

As at the end of May 2016, MCH had a total of 1,643 patients on the waiting list for
surgery. This means the compliance threshold is 17 patients before MCH becomes
non-compliant (red status). For this same period MCH recorded a yellow status in
ESPI 5 with 16 patients waiting greater than four months.
Individual service ESPI 5 data can be found in Appendix 5.
Note:

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

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. These strategies
include:


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.
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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.

MCH’s yellow status in ESPI 5 continues to be due to the combination of theatre
capacity and the continued high level of acute patients which has resulted in some
elective patients being rescheduled from the elective lists to treat the acute patients.
This is particularly evident in both the General Surgery and Orthopaedic sub
specialities.
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.
MCH has establishing an Electives Governance Group which includes representation
from both medical and surgical clinicians. This focus of the group will be:








Continue to look at ways of increasing available services across MCH by
improving capacity, productivity and efficiency.
To improve consistency of triaging across and within services to ensure equity of
access.
Continue to improve the way patients are prioritised to ensure fairness, value for
money and that those who access services are those with the greatest need and
ability to benefit.
Improve the management of patients (patient flow) to reduce waiting times.
Support new and innovative ways of providing electives, such as adopting
alternative pathways and models of care.
Support clinical networks, such as the cardiac network to improve delivery of
services.

Anomalies can occur within our patient information management system (PIMS)
when submitting ESPI related data to the National Booking Report System (NBRS).
Once identified the errors can either be corrected in our PIMS or with ‘fix files’
submitted to the NBRS for corrective action. Processes are in place to minimise this
data risk prior to submission. It is anticipated that the implementation of WebPAS
early next year will assist with these data issues. WebPAS is currently planned to go
live in April 2017.
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Table 1

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

New Patients
waiting
greater than

Total New
Patients

than 4
months

May 2016

May 2016

3 months May
2016

Cardiology

127

0

3

Dermatology

196

0

39

17

3

0

Endoscopy

163

0

8

Gastroenterology

157

0

3

General Medicine

110

0

7

Haematology

85

0

0

Infectious Diseases

12

0

0

Neurology

107

0

1

Medical Oncology

138

0

1

Paediatric Medicine

315

1

53

Renal Medicine

34

0

1

Respiratory

130

0

6

Rheumatology

69

0

1

ENT

617

0

83

General Surgery

698

1

44

Gynaecology

225

0

2

Ophthalmology

275

0

2

7

0

0

Dental

134

0

2

Orthopaedics

575

3

48

Urology

360

10

39

TOTAL

4,551

18

343

Service

Diabetes/Endocrinology

Oral Maxillo Facial
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Table 2

Service
Cardiology

Patients with
Patients with
certainty waiting certainty waiting
Total Patients with
greater than 4
greater than 3
certainty waiting
months
months
May 2016
May 2016
May 2016
39
0
1

Dental

110

0

16

ENT

185

0

25

General Surgery

485

2

64

Gynaecology

145

2

12

Ophthalmology

281

0

40

Orthopaedic

239

10

34

6

1

0

153

1

12

1,643

16

204

OMF
Urology
Total
Table 3

298

ESPI 5 – Patients Waiting Greater than Four Months with
Certainty of Treatment

Non-ESPI Waiting Lists for Services as at May 2016

 Please note the non ESPI waiting time has been reduced to four months in line
with the ESPI 2 wait times.
 New patients waiting greater than four months are a sub-set of Total New Patients.
The figures in brackets are the numbers of patients waiting greater than four
months in March 2016
Total New
Patients
May 2016

New
Patients
waiting
greater
than 4
months
May 2016

New
Patients
booked

Audiology

292

85(105)

116

Continence

44

5(4)

32

Continence Dannevirke

4

1(1)

4

Continence Horowhenua

12

0(0)

9

Dietician Clinic

55

4(5)

42

Podiatry Dannevirke

9

1(0)

9

Eye Diabetic Photo Screening

0

0 (0)

0

Eye Orthoptist

49

0(0)

36

Dietician Clinic Horowhenua

18

0 (0)

13

Service

Surgical Services
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Orthopaedic Muscular Skeletal
Clinic

83

New
Patients
waiting
greater
than 4
months
May 2016
40(44)

Urodynamics

2

1(1)

0

Podiatry

61

5(9)

47

Respiratory Dannevirke

0

0(0)

0

Respiratory Nurse Assessment

1

0 (0)

1

Respiratory Laboratory Clinic

174

4(4)

101

Sleep Apnoea Service

4

2(2)

0

Sleep Apnoea Screening

50

5(11)

0

ECG (Electrocardiograph)

142

4(5)

136

EEG (Electro Encephalograph)

36

0 (0)

26

ERCP (Endoscopic Retrograde
Cholangio Pancreatography)

0

0 (0)

0

132

0 (0)

34

Radiology Transoesophageal
Echocardiography (TOE)

0

0 (0)

0

Holter Monitor

84

0(5)

44

Exercise Test

51

0 (0)

23

Echo

94

0 (0)

0

Pace Maker

0

0 (0)

0

Diabetes Nurse Clinic

1

0(1)

1

152

12(16)

66

Fertility

9

0(0)

0

Gynaecology Urodynamics

21

4(6)

12

Colposcopy Horowhenua

0

0 (0)

0

31

0(0)

18

Service

Total New
Patients
May 2016

New
Patients
booked

20

Medical Services

Neurology Tests

Women’s Health
Colposcopy

ElderHealth
ElderHealth Clinic Horowhenua
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New
Patients
booked

26

New
Patients
waiting
greater
than 4
months
May 2016
1(0)

2233*

261 (15)

378

418*

0 (0)

231

Gastrointestinal

99

2(8)

30

Mammogram

143

24 (0)

95

Angioplasty (non cardiac)

11

0(0)

3

Cardiac Rest/Stress test

63

13(14)

17

Bone Scans

72

3 (5)

33

Service

Total New
Patients
May 2016

Elderly Psychogeriatric
Horowhenua

10

Radiology Services *
Ultrasound
Computed Tomography (CT)

These services are now being reported against the same criteria as the ESPI 2 with
the goal to have no patients waiting greater than four months.
Overall the number of patients waiting greater than four months for a non-ministry
reported assessment or diagnostic has reduced by 45 over the last month. As at the
end of May, 800 of the 1,637 new patients waiting had a date to be seen.
Diagnostic Service Waiting Times
Medical Imaging
Ultrasound waiting times are increasing and as at the end of May there were 261
patients waiting greater than four months for an appointment. Meeting wait times is
impacted by the difficulty in recruiting to sonography vacancies due to a national
shortage of sonographers in New Zealand. This is a national trend, with
Sonographers identified as a vulnerable workforce. Recruitment to this vacancy
continues. The service will take advantage of the national initiatives due to be
implemented to encourage international sonographers to NZ. In the meantime, the
clinical director is undertaking a review of referrals waiting greater than four months
for an ultrasound, which will potentially reduce the waiting list as patients are
identified as no longer requiring an ultrasound.
All referrals to ultrasound and CT are triaged and prioritised by a radiologist.
CT waiting times have improved.
First Specialist Assessment (FSA) – Declines
Definition of “decline” for the purpose of this table is decline due to reasons of
service capacity and ability to see the patient within four months.
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Table 4 First Specialist Assessment (FSA) – Referral Declines

Services

Referral
Decline
February
2016

Referral Referral Referral
Decline Declines Declines
March
April
May
2016
2016
2016

Medical
Cardiology

27

50

27

34

Dermatology

11

7

19

7

Diabetes/Endocrinology

2

1

1

0

Endoscopy

0

0

0

0

Gastroenterology

1

0

1

1

General Medicine

9

9

5

3

Haematology

1

0

3

0

Infectious Diseases

0

0

0

0

Neurology

7

18

17

11

Oncology

0

0

0

0

Paediatric Medicine

4

1

1

2

Renal Medicine

10

10

7

11

Respiratory

2

3

1

0

Rheumatology

6

6

2

6

ENT

19

15

12

13

General Surgery

23

23

39

31

Gynaecology

55

50

41

26

Ophthalmology

27

19

19

22

Oral Maxillo Facial

0

0

0

0

Dental

0

0

0

0

Orthopaedics

59

42

32

16

Urology

0

2

0

0

TOTAL

263

256

227

183

Over the last four months 14,508 referrals have been received into the organisation.
Of these 13,168 referrals were accepted with a total of 909 being declined and
returned to their GP for ongoing management as they did not meet the access
threshold at the time. The decline rate for referrals over the last four months remains
at 6.2%. All patients accepted are required to be seen within four months.
The data for May is a snapshot as at 1 June 2016 and is subject to change for both
referrals received and referrals declined. The remaining three months have been
updated to give a more accurate reflection of referrals and declines for each month.
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Appe
endix 6

MCH Key
K Perfo
ormance Indicators – Apriil 2016
(NB: Includes ou
utsourced clinical
c
perrsonnel)
Table 1. Person
nnel Costts
May

Y
YTD

Actu
ual

$16,250
0,209

$173,3777,314

Bud
dget

$15,526
6,947

$167,6077,742

($723,262)

($5,769,572)

-4.7

-3.4

Variiance
Perccentage va
ariance

Total personnel
p
c
costs
(inclu
usive of outtsourced cllinical perssonnel) weere over bu
udget in
April by
b $630k (--3.3 per cent). Personnel costs were $385
5k unfavou
urable,
Outsou
urced perso
onnel costss were $24
45k unfavourable; thee majority of this liess within
Mentall Health ass recruitmeent for perm
manent meedical stafff continuess. This is allso the
major reason
r
for the year to
o date varia
ance.
Table2
2.

Me
edical Bed Occupa
ancy
Mayy

YTD

Beds useed by Mediical inpatieents

84
4

81

Medical Beds availlable

97
7

97

Percenta
age Bedda
ay usage

877

84

.
ation Targ
get Minis
stry of He
ealth Tar
rget:
Smokiing Cessa
95 per cen
nt of hospittal patientss who smo
oke and aree seen by a health
p
practition
ner in a pub
blic hospita
al are offered brief advice
a
and
d help to qu
uit.
Graph
h1

Pro
oportion of Hospittalised Sm
mokers Provided
P
w
with Adviice to
He
elp to Quitt (Second
dary Serv
vices)
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The target continues to be achieved with the result for May 2016 at 96 per cent. We
have been at or above target now for 19 months.
Electives Health Target and Electives Initiative
MCH reports against the Ministry of Health Elective Health Target and the Elective
Initiative. The Elective Health Target reports on discharge targets only (excludes
CWD). The Health Target to be achieved in the 2015/16 year is 7,550The definition
for inclusion in the Health target is:
Elective and arranged discharges from a surgical purchase unit, elective and
arranged discharges with a surgical diagnosis-related group (DRG) from a
non-surgical purchase unit (excluding maternity) and skin lesions or
intraocular injections where these are reported to the National Minimum
Dataset.
This target excludes cardiology and dental services and estimates for IDFs.
The Electives Initiative reports on CWDs and discharge targets for the month and
year-to-date, showing the overall performance of MCH. This is the basis on which
MCH receives elective funding.
The Health Target for May and year to date along with the Elective Initiative delivery
reports for May 2016 are presented below.
Table 3. Elective Health Target (excludes dental and cardiology) – May
2016

Numerator (actual)
Denominator (plan)
Percentage

May 2016

Year-to-date

780
651
119.8%

7,213
6,895
104.6%

Annual
Target
7,550

MCH was ahead in discharges against the Elective Health Target for the May 2016 by
129 and remains ahead year to date by 318 discharges.
Table 4. Elective Initiative Discharges
CWD
Actual
Plan
Variance
%

May
863.9
779.1
+84.8
110.8%

YTD
8,378.5
8,236.9
+141.6
101.7%

Discharges
Actual
Plan
Variance

May
775
673
+102
115.1%

YTD
7,453
7,121
+332
104.6%

MCH finished May ahead of the planned Elective Initiative target by 84.8 CWDs for
the month, and ahead year to date by 141.6 CWDs. Against the elective initiative
discharges target, MCH was ahead by 102 discharges for the month and ahead year
to date by 332 discharges.
On Friday 6 May 2016 MCH was asked to consider doing an additional 45 elective
discharges across any of the surgical purchase units (excluding dental, cardiology,
skin lesions and Avastin procedures) before the end of this financial year. As this is
achievable MidCentral Health has agreed to the additional work, with attached
funding of $300k from the MoH. The new health target for the 2015/16 year has
increased from 7,777 to 7,822 discharges. MidCentral Health is on track to achieving
this with a total of 609 discharges required throughout June.
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MidCentral Health has now implemented four of the National Clinical Prioritisation
Tools with the latest one for orthopaedics currently being trialled with a view to go
live on the 1st July 2016. ENT, Gynaecology, Ophthalmology and Orthopaedics now
have this tool. General Surgery is the next tool to be implemented with it being due
by the end of 2016.
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Appendix 7
Personnel and Outsourced Personnel, Patient Transport and Flight
Information
Table 1

Personnel and Outsourced Personnel

MidCentral Health - Personnel Costs
$000
Mental Health
Surgical Specialties
Internal Medicine
Women's Health
RCTS
Medical Imaging
Emergency
Child Health
Dental Health
Rehab & Therapy
Patient Safety & Clinical Effectiveness
Commercial Support
Hospital Services
Community & Rural
Rural Health
Clinical Support
Public Health
Human Resources
ICU / Anaesthetics
Elderly Health
Hospital & Associated Services
Total

Table 2

Actual
2,104
2,649
2,278
915
1,457
642
950
782
233
744
290
228
41
22
40
278
414
160
1,038
629
357
16,250

Month
Budget
1,831
2,537
2,208
726
1,349
601
971
735
229
747
280
224
24
24
18
286
407
175
1,048
708
400
15,527

Variance
(273)
(111)
(70)
(189)
(108)
(41)
21
(47)
(4)
3
(10)
(4)
(17)
2
(22)
8
(8)
15
9
78
43
(724)

Y ear to date
Actual
Budget
21,821
19,724
28,223
27,298
24,914
24,010
8,862
7,960
15,141
14,312
6,922
6,372
11,033
10,744
8,348
8,093
2,598
2,471
8,239
8,126
3,033
2,950
2,491
2,412
338
260
273
253
205
191
2,979
3,030
4,200
4,260
1,810
1,882
11,124
11,215
7,312
7,650
3,512
4,395
173,377
167,608

Variance
(2,097)
(925)
(904)
(903)
(829)
(550)
(288)
(255)
(127)
(112)
(84)
(79)
(78)
(21)
(14)
51
61
72
91
337
883
(5,770)

%
(9.6%)
(3.3%)
(3.6%)
(10.2%)
(5.5%)
(7.9%)
(2.6%)
(3.0%)
(4.9%)
(1.4%)
(2.8%)
(3.2%)
(23.1%)
(7.6%)
(7.0%)
1.7%
1.4%
4.0%
0.8%
4.6%
25.1%
(3.3%)

Patient Transport & Accommodation

'$000
Ambulance
Air Ambulance
Patient Transport & Accommodation
Total

May
Actual
53
98
81
232

Month
Budget Variance
27
101
113
241

(26)
3
32
9

Year to date
Actual Budget Variance
561
1,195
945
2,701

286
1,072
1,172
2,529

(275)
(123)
227
(172)

Annual
Budget
312
1,169
1,278
2,758

Patient Transport and Accommodation reflects lower demand with a resulting
reduction in income. The major variance for ambulance occurred in the Surgical
and Medical wards, primarily CCU.
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Table 3

Flight Information for May 2016
August

September

October

November

December

January

February

March

April

May

6

7

8

11

8

14

8

8

8

15

7

100

17
23

11
18

15
23

20
31

11
19

19
33

31
39

12
20

22
30

10
25

24
31

192
292

TOTAL

July

Doctor
Required
Flight Nurse
TOTAL

June

Type of Flight

In May there were seven ‘nurse only’ transfers, which were part of the RCTS tertiary
service and other DHB repatriations which will be charged back to Taranaki,
Waikato, Christchurch and Hawkes Bay DHBs.
In addition, sixteen were transfers to or from Wellington, four were transfers to or
from Auckland and three were transfers to or from Waikato.
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Appendix 8
Interim Mental Health and Addiction Services (MHAS) Update
This update summarises progress with MHAS service development in the interim
period between full reports to the Hospital Advisory Committee.
External Mental Health Review Implementation
The planned site visit to report on progress with implementation of the external
review recommendations by the author of the 2014 MHAS external review was
completed on 1 July.
Dr Gloria Johnson conducted a follow up site visit to MidCentral District Health
Board Mental Health and Addiction services and met with clinical and managerial
teams. Service visits included ward 21 and Palmerston North community team, our
executive leadership team, and clinical manager and quality teams.
Dr Johnson has offered to meet with the Hume family and can make future time
available to meet with Board members as required. Dr Johnson will provide a report
on progress in about two months time.
‘One team’ network development
Following the Mental Health and Addiction sector workshop with all stakeholders
and providers on April 28, and subsequent workshop organizing group meetings, we
have planned a meeting on 14 July of volunteer participants for the identified work
streams. The participants will form working groups, identify a chair person and set
goals for each workstream.
Service Update
The acute care team consultation period is now completed and the new acute care
model implementation will continue to be implemented over the following three
months.
Ward 21 has a new charge nurse appointment (as an interim role) following on from
the previous temporary appointment. The new interim charge nurse has extensive
mental health nursing and unit management experience and will continue our focus
on clinical service delivery improvement. A co-design approach is being applied to
our ongoing upgrade of the ward 21 environment with our consumer advisors playing
a direct role in identifying potential for environmental improvements. Our next
phase in this project will involve identifying cost effective areas for potential layout re
design.
The older Adult Mental Health (OAMH) service is improving its community services
by integrating locally based services with rural teams. The first role which is working
in this integrated manner is in Horowhenua. Close collaboration between Star One
and ward 21 continues to emerge with common approaches to education and
training. We are currently re-advertising for the Clinical Nurse Specialist role in Star
one after a previous unsuccessful recruitment drive.
The MHAS continues to further develop services in line with the external mental
health and addictions review recommendations. A key service which is the focus of
current development is Oranga Hinengaro (OH). Our development plan for OH
continues to focus on service delivery challenges, including geographic coverage,
types of resource, and links with other organisations as well as clinical processes and
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standards. A clinical review is reported in the review section of the board report. A
more detailed update on progress with OH development will be provided in the next
full Quality & Excellence Advisory Committee report.
The child and adolescent service were invited to present their achievements at the
national KPI meeting in Wellington, (29 June) following significant work in
redeveloping part of the service and reaching the national KPI access targets.
Workforce: Allied Health
Advertising for the Psychology professional advisor role and development of the
Allied Health Advisor role to the Mental Health Executive Leadership Team is
focusing on links with the professional advisors Social Work, Occupational Therapy
and Psychology.
Quality and Risk
The quality team continue to develop processes and systems, and have achieved 100
per cent update of all policies and 80 per cent updates on procedures. Reaching this
goal is particularly pleasing as it related to previous corrective actions arising from
the certification audit.
Monitoring and reporting
This MHAS ‘dashboard report’ is continually being updated and the current attached
report now includes the older adult community service and an improved layout for
the report on each community team.
Infrastructure
An options paper which outlines either new build or refurbishment options for ward
21 has been reviewed by an external sector expert quantity surveyor organisation and
is now with the Executive Leadership Team for approval prior to tabling at the
Hospital Advisory Committee. The date to make this paper available at the Quality &
Excellence Advisory Committee has yet to be determined.
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Q&R Traffic Light summary key MHAS review
recommendations
Traffic Lights: RISK

at Risk;

On track;

R

A

Completed/Business as usual process

G

ACTION/ITEM

MILESTONE

COMMENTARY

longitudinal review
(E Hume)

Action plan complete

Progress on actions continues
(APPENDIX D))

longitudinal review (S
Gray)

Draft Action plan
completed

Action plan implementation continues
with integration of both internal and
external recommendations to ensure all
Actions are included.

A

Culture Change

Raised performance
expectations
Improved patient
interaction
Workforce
development

Workforce training calendar has been
completed.
Cultural change program ‘Values and
attitudes MHAS workshops are
booked.DHB MHAS creation of service
strategy / vision is in development.

A

Clinical Governance
Established through
key clinical roles over
sighting and providing
input to MHAS
development

Clinical Governance is integrated within
the Management structure. The Quality
Improvement System is linked to Mental
Health Executive Leadership Team
(MHELT). Standard reports are tabled
from the linked forums (ARQ/SAERG/MHOLG/Project &
Quality forum)

Clinical Quality
Systems to be
developed over sighted
by MHELT
Upgrading of SAERG
forum
Improved auditing and
reports from the Area
Quality Forum
Reporting links
established with tabled
reports at the Clinical
Manager and Executive
Leadership forum
Draft report developed
and tabled at Exec
Leadership meetings

All serious adverse events are reviewed
with action plans completed in the
SAERG forum.
All SAERG reviews are reported to and
accepted by MHELT prior to
development of actions from the
recommendations.
-A post implementation audit has been
developed, to determine if service
improvements have occurred.

Occupancy matched to
resourced beds

-Standard Roster patterns, daily rapid
rounds, and scheduled MDT meetings
with the key participants are addressing,
patient discharge planning, and
occupancy to match resource and are the
standard process for the inpatient ward.

Clinical Governance

ARQ – Area
representatives for quality
SAERG- Serious Adverse
Events Group
MHOLG- MH Operatnl
Leaders Group

Quality and Risk system
development

Creation of meaningful
dashboard KPI report

Ward 21
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KPI dashboard is developed. Progress
and improvements are ongoing and are
part of the MHAS business as usual
reporting processes.

A

G

G

G

G
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Consumer engagement
/Participation

Increased
consumer/family
engagement and
participation

Focus on clinical and
financial viability

Ensure clinical risk is
managed with
appropriate match of
resource to demand
Ensure financial
sustainability
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Consumer & Family Advisor are
managing the consumer family
engagement project.
Family and Consumer advisors are key
members of all quality and service
improvement groups and key
participants with Policy documents.
Current gains with the acute care
continuum (transition beds and NGO
cooperation)
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G

R

Potential for funding constraint related
to deficit position
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Quality and Risk Dashboard
Table one: Mental Health & Addiction Services Performance Report

Mental Health and Addiction
Secondary Specialist Services
Quality and Risk Dashboard

May‐16

Mid Central District Health Board Area Population Map
T h e MCDH B r espon sibilit y is for t h e popu la t ion s in a defin ed g eog r a ph ic ca t c h m en t . T h e defin ed a r ea
is ba sed on t er r it or ia l a u t h or it y a n d w a r d bou n da r ies, a n d in c lu des Ma n a w a t u , T a r a r u a ,
H or ow h en u a , Ka pit i dist r ic t s (Ot a k i W a r d) a n d Pa lm er st on Nor t h Cit y . T h e m a p of t h e dist r ic t is
below .

Fou r Iw i h a v e m a n a w h en u a st a t u s w it h in t h e dist r ict : Mu a u pok o; Ng a t i Ra u k a w a ; Ng a t i
Ka h u n g u n u a n d Ra n g it a a n e (m a n a w h en u a st a t u s m ea n s t h a t t h e Iw i is r ec og n ised a s h a v in g t r iba l
a u t h or it y w it h in a r eg ion )
Mu a u pok o a n d Ng a t i Ra u k a w a Iw i a r e loc a t ed on t h e w est er n side of t h e m ou n t a in r a n g es, a n d Ng a t i
Ka h u n g u n u Iw i is loc a t ed on t h e ea st er n side. Ra n g it a a n e Iw i c ov er s bot h sides of t h e r a n g es for t h e
Ma n a w a t u dist r ic t (in c lu din g Pa lm er st on Nor t h ) a c r oss t o Pa h ia t u a a n d Da n n ev ir k e a r ea s.
T h e g r ou ps of people w h o ex per ien c e h ea lt h st a t u s disa dv a n t a g e in Mid C en t r a l a r e Ma or i, Pa c ific
peoples, a n d people ex per ien cin g soc io econ om ic disa dv a n t a g e. H or ow h en u a r esiden t s a r e h ig h ly
r epr esen t a t iv e of people w h o ex per ien ce h ea lt h st a t u s disa dv a n t a g e.

Break down of DHB District by Population and area

*Data Source 2013 Census
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Risk and Incident Summary
MH&A SAC 2,3,4 Incidents ‐ May

Quality & Risk ‐
Qua l ity Improvement :SAERG monitoring processes i nclude quality a nd s ervice improvement which is
i dentifed a nd then picked up by the MHAS Quality Forum, who coordinate and facilitate s ystem
i mprovements.
SAERG recomended Action plans are a udited by the MHAS Quality Forum to ensure all actions have been
progressed, to completion. Complaints a re progessed a nd discussed at the Operational Leadership meetings
whi ch also i nclude the quality forum; a s with the SAERG, a ny s ervice i mprovements are also dicsussed a nd
progressed.
Self Harm ‐ May

14

15
10

5

5

5

0
0
Threatened Actual Self
Self Harm
Harm

Suicide
Attempt

Actual
Suicide

Ward 21 Total Total Incidents 85 ‐ The total incidents are comprised of self harm 24 aggression 30, Clincial
Management 12, OHS incidents 8, medication incidents 5, falls 4, staffing levels 2
Actual Self Harm/ threatened Self Harm/Suicide/Threatened suicide
Actual Self harm i nci dents related to 14 i ncidents with 11 of these from one particular i ndividual a nd 2 others
from one other i ndivi dual.
Threatened self harm rel ated to 5 ‐ 4 of these incidents were from one i ndividual .
Suicide attempt re l ated to 5 i ncidents ‐ 4 of these incidents related to one individual a nd one by a nother
i ndividual.
Actual Suicide ‐ Zero.

Restraint & Seclusion
restrai nt

25
20
15
10
5
0

Seclusion

23

3
8
2

10

12
8

17
13

11

9
11

19

17

16

14 13

5

7

14

6
12

2
5

6

8

Violence ‐62 i nci dents related to the ca tegory 'vi olence' which relates to all incidents under the cl assification
of conduct/behaviour
Wi thi n this ca tegory, there are 3 s pecific a reas which showed the highest l evel of i ncidents.
Aggressive /threatening behaviour tota l of 14‐ 3 were by one individual, the rest were separate i ncidents.
Abusive behaviour towards staff and others tota l of 9‐ 5 i ncidents by one i ndividual ,two further individuals
tri ggered 4 i ncidents .
Inappropriate behaviour tota l 7‐2 by one individual 5 other s eparate incidents by 5 di fferent i ndivi duals.
'Other' category includes AWOL ‐2 , envi ronmental i ncidents, s moking on the ward, s ecurity i ssues i ncluding
1 vi s itor bringing in contraban, a nd 1 vi sitor abusive, threatening staff a nd ca using damage to door, patients
ve rba l a buse to s taff and other patients‐ total 32
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Ward 21
WD21 Occupancy & 28 Day Readmission Rate ‐ 13 Months
40.00%

27
26
25

24.01

23.49

24

23.12

23

28.57% 22.38
25.00%
24.49%

22
21

24.78

24.39
34.00%

35.00%

24.34
23.14

22.99

30.00%
25.00%

21.98
23.08% 22.45%

22.86%
19.67% 19.74
17.00%

17.02%

20

21.22
23.00%

20.11

20.00%
15.00%
10.00%

19

10.00%

18

5.00%
0.00%

17
May ‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15

Oct‐15

Nov‐15

Dec‐15

Jan‐16

Feb‐16

Mar ‐16

Apr ‐16

May ‐16

Monthly Average
Capped
Resourced
% of Clients Readmitted to Ward Within 28 Days of Discharge

Ward 21 Occupancy Including Leave ‐ By Day
28
27 27 27
26
26
25 25 25
25 25 25
25
24 24
24
24
24
23

27
25
23
21
19

20

19

20 20

21

24 24 24

25
23

21

19

17
15
13

Occupancy ‐ Day
Funded Beds

70
60

51

50

56
45

40

Occupancy + Leave
Capped Beds

Admissions vs Discharges ‐ Rolling 13 Months
61
57
52
52
44
43
32

52

55

55

30
20
10

49

42

61

44

52

51

50

36

62

48

50

62

56

May ‐15

Jun‐15

Jul‐15

Aug ‐15

Sep‐15

Oct‐15

Nov‐15

Dec‐15

Jan‐16

Feb‐16

Mar ‐16

Apr ‐16

May ‐16

0

Discharges

Admissions

Ward 21 occupancy .

Ward 21 occupancy was above the capped bed state for four days
Average length of stay for the month remained the same as previous months ‐ 10 days (refer to
Mental Health Score card).
The readmission for ward 21 increased to 23% for April (refer to Mental Health score card), this
included transfers out of ward.
Further work is being progressed to improve discharge planning, communication between teams,
consumers and their familys and reduce the readmission rate.
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Ward 21 Staffing
All Ward21 Staff Overtime/Double Shifts

50
45
40
35
30
25
20
15
10
5
0

Actual Double Shifts

Total Hours Worked on Extra Shift
250

45
215.0
164.3
28

35
150.5

35
151.3
22
95.8

21

200
33

32

120.3
20

17

14

27

24
86.0

17
81.3

8

10

8

47.4
4

May ‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15

Oct‐15

Nov‐15

Dec‐15

4
Jan‐16

17

108.5
100

18

34.3

34.1

1

0

Feb‐16

Mar‐16

150

13
40.0
3

Apr‐16

Hours

No. of Shifts

Extra Shifts Worked (Double Shifts)

50
5
0

May ‐16

Blue: Extra Shifts are any shift pre or after a normal shift. The graphed line is the number of shifts, not total hours
Brown: Total Hours worked on Extra Shift
Orange: Shifts >= 15 hours are where the total hours (first shift + second shift) are >15 hours ie true double shifts
The above graph includes all Ward21 staff, where the graph below only includes Nursing staff.
May: at the beginning of the month a small number of adolescents were 'specialled' on the unit according to protocol,
resulting in a small number of double shifts by clinical nursing staff. The total additional hours (including 5 x 8hrs double
shifts) increased to 108, meaning that there were 68 extra hours of shift extensions to cover demand this month in addition
to overtime. The unit managed continuing high demand (55 admissions) by utilisation of leave (14th May) and active referral
and transfer of adolescents to the regional inpatient unit.

2.83
3.00

2.25

2.16

2.00

Nursing Overtime(FTE) Ward 21
2.37

1.75

2.12
1.55

1.44

1.67

1.43
0.88

1.00

0.67

0.93

0.00
May ‐15

Jun‐15

Jul‐15

Aug‐15

Sep‐15

Oct‐15

Nov‐15

Dec‐15

Jan‐16

Feb‐16

Mar‐16

Apr ‐16

May ‐16

Resourcing ‐ Overtime for May increased slightly due to increased sick leave on the ward and inability of the Hospital
coordination unit to provide nursing agency sourced cover. As per the above incident graph, the ward required extra
support to ensure safety, which also led to extra hours being worked; one incident led to a 'special' being injured and
unable to continue the shift which resulted in staff on the unit staying on to ensure safety.
As shown in above graphs there was an increase in occupancy & acuity /complexity of patients on the ward which also
influenced the increased staffing numbers to ensure safety of the unit. Specials: 25 individuals required 1:1 special over
the month of May.
Up to 8 of these individuals were specialled over the same shift.

Mental Health Scorecard ‐ May
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Community Mental Health Teams
Teams:
‐
‐
‐
‐
‐
‐
‐
‐
‐
‐

Mental Health Emergency Team
Palmerston North Community Mental Health Team
Maori Mental Health Team (Orang Hinegaro)
Horowhenua Community Mental Health Team
Feilding Community Mental Health Team
Tararua Community Mental Health Team
Alcohol and Drug Service
Child Adolescent and Family Community Mental Health Team
Early Intervention Team
Intensive Treatment and Rehabilitation Team
Each Community Team listed below has its own section including; Active
Episodes of Care (As at the last day of the reporting month), Referral vs
Discharges and Average Length of stay (ALOS), and a break down of current
client age ranges. Also included is population data for each area. The Mental
Health Emergency Team page shows Direct contacts, Indirect contacts and
Referrals. Warning signs are indicated as planned in the recent HAC workshop.
The community teams current 'warning signs' are defined as referral volume
variance over 20% . In the inpatient unit the warning sign is defined as
sustained overutilisation , over 105% occupancy > two days.

Overview:

Mental Health Emergency Team

Population:
P.N City
Horowhenua
Tararua

Referrals vs Discharges ‐ Rolling 13 Months

75,540
29,868
16,854

Active Episodes of Care:
0

Total

800
600

138

136
103 99 112

102

152

200

163 160
116 107 113 107

400

100

200

50

0

FTE:

150

0

Including Clinical Managers

15.0
15.0

Clinical
Total

Client Age Range:
Age Bracket

Clients

Percentage

<19yrs
15‐24 yrs
25‐64 yrs
65+ yrs

N/A
N/A
N/A
N/A

N/A
N/A
N/A
N/A
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Direct Contacts

Indirect Contacts

Referrals

*Referrals scaled on Secondary Axis (Right)

Referrals to the Mental Health Emergency Team
(MHET) remain at 100+ referrals per month, this
has had a significant impact on work loads.
The new model of care is being
implemented.Rostering and Resourcing of the new
model of care is the current goal, with further
recrutiment underway.
The additional resource available to this service will
assist with managing this increased demand.
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Palmerston North Community Mental Health Team

Population:

160
140
120
100
80
60
40
20
0
May‐16

Apr‐16

Feb‐16

Mar‐16

Jan‐16

Dec‐15

Nov‐15

Referrals

29.80
34.60

Clinical
Total

Oct‐15

Including Clinical Managers

Sep‐15

May‐15

FTE:

Aug‐15

437

Total

Jul‐15

Active Episodes of Care:

Jun‐15

75,540

P.N City

Referrals vs Discharges ‐ Rolling 13
Months

140
120
100
80
60
40
20
0

Discharges

ALOS

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

Referrals in May have increased from April to again
Percentage be above 100 per month. The team is managing
1.8% increased efficiency through rapid access to
15.8% treatment and a continued focus on discharge
75.5% planning.

Client Age Range:
Age Bracket

Clients

<19yrs
19‐24 yrs
25‐64 yrs
65+ yrs

8
69
330
30

6.9%

Maori Mental Health Team (Oranga Hinengaro)

Population:
P.N City
Horowhenua
Tararua

75,540
29,868
16,854

Active Episodes of Care:
217

Total

FTE:

70
60
50
40
30
20
10
0

Referrals vs Discharges ‐ Rolling 13
Months

160
140
120
100
80
60
40
20
0

Including Clinical Managers

N/A
N/A

Clinical
Total

Referrals

Discharges

ALOS

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

This service has had an increase in referrals of over
Percentage 30% and this is now subject to review by the
33.2% consultant psychiatrist of the service. Management
14.7% of demand is a focus of the current development
51.6% plan for Oranga Hinengaro.

Client Age Range:
Age Bracket

Clients

<19yrs
19‐24 yrs
25‐64 yrs
65+ yrs

72
32
112
1
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Horowhenua Community Mental Health Team

Population:

Referrals vs Discharges ‐ Rolling 13 Months

29,868
5,466

Horowhenua
Otaki

Active Episodes of Care:
230

Total

70
60
50
40
30
20
10
0

200
150
100
50
0

FTE:
Referrals

Including Clinical Managers

Referrals for the Horowhenua region have been
moving down from the peaks in July 2015. However
demand driven by referrals of over 40 per month
continues to require close management and a focus
on discharge planning by the small rural team.

Client Age Range:
Age Bracket

Clients

Percentage

<19yrs
19‐24 yrs
25‐64 yrs
65+ yrs

2
21
195
12

0.9%
9.1%
84.8%
5.2%

ALOS

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

13.40
15.40

Clinical
Total

Discharges

Feilding Community Mental Health Team

Population:

4.80
5.74

Clinical
Total

200

Referrals

May‐16

Apr‐16

Feb‐16

Mar‐16

Jan‐16

Dec‐15

Nov‐15

0
Oct‐15

Including Clinical Managers

400

Sep‐15

FTE:

600

Jul‐15

94

Total

1000
800

Aug‐15

Active Episodes of Care:

Referrals vs Discharges ‐ Rolling 13
Months

35
30
25
20
15
10
5
0
Jun‐15

28,524

May‐15

Feilding

Discharges

ALOS

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

The feilding team is working on referral
Percentage management and discharge processes and
1.1% consequently Average Length of Stay has
9.6% decreased. Referrals have also decreased at this
time.

Client Age Range:
Age Bracket

Clients

<19yrs

1
9
69
15

19‐24 yrs
25‐64 yrs
65+ yrs
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73.4%
16.0%
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Tararua Community Mental Health Team

Population:
16,854
5,043
4,254
7,557

Tararua (all)
Dannevirke
Pahiatua*
Rural Areas

Active Episodes of Care:
153

Total

30

Referrals vs Discharges ‐ Rolling 13
Months

800
700
600
500
400
300
200
100
0

25
20
15
10
5
0

FTE:
Referrals

Including Clinical Managers

Discharges

ALOS

*ALOS (days) scaled on Secondary Axis (Right)
5.60
6.40 referrals for this team have peaked in April and

Clinical
Total

show a slight decrease in May. Increased attention
to
the discharge process has resulted in an increase
Percentage
0.7% in discharges and maintained a reduction in
Average Length of Stay.

Client Age Range:
Age Bracket

Clients

<19yrs
19‐24 yrs
25‐64 yrs
65+ yrs

1
22
121
9

14.4%
79.1%
5.9%

*Includes Woodville & Eketahuna

Alcohol and Other Drug Service

Population:
P.N City
Horowhenua
Tararua

Referrals vs Discharges ‐ Rolling 13 Months

75,540
29,868
16,854

Active Episodes of Care:
629

Total

FTE:

80
70
60
50
40
30
20
10
0

1000
800
600
400
200
0

Including Clinical Managers

N/A
N/A

Clinical
Total

Referrals

Discharges

ALOS

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

The AOD sefvice has had a decrease in referrals
Percentage from the peak in February of this year and increase
0.5% in Average Length of Stay over April, but reduction
5.1% in May with the increase in discharge planning.

Client Age Range:
Age Bracket

Clients

<19yrs
19‐24 yrs
25‐64 yrs
65+ yrs

3
32
584
10
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92.8%
1.6%
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Child Adolescent and Family Community Mental Health Team

Active Episodes of Care:
430

Total

Population:

250

100

200

80

75,540
29,868
16,854

P.N City
Horowhenua
Tararua

Referrals vs Discharges ‐ Rolling 13 Months
120

150

60

100

40
20

50

0

0

FTE:
Including Clinical Managers

28.25
31.49

Clinical
Total

Referrals

Discharges

ALOS

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

Note a continued high referral rate for this team,
Percentage although down from a peak in March and April 2016.

Client Age Range:
Age Bracket

Clients

<19yrs

425
5

19‐24yrs

98.8%
1.2%

Early Intervention Team

Population:
P.N City
Horowhenua
Tararua

Referrals vs Discharges ‐ Rolling 13 Months

75,540
29,868
16,854

Active Episodes of Care:
36

Total

FTE:

7
6
5
4
3
2
1
0

6
4

4
3
2

6

3

2

3

3
2

2

0

Including Clinical Managers

N/A
N/A

Clinical
Total

Client Age Range:
Age Bracket

Clients

Percentage

<19yrs
15‐24 yrs
25‐64 yrs

10
22
4

27.8%
61.1%
11.1%
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Referrals

Discharges

Early intervention team volumes are low and
reflect the intensive input that is provided to the
young people in this service.
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Intensive Treatment and Rehabilitation Team

Population:

Referrals vs Discharges ‐ Rolling 13 Months

75,540
29,868
16,854

P.N City
Horowhenua
Tararua

Active Episodes of Care:
42

Total

5
4
3
2

2

1
0

FTE:

2
1
0

0

0

1
0

1
0

1

0

0

Including Clinical Managers
Referrals

N/A
N/A

Clinical
Total

Referal volumes in this team remain low and are
reflective of the intensive approach to the
programme provided.

Client Age Range:
Age Bracket

Clients

Percentage

<19yrs
15‐24 yrs
25‐64 yrs
65+ yrs

0
2
37
3

0.0%
4.8%
88.1%
7.1%

Discharges

Older Persons Mental Health Team

Active Episodes of Care:
198

Total

Population:
P.N City
Horowhenua
Tararua

75,540
29,868
16,854

FTE:

Referrals vs Discharges ‐ Rolling 13 Months
70
60
50
40
30
20
10
0

250
200
150
100
50
0

Including Clinical Managers

N/A
N/A

Clinical
Total

Referrals

Discharges

ALOS

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

The older persons commmunity team volumes are
now
available. Note the steady referral rate with
Percentage
2.0% fluctuation in average length of stay related to
38.4% discharge rates.

Client Age Range:
Age Bracket

Clients

45 to 59
60 to 74
75 to 89
90+

4
76
106
12
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53.5%
6.1%
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