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MIDCENTRAL DISTRICT HEALTH BOARD 
Quality & Excellence Advisory Committee Meeting 

7 February 2017 
 
 

Part 1 
 
O r d e r 
 

 

1 APOLOGIES 
 
2 CONFLICT AND/OR REGISTER OF INTERESTS 

 
2.1 Amendment  to the Register of Interests  
 
2.2 Declaration of Conflicts in Relation to Today’s Business  

 
3 MINUTES 

 Pages: 4 - 14 
 Documentation: minutes of 22 November 2016 

 Recommendation: that the minutes of the previous meeting held on 22 
November 2016 be confirmed as a true and correct 
record. 

 

3.1 Recommendations to Board 

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

 
4 MATTERS ARISING FROM THE MINUTES 

To consider any matters arising from the minutes of the meeting held 22 
November 2016 for which specific items do not appear on the agenda or in 
management reports. 

 
5 Q&EAC’s WORK PROGRAMME  

 Pages: 15 - 18 
 Documentation: report from General Manager Clinical Services & 

Transformation dated 27 January 2017 
 Recommendation: that progress against the 2016/17 work programme be 

noted 
 
6 STRATEGIC & OPERATIONAL PLANNING 

6.1 Maternity review 

 Pages: 19 - 31 
 Documentation: report from General Manager, Clinical Services & 

Transformation dated 30 January 2017  
 Recommendation: that the report be received 
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6.2 2017/18 Budget update 

 Pages: 32 
 Documentation: report from Finance Manager, Funding and Planning 

dated 24 January 2017  
 Recommendation: that it be noted that further information will be 

supplied with which to quantify the DHB level funding, 
and that budgeting continues to be based on the 
assumption of 1.7 percent funding increase 

 
 
7 PERFORMANCE REPORTING 
 

7.1 Operational Report  

 Pages: 33 - 67 
 Documentation: report from General Manager, General Manager 

Clinical Services & Transformation dated 25 January 
2017  

 Recommendation: that this report be received 
 
 
8 QUALITY & EXCELLENCE 

 
8.1 Establishment and Role of Clinical Council 

 Pages: 68 - 74 
 Documentation: report from the Chief Medical Officer/Executive 

Director Medical Services dated 26 January 2017 
 Recommendation: that this report be received 
 
 
9 LATE ITEMS 

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

10 DATE OF NEXT MEETING 

21 March 2017 (Shared matters of interest) 
 
 
11 EXCLUSION OF PUBLIC 

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

 
Item  Reason Reference 
“In Committee” minutes of previous 
meetings on 22 November 2016 

For reasons stated in the 
previous agenda 

 

Operations Report: Potential Serious 
Adverse Events and Complaints 

 
To protect personal privacy 

 
9(2)(a) 
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MidCentral District Health Board 
 

Quality & Excellence Advisory Committee  
 

Minutes of meeting held on Tuesday, 22 November 2016 at 9am at MidCentral District 
Health Board Offices, Board Room, Gate 2, Heretaunga Street, Palmerston North 

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

This section of the meeting was chaired by Diane Anderson, Chair, Healthy Communities 
Advisory Committee. 

 

PRESENT 

QEAC Members 
 Barbara Robson (Chair) 
 Lindsay Burnell (Deputy Chair) 
 Karen Naylor 
 Phil Sunderland (ex officio) 
 Duncan Scott 
 Cynric Temple-Camp 
 Dennis Emery 
 
HCAC Members 
 Diane Anderson (Chair) 
 Adrian Broad 
 Ann Chapman 
 Nadarajah Manoharan 
 Phil Sunderland (ex officio) 
 Vicki Beagley 
 Donald Campbell 
 Jonathan Godfrey 
 Tawhiti Kunaiti 
 

IN ATTENDANCE 

Kathryn Cook, Chief Executive 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Mike Grant, General Manager, Clinical Services & Transformation 
Janine Hearn, General Manager, People & Culture 
Neil Wanden, General Manager, Finance & Corporate Services 
Megan Doran, Committee Secretary 
Stephanie Turner, General Manager, Maori & Pacific 
Gabrielle Scott, Executive Director, Allied Health 
Ken Clark, Chief Medical Officer 
Vivienne Ayres, Manager, DHB Planning and Accountability 
Barb Bradnock, Senior Portfolio Manager, Children, Youth & Intersectoral 
Partnerships 
Gopy Sundararajah, Portfolio Manager, Clinical Support 
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Jo Smith, Senior Portfolio Manager, Health of Older Persons 
Claudine Nepia-Tule, Portfolio Manager, Mental Health & Addictions 
Lyn Horgan, Operations Director, Hospital Services 
Nicholas Glubb, Operations Director, Specialist Regional & Community 
Chris Nolan, Service Director, Mental Health Services 
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Kelly Isles, Project Manager 
Greig Russell, Medical Administration Trainee 
Dennis Geddis, Communications Team Leader 
 

OTHER 
Public: (4) 
Media: (1) 
 
The HCAC Chair opened the meeting and noted that it was Lindsay Burnell’s final 
meeting. The committees acknowledged the considerable contribution Lindsay has 
made over his time with the District Health Board. The Chair also noted that it is the 
last meeting of the committees and the board of the 2013-2016 triennium. 
 
1. APOLOGIES 

There were apologies from Oriana Paewai and Kate Joblin. 

2. CONFLICT AND/OR REGISTER OF INTERESTS UPDATE 

2.1 Amendment to the Register of Interests 

There were no amendments to the Register of Interests. 

2.2 Declaration of Conflicts in Relation to Today’s Business 

Ann Chapman declared a potential conflict with regards to the Regional Service Plan 
report because her grandson works at Central TAS. Karen Naylor declared a conflict 
in regards to the Maternity Review. Tawhiti Kunaiti declared a conflict as he works 
for both Central PHO and Te Tihi. Barbara Robson declared a conflict as she is a 
consumer representative on the Ministry of Health's national Electronical Oral 
Health Record Programme Design Group. 

It was agreed that these interests did not constitute a conflict of interest with respect 
to today’s business.  

2.3 Statement from Mr Hume  

The Chair then advised that Mr Hume wished to make a short address to the 
committees before the meeting started. Mr Hume raised two key points.  Firstly, Mr 
Hume requested that in future enough information and detail about the Erica Hume 
Action Plan be included in the narrative section of the Mental Health Report to give 
transparency about progress.  

Secondly, Mr Hume inquired about DHB commitment to the rebuilding of Ward 21.   
The General Manager, Clinical Services & Transformation thanked Mr Hume and 
advised that because the cost of the rebuild is significant, there are regional and 
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national capital processes that have to be worked through, including the 
development of an Indicative Business Case. These take time.  At any rate, the DHB’s 
commitment to the Ward 21 facility has been included in MidCentral DHB’s Long 
Term Investment Plan, which was approved at the last Board meeting. 

3.  GOVERNANCE 

3.1 Work Programme 

The General Manager, Strategy, Planning & Performance advised that the workshop 
with Dr Gloria Johnson that was schedule for today’s meeting would now take place 
in February 2017 at the Quality & Excellence Advisory Committee.  The mental 
health workshop, which is focused on community mental health services, will 
proceed as planned at the joint committee meeting on 21 March 2017.  

The Committees agreed with these arrangements.  Member Robson expressed her 
strong disappointment that the workshop had not been arranged for 2016 and 
requested this be recorded. 

There was discussion about the Annual Plan Assumptions report, which has been 
provided to both the Board and FRAC.  It was agreed that committee members who 
were not board or FRAC members would have access to the report through the 
sharednet website now.  There will be a report on the Funding Envelope in February.  

A committee member commented that more focus needed to be applied to disability 
issues in the Annual Plan as well as future committee meetings.  

It was recommended: 

 that progress against the 2016/17 work programmes be noted. 

 

4. PERFORMANCE REPORTING 

4.1 Health Targets – Quarter 1, 2016/17 

Vivienne Ayres, Manager, DHB Planning & Accountability introduced this report. It 
was noted that the new Raising Healthy Kids health target was tracking well.  

There was discussion about the healthy eating and physical activity as essential 
components of raising healthy children. It was noted that the DHB funds a number 
of these programmes, with more funded and provided by intersectoral partners. It 
was agreed that a paper on the healthy eating and physical activity target would be 
provided at the February 2017 Healthy Communities meeting. 

In response to a member’s inquiry, management confirmed that Central PHO has 
provided extensive support to its general practice teams around the Winter Warrant 
of Fitness Programme. This is in addition to the PHO’s more general work on long 
term conditions.  
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In regards to Shorter Stays in the Emergency Department, the committee noted the 
comment that Maori and Pacific people generally have slightly better shorter stay 
rates than other ethnicities (noting the smaller numbers involved).  A member 
inquired as to whether this was due to the “conveyor belt” affect or some other kind 
of ethnicity based bias.  Management advised that data had been analysed over a four 
to five year period and it showed no particular differences in outcomes from ED 
attendance between ethnicity groups.    

A request was made that future narrative reports explain how as a DHB we will reach 
the target when we are currently not tracking.  

It was recommended: 

 that this report be received  

4.2 Central Regional Service Plan Implementation – Report for 
Quarter 1, 2016/17 

Vivienne Ayres, Manager, DHB Planning & Accountability introduced this report. It 
is the full report for quarter 1 and contains nothing unexpected for this period. 

It was noted that the contingency plan for acute cardiac services is to send patients to 
Nelson-Marlborough DHB, and that this would involve transport and 
accommodation costs for the DHB of domicile.   

The committee noted that cardiac intervention rates for the MidCentral district have 
increased and are now not significantly different from the national target.  This was 
not the case in the past.  

A question was raised by a member around the Clinical Portal and had the problems 
encountered by Whanganui DHB during implementation been factored into roll-out 
planning for MidCentral.  The Chief Executive confirmed that there is a robust 
system for recording and addressing implementation issues which has the express 
purpose of ensuring subsequent roll-outs are smooth and trouble free.  The Regional 
Chief Executives have oversight of this process. 

It was noted that volumes and waiting times for Forensic Mental Health assessments 
for people in prison have been rising steadily, particularly in Whanganui and 
Rimutaka prisons. There is no current data showing the rates for Manawatu Prison 
however. 

Barbara Cameron entered the meeting. 

It was recommended: 

 that this report be received. 

4.3 2016/17 Maori Health Plan Update 

The General Manager, Maori & Pacific presented this paper to the committees and 
thanked Wayne Blissett, Manager Maori Health Strategy & Support, Vivienne Ayres, 
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Manager DHB Planning & Accountability and the Portfolio Managers for their input 
to this report. 

There have been a number of improvements since the last update. This includes 
securing a major contributor to be able to achieve the Kainga Whanau Ora initiative 
– social housing for 100 households in Palmerston North City. The involvement of 
the DHB & Pae Ora in this initiative has been very valuable and the committees 
wished to thank the DHB. 

It was noted that there has been an increase in Ambulatory Sensitive 
Hospitalisations (ASH) presentations. 

A member questioned the increase in hospitalisations and asked if that was caused 
by an increase in presentations or as a result of other factors. The Chief Executive 
advised that there was currently a piece of work being done analysing data from 
practice to practice in our region. 

The committees requested that in future reports include both numbers and 
percentages so that members could appreciate scale as well as proportion.  

It was noted that the Regional Interagency Network (RIN) has been very effective as 
an intersectoral forum in the Manawatu, but that it has not met since March.  There 
are plans to meet again in the New Year with the possibility of a redesign to better 
meet the needs of the group going forward. 

It was recommended: 

 that this report be received. 

4.4 2016/17 Annual Plan Update: Maternal, Child & Youth Health 

Barb Bradnock, Senior Portfolio Manager Children, Youth & Intersectoral 
Partnerships introduced this paper. 

The committees were advised that at present the Ministry of Social Development is 
working through a complex process of establishing Oranga Tamariki, the new 
Vulnerable Children agency. The, Senior Portfolio Manager Children, Youth & 
Intersectoral Partnerships, has been part of the discussions and has been providing 
feedback as and when required on behalf of the DHB. It is very important that the 
DHB remains part of this. 

The committees noted the good work being done, especially in deprived areas. 

A member provided positive feedback on the new Pregnancy & Parenting service and 
the impact it is having on the community. 

The Senior Portfolio Manager Children, Youth & Intersectoral Partnerships, provided 
an update on the disestablishment of the Social Sector trial in Horowhenua. The 
Ministry has recently confirmed that one of the funding lines attached to the Social 
Sector Trial will continue directly to Life to the Max. This will be critical in order to 
sustain the youth workers in schools in the Horowhenua. 
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There was discussion about whether the Children’s Team programme has or will be 
subject to a formal evaluation. The Senior Portfolio Manager Children, Youth & 
Intersectoral Partnerships, confirmed that this is on the horizon at a national level.  

It was recommended: 

 that this report be received. 

 

5. INTEGRATION 

5.1 Renal Services Review Update 

This report was for information only purposes. The Renal Services plan was 
approved some months ago. The DHB is now in the process of drafting an 
implementation plan which is to include costs, resources etc. At present a small 
advisory group has been set up. 

The implementation plan will focus on establishing dialysis capacity at Horowhenua 
Health Centre and the redesign of the pre-dialysis training programme including 
home dialysis.  

A member asked if there was a specialist clinician leading the in-home dialysis work. 
This is aimed at improving current pre-dialysis processes and the information 
packages provided to patients and whanau to ensure their better understanding of 
options and engagement during the pre-dialysis process. The committees were 
advised that Norman Panlilio, Medical Head for the Renal Service, is the lead 
clinician for this piece of work.  

It is envisaged that the three dialysis chairs for Horowhenua Health Centre will be in 
place by the first quarter of the next calendar year. 

It was recommended: 

 that this report be received. 

5.2 Integrated Service Model (Clusters)  

The General Manager, People & Culture presented this report.  

The integrated service models will link in with our strategy and the strategic 
imperatives.  

It was noted that Child Health and Palliative Care are making some progress towards 
this approach. 

Workshops will be held before and after Christmas. This will need strong leadership 
and everyone will need to work together to ensure that the integrated service models 
are a success. A member sought assurance that there would be community 
involvement in planning. The Committees were advised that Locality plans will also 
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be created which will include priorities for each locality and engagement from the 
community will be sought. Locality Plans will shape Service Plans. 

It was recommended: 

 that this report be received. 

5.3 Mental Health & Addictions Update  

Claudine Nepia-Tule, Portfolio Manager Mental Health & Addictions and 
Christopher Nolan, Service Director, Mental Health and Addictions Clinical Services 
introduced this paper. This is the first combined report aiming to provide a more 
informative and balanced approach to what is occurring across the district and 
within the clinical services. 

This report provided an update to the committees on a number of activities across 
the district in line with the Rising to the Challenge Mental Health and Addictions 
Service Development Plan, that ends in 2017, alongside the introduction of the newly 
established Ministry of Health’s Commissioning Framework for Mental Health.  

A member inquired about local authority representation at the Mental Health Hui 
and management confirmed that invitations had been sent to all local councils within 
the MidCentral region.  

The Chief Executive advised that with the changes in councils due to the local 
elections, the Chief Executive and the Chair of the Board would be holding more 
meetings with local councils in the New Year.  

There was discussion around people with disabilities and if they were included in the 
current workstreams or was it just NGOs and other agencies that participated. There 
were some consumers with disabilities involved who did feed back to their own 
agencies. A member suggested that that hearing impaired seemed to be missing from 
the list and should be involved.  

It was noted that the support and commitment from Police in relation to Mental 
Health services and for the DHB overall has been outstanding. 

The popular hui works stream – whanau ora “TED Talks” was a great success. In 
response to the committees’ inquiry, management confirmed that these would be 
made available to all committee members. 

A member asked for examples of where there had been reduction of duplication and 
cost around contract management and compliance costs for NGOs. One example was 
the merger of two small NGOs, which had been achieved without disruption to 
services.  Another example is the support MidCentral DHB’s largest mental health 
provider is now providing to some of the district’s small providers (without charge) 
for their back office functions such as the Programme for the Integration of Mental 
Health Data (PRIMHD) reporting to the national collection. 

The national commissioning framework for Mental Health was discussed and the 
committees were advised that it will be adopted and implemented at MidCentral 
DHB.  In the meantime, MidCentral has been working with MASH Trust to develop 
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an outcomes agreement contract. It is expected that this will map very well to the 
new Mental Health commissioning framework.  

A member inquired about the sustainability of the Dialectical Behavioural Treatment 
programme. Management outlined the investment that had gone into additional 
capacity and capability for this service.  Assurances were given that the service was 
available in the major centres throughout the district. 

It was agreed that the Quality & Risk Dashboard Summary should continue to be 
reported to the joint committees, although over time it will change as service 
improvements across mental health and addictions services are embedded. With 
regard to the Mental Health Scorecard, the meeting noted and was concerned that 
MidCentral Health is still some way from achieving the ‘Post-discharge community 
care’ target. Management were mindful of the weakness in this area and are working 
to see improvements. Reference was made to the additional investment in 
community mental health teams. This is an indicator that management and 
governance will continue to watch in the coming months. 

It was recommended: 

 that this report be received. 

 

6. DATE OF NEXT MEETING 

7 February 2017 

21 March 2017 (Shared matters of interest) 

The meeting closed at 11.20am. 

 
The Quality & Excellence section of the meeting commenced. 

PRESENT 
 
QEAC Members 
 Barbara Robson (Chair) 
 Dennis Emery 
 Lindsay Burnell (Deputy Chair) 
 Karen Naylor 
 Phil Sunderland (ex officio) 
 Duncan Scott 
 Cynric Temple-Camp 
 
HCAC Members 
 Diane Anderson 
 Barbara Cameron 
 Adrian Broad (part meeting) 
 Ann Chapman  
 Nadarajah Manoharan 
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In attendance 
Kathryn Cook, CEO 
Mike Grant, General Manager, Clinical Services and Transformation  
Carolyn Donaldson, Committee Secretary 
Craig Johnston, General Manager, Strategy, Planning & Performance 
Gabrielle Scott, Executive Director, Allied Health 
Greig Russell, Medical Administration Trainee 
Jan Dewar, Nurse Director, Medicine, Surgery & Emergency Services 
Janine Hearn, General Manager, People & Culture 
Ken Clark, Chief Medical Officer 
Lyn Horgan, Operations Director, Hospital Services 
Nicholas Glubb, Operations Director, Specialist Community & Regional Services  
Maggie Oulaghan, Business Manager 
Muriel Hancock, Director, Patient Safety & Clinical Effectiveness 
Stephanie Turner, General Manager, Maori Health & Pacific 
Steve Tanner, Finance Manager (Funding & Planning) 
 
Media (1) 
Public (1) 
 
 Apology 
An apology for absence from Kate Joblin had been received in the shared matters 
section of the meeting. 
 

7. MINUTES 

It was recommended  

 that the minutes of the meeting held on 11 October 2016 be confirmed as a true 
and correct record.  

 

7.1 Recommendations to Board 

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

 

7.2 MATTERS ARISING FROM THE MINUTES 

It was noted the points around Gloria Johnson’s presentation and the Ward 21 
facility had been dealt with in the earlier part of the meeting. 

It was confirmed that the Chair’s request for a report on the maternal mental health 
service would be covered in the workshop being arranged for March next year. 

 

8. PERFORMANCE REPORTING 

8.1 MCH Operations Report – September 2016 

In speaking to this item, the General Manager Clinical Services and Transformation 
asked for feedback on the alignment of this report with the four strategic 
imperatives. The Chair said she still found it a bit awkward, but was happy to see 
how it evolved. 
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The General Manager, Clinical Services and Transformation then spoke to this paper 
highlighting key issues eg service improvement projects, electives, finances, and the 
busyness of the hospital.  

Impact of Registered Medical Officers Industrial Action 

Whilst the report commented on the approximate additional cost of the recent 
industrial action, a member asked for clarity around the payments made to the 
senior medical officers who undertook additional duties during this time. 
Management advised advice was provided from the national DHB Collective in 
relation to the payment rates made to SMOs.  MDHB’s payments were in line with a 
cohort of DHBs nationally. Management advised further bargaining was taking place 
this week, and it was hoped a settlement would be reached. 

Child Adolescent Oral Health Service – Arrears 

The Operations Director,  Specialist Community & Regional Services noted the 
factors behind the arrears, namely four staff vacancies due to retirements, the 
replacement of a mobile dental unit, and the impact of the Titanium go-live and 
training for  the new system. The arrears were expected to peak at the end of this 
calendar year, with an incremental improvement in 2017. The Chair asked that the 
longest wait times also be reported to QEAC. 

Regional Urology 

An update on regional urology will be available for the February QEAC meeting 
following the Whanganui DHB board meeting in December, in view of the changing 
model of care. The Chief Medical Officer noted the sensitivities around the changing 
model of care for Whanganui DHB. 

National Bowel Screening Programme 

It was noted that colonoscopy waiting times may slip given the higher number of 
referrals being received.  

Advanced Care Planning 

A request was made that at some stage, it would be useful to know what the 
distinction was between an advanced care plan and an advanced directive and what 
each one meant from a legal perspective.  

Otorhinolaryngology (ENT) 

The pathways for GP referrals for sinus related disease (nasal polyposis or chronic 
sinusitis) have been improved. These patients will go directly to diagnostics and then 
a decision will be made whether they need to be seen for a first specialist assessment. 
This process should be more seamless for patients.   

Scorecard Percentage of Patients Discharged without Incident 

Concern was expressed at the 5 per cent of patients discharged during September 
who had an incident, and the overall scorecard measures that did not achieve the 
target. The member felt it would be good to have an understanding of whether the 
risks were being identified and addressed, whether the risk had increased, or 
whether there were any trends. Management will consider the suggestion. 

Operating Results 

The October results were now available. They show some improvement particularly 
in personnel costs. Outsourced personnel costs were still concerning. Clinical 
supplies and infrastructure costs were in line for October. There is still a need for 

13



some locums but the need is decreasing. Mental Health will remain significantly 
adverse to budget at the end of the year.  

It was recommended 

 that the report be received. 

 

9. EXCLUSION OF PUBLIC 

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

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

For reasons stated in the 
previous agenda 

 

Operations Report: 
: Potential Serious Adverse Events 

and Complaints 

 
To protect personal privacy 

 
9(2)(a) 

Regional Cancer Treatment Service 
Computer Tomography pricing 
update 

Subject of negotiations and 
contains commercially sensitive 
pricing information 

9(2)(j) 
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TO Quality & Excellence Advisory Committee 

 
  

FROM General Manager, Clinical Services & 
Transformation 

  
DATE 27 January 2017 

  MEMORANDUM SUBJECT Committee’s Work Programmes 
 
 
 
1. PURPOSE 
 
The report updates members against 2016/17 work programme for the Quality & 
Excellence Advisory Committee.  It is for the Committee’s interest and consideration.  
No decision is required. 
 
 
2. SUMMARY 

 
Reporting is generally occurring in accordance with the work programme. 
 
This month, the first service workshop is being held and focuses on mental health.  It 
includes a session with Dr Gloria Johnson regarding progress in implementing the 
mental health review. 
 
The development of a business case for the Emergency Department is progressing, and 
this will be presented to the Committee, and the Finance, Risk & Audit Committee, in 
March.  The development of a business case for Ward 21, our inpatient mental health 
facility, is expected to be submitted to the Committee in May and an update on this is 
contained in this month’s operating report. 
 
A report of the MidCentral Health Diabetes Reconfiguration Project was due for the 
February meeting. While the project is substantially complete, a benchmarking exercise 
is in progress, in addition to seeking stakeholder feedback through a series of focus 
groups. Completion of the project will in turn inform our district wide model of care.  
An update to this committee is now planned for the May meeting. 
 
A major project to develop and implement a new DHB-wide Clinical Governance 
Framework has commenced. The project is led by the professional clinical leads of 
Medicine, Nursing, Midwifery and Allied Health, and the MCH Director of Patient 
Safety and Clinical Effectiveness.  External expertise is being engaged and input from 
clinicians, consumers and governors will underpin the project.  We are aiming for a 
draft Clinical Governance Framework and implementation plan to be available by June 
2017.  Meantime, an update on the project will be provided for the Committee’s next 
meeting, including details of the project scope. 
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The six monthly update report regarding complaints has not been received from the 
Health & Disability Commission.  This is not expected to be received until May. Once it 
is to hand, it will be provided to the Committee. 
 
The report on our innovations programme has been held over until next month. 
 
A copy of the Committee’s work programme is attached.  These are still a work in 
progress and will be further refined as new the Board term gets underway. 
 
 
3. RECOMMENDATION 
 
It is recommended: 
 
 that progress against the 2016/17 work programme be noted. 
 
 
 
 
 
 
Mike Grant  
General Manager 
Clinical Services & Transformation 
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Q+EAC Meeting Work Plan 2016/17 

Strategic & Operational 
Planning 

Performance Reporting Quality & Excellence Integration Meetings  

October 2016     
• Maternity review 
• Cancer services CT business case 
 

• Operational report (inc financials) 
 

• Clinical governance internal audit  
• Clinical governance (quality) 

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

monthly report  

 • Minutes 
• Matters arising 
• Work programme  

November  2016     
• Planning priorities & financial 

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

 

• Operational report (inc financials and 
info re “% patients discharged 
without incident”)  

• Additional info re CT pricing  
• Eye service information 
• Health target results*  
• 2016/17 RSP update*  
• centralAlliance update*  
• 2016/17 Maori Health Plan update*  
• 2016/17 Annual plan update 

maternal, child & youth*  
 

 • Integrated service arrangements 
(clusters) workshop*  

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

 

• Minutes 
• Matters arising 
• Work programme  

February 2017     
• Maternity review  
• Service workshop (mental health)  
• Master health service plan  
• Funding envelope  

• Operational report (inc financials) 
 

• Establishment and role of Clinical 
Council  
 

• Mental health, including maternal 
mental health, workshop, and, visit 
by Dr G Johnson 

• Minutes 
• Matters arising 
• Work programme  

March 2017     
     
• Draft 2017/18 Annual Plan* (inc 

funding envelope)  
• Planning workshop  
• Statement of intent & performance 

expectations*  
• ED redesign business case  
• Production planning 2017/18 (inc 

price/volume schedule)  
 

• Operational report (inc financials) – 
M Grant 

• Health target results*  
• 2016/17 RSP update*  
• centralAlliance update*  
• 2016/17 Annual Plan update health 

of older people, mental health & 
addictions*  

 

• Clinical Council report  
• Patient stories –process & approach  
• Innovation programme annual report 

c/f Nov 16 
• Clinical governance (quality) 

framework  
 

• Portfolio updates:* 
o Health of older people  
 

• Minutes 
• Matters arising 
• Work programme  
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May 2017     
• Maternity review  
• Service workshop (TBC)  
• Master health service plan  
• Ward 21 indicative business case* 

(c/f Nov 16 
• Specialist diabetes reconfiguration 

project and gap analysis  
 

 

• Operational report (inc financials)  • Clinical governance (quality) report  
• Research annual report  
• Clinical council report & meeting 
• Patient story  
• Meeting with HQSC  
• Health & Disability Commissioner 6-

monthly report 
 
 

 • Minutes 
• Matters arising 
• Work programme 

June 2017     
 • Operational report (inc financials) – 

M Grant 
• Health target results*  
• 2016/17 RSP update*  
• centralAlliance update*  
• 2016/17 Maori Health Plan update*  
• 2016/17 Annual Plan update general 

& specialist*  
 

• Clinical Council report  
• Clinical governance (quality) report 

and draft framework  

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

& treatment  
o Cancer services & palliative care  

• Meeting with Central PHO* 
• Meeting with Pharmac*  

• Minutes 
• Matters arising 
• Work programme 

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

 

  
FROM General Manager 

Clinical Services and Transformation 
  

DATE 30 January 2017 
  MEMORANDUM 

SUBJECT Maternity Review Update 
 
 
 
1. PURPOSE 

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

Good progress has been made implementing the agreed work programme of 
improvements to the MidCentral DHB Maternity Service.   The work programme is 
substantially complete.  Across the whole programme of 114 initiatives, 109 are 
complete, of the five outstanding, three are on track for completion and two now 
require focussed effort.  All outstanding initiatives will be completed by the end of 
March 2017. 
 
The summary table below demonstrates the alignment of the seven workstreams with 
the MDHB Strategic Imperatives.  

  STRATEGIC IMPERATIVES 

Maternity Improvement 
Workstreams 

Quality 
By 

Design 

Equity of 
Outcomes 

Connect & 
Transform 

Partner with 
people and 

whanau 
Safe Staffing     

Facilities     
Governance     

Quality & Outcomes     
Key Stakeholder Engagement     

Consumer Engagement     
Guideline review     

 

For the two initiatives that are behind target, this has come about by unavoidable 
delays to sessions that had been planned for November 2016.  The open disclosure 
workshops were postponed as a result of the Resident Medical Officer industrial 
action, and staff sickness forced the postponement of the November workshop to 
socialise the transfer of care pathways.  Both of these activities have been rescheduled 
for early in 2017. 
 
The recruitment to the Consumer Liaison role is complete with the appointee 
confirmed to commence in the second week of February.  This is a key achievement, 
with the establishment of this role securing our ongoing engagement with women and 
families and ensuring we continue to take a partnership approach to our 
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improvement work both within the maternity service and across the wider maternity 
sector. 
 
Feedback from both women and families, along with Lead Maternity Carers (LMCs) 
and other stakeholders continues to attest to the progress that has been made in our 
partnership work.  Collaboration within the service is now considered a strength.  Key 
improvements to service delivery reflect the emphasis on greater responsiveness to 
the needs of women and families in the organisation and delivery of care.  Most 
notable in this area is the development of separate gynaecology and antenatal clinics, 
with dedicated space on Floor two for the antenatal clinics.  Final implementation of 
this work will take place in February 2017. 
 
A transition plan has been endorsed by the project steering group.  This plan ensures 
that the necessary steps are taken to move from a project approach to operational 
business as usual over February/March 2017.  Central to the transition plan is the 
establishment of Clinical Governance arrangements that will provide ongoing 
leadership, oversight and direction for the service improvement work for the future.  
It is anticipated that key participants from the Maternity Project Working Group will 
take up roles on the Governance Group.  This will provide useful continuity and help 
maintain momentum with the improvement work. 
 
A final project steering group meeting is scheduled for the end of March 2017.  This 
allows for confirmation of completion of the remaining initiatives and the formal 
completion of the project. 
 
 
3. RECOMMENDATION 

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

Work Programme Progress 
 
Recruitment efforts to date for the position of Clinical Director, Women’s Health have 
not led to a permanent appointment.  Options for further recruitment to this position 
will be considered over the next few months.  We are pleased to confirm that Dr 
Steven Grant has kindly agreed to continue in the role of Acting Clinical Director, for 
a further period through to 30 June 2017.   
 
The recruitment process has commenced for the position of Midwifery Director.  This 
role will lead, direct and develop midwives, working in partnership with the Clinical 
Director and Service Manager, reporting operationally to the Operations Director and 
professionally to the Executive Director Nursing and Midwifery.  Building on what 
has been achieved to date the Midwifery Director will lead collaborative efforts for 
community and hospital midwives across the practice environment.  Applications 
close for this position on 3 February 2017. 
 
The Maternity Clinical Information System improvement work continues with a focus 
on improving data quality, supporting staff in consistent use of the system and 
utilising the improvements to the system through the periodic release of 
improvements to the system nationally.  In late November 2016 the Ministry updated 
the sector regarding the steps being taken to set performance objectives for the 
vendor and ensure that these are measured and met.  A set of performance objectives 
has been agreed between the vendor and the Ministry, which will culminate in the 
release of version 13 to test in March 2017.  While we are confident that the Ministry 
is aware of all the issues, what remains is the need for sustainable change to the 
system to address them. Release 13 is the crucial milestone to have this demonstrated 
and most importantly reduce the clinical risk inherent in the system currently.  We 
have reiterated to the Ministry the importance of improvements in the clinical utility 
of the system, and that delays beyond the proposed date for Release 13 would not be 
acceptable.  Any further delays would have an impact on our planned training 
programme for staff, where we are looking to have staff better equipped to use the 
system as it was originally intended.  We will continue to closely monitor progress 
with this national work. 
 
The Work Programme Status Report (Appendix 1) provides an update for each 
initiative. 
 
4.1 Work Stream 1 - Safe Staffing 

The Safe Staffing workstream now has 38 initiatives, 35 have been completed, with 
two on track and one behind.   
 
Unfortunately the fourth communication work shop in November, planned to 
socialise the six clinical pathways developed to support transfer of care was 
postponed due to sickness.  The intervening time has allowed for the pathways to be 
further refined and discussed in preparation for the workshop early in 2017.  It is 
worthy of note that the ongoing collaborative approach continues between LMCs and 
Maternity staff, with feedback received which demonstrates an improved working 
environment  i.e. “feels much safer” and “ maternity staff are working with LMCs in a 
more supportive manner”, “easier to ask for assistance” (LMC).   
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A collaborative approach has been taken between the maternity service leadership 
and the Hospital Operations Centre to managing fluctuations in workload and the 
impact that has on midwifery and nursing staffing requirements. Variances in acuity 
and complexity are to be expected and need robust arrangements in place to manage 
them.  This has included increasing the profile of the maternity service, with 
Associate Charge Midwives attending the hospital wide bed meetings to support 
communication and a more collegial approach to these arrangements and support a 
greater understanding of the unique requirements of the maternity service. 
 
Progress continues to be made on the development of a model of care for women with 
Gestational Diabetes Mellitus (GDM), led by the maternity service. As previously 
reported the role of a speciality midwife is central to this model, as a liaison with the 
woman and her LMC.   
 
Benefits for the woman include: 

• Improved coordination and liaison with the woman and the LMC of the 
woman’s Antenatal Clinic (ANC) 

• A reduction in follow up hospital visits.  
 
Maternity staff visited Waitemata DHB in November.  This provided an opportunity 
to see how the role of the speciality midwife works and to see the model working.  
Implementation will see strengthening of GDM management within the service 
providing education and support for the woman, her partner/support person, 
whanau, LMC and clinicians; building on the collaborative work undertaken over the 
last few months.   
 
4.2 Work Stream 2 - Facilities 

The facilities workstream had six initiatives; all have been completed, with just the 
final operational aspects to be put in place to have the ante natal clinics fully 
relocated. 
 
The work to improve and enlarge the reception/ work station in the postnatal ward 
has been completed, providing a better working environment for admin and clinical 
staff.  These changes have it looking tidier and less cluttered. 
 
The first antenatal clinic was held on level two in November.  Initially only one clinic 
weekly was held to assist with finalising patient flow and clinic process arrangements.  
Further antenatal clinics were held over November/ December, with a number of 
clinical staff providing feedback on the new arrangements.  Their feedback has been 
incorporated into the final configuration of the rooms and clinical processes.  When 
the Antenatal Day Unit moves upstairs as part of these changes, LMCs will have a 
dedicated office/rest space in Delivery Suite, which has been warmly welcomed by 
them.  The changes to date and those proposed have been the subject of positive 
feedback from women. 
 
The alterations to the physical environment are planned for completion at the end of 
January 2017, with the remaining antenatal services relocating to level two in 
February.  Signage will be in place to assist with advising visitors of the changes to 
access antenatal service and the post-natal ward.  This will be supported by 
communication to key stakeholders and the wider community.  
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4.3 Work Stream 3 - Governance 

The Governance Workstream has six initiatives; all have been completed. 
 
The Maternity Service Clinical Governance Group will be established in March 2017 
as part of the transition from the current maternity project supported by the steering 
group, to ongoing business as usual arrangements.  This is crucial to ensure that 
service improvement work continues, and that the gains made in partnership and 
collaboration are further consolidated.  The service leadership roles are critical to the 
success of the new governance arrangements. 
 
It is envisioned that the Maternity Service Review Implementation working group 
will form the basis of the Maternity Clinical Governance Group.  The Maternity 
Clinical Governance Group Terms of Reference will support this being achieved.  This 
will then enable a smooth transition of the existing workstreams and maintain the 
engagement of those involved to date. 
 
The Maternity Quality & Safety Programme (MQSP) is now led by the leadership of 
the Women’s Health Service.  The MQSP Coordinator now reports to the Operations 
Director for the delivery of the ongoing improvement work.  MQSP will be governed 
by the wider maternity Clinical Governance Group. 
 
Implementation of the Tuia Framework (Framework supporting improved health 
outcomes for Māori accessing Women’s Health Services) into Maternity services has 
begun but will require a concerted approach to fully integrate principles and to 
enhance cultural responsiveness.  This will be supported through participation of 
Māori on the Maternity Service Clinical Governance Group and will also require 
working in collaboration with Māori though Pae Ora, Māori midwives and Māori 
consumers (alongside representatives from the maternity service). 
 
4.4 Work stream 4 – Quality & Outcomes 

The Quality and Outcomes workstream has 17 initiatives, 15 have been completed, 
with one on track and one behind.  
 
The “Mastering Open Disclosure” workshops originally organised for Maternity 
Services Staff and LMCs in late October, were postponed as a result of industrial 
action.  They are now rebooked for 29 & 30 March 2017.   
 
Maternal Case review and Perinatal case review meetings have been established. 
Learning points are shared via a monthly Maternity Matters Quality newsletter.  
These have been well received by staff and are now business as usual. 
 
4.5 Work Stream 5 – Key Stakeholder Engagement 

The Key Stakeholder workstream has 22 initiatives; all have been completed. 
 
The relationships between the LMCs and Maternity Staff have been strengthened, 
forming a strong base for ongoing improvement work.  This collaborative approach 
keeps women at the centre of care.  LMC representation on the Maternity Service 
Clinical Governance Group will assist with maintaining the relationships and ongoing 
further enhancements to the provision of care.   
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Interface meetings have been established with the services that have an interface with 
maternity.  These meetings are chaired by the Women’s Health Service Manager, and 
are generally well attended. ”Recommendation–Hip Checks for DDH- Development 
dysplasia of the hip” now has an agreed approach and will be implemented in 
partnership with the Orthopaedic Services, in February/March 2017. This work will 
be supported by the project manager. 
 
4.6 Work Stream 6 – Consumer Engagement 

The Consumer Engagement workstream has seven initiatives; all have been 
completed.  
 
A key achievement has been the establishment of the consumer liaison role. This 
position has been appointed to, at two days a week, with the appointee commencing 
in early February 2017.  Initial focus for the role will be establishing enduring links 
with women and their families, and supporting service improvement work. 
 
Consumer representation on the Maternity Service Clinical Governance Group will be 
critical to ensuring that the consumer’s voice is heard.  It is important that any 
decisions relating to service delivery will reflect consumer input and improve the 
consumer experience.   
 
4.7 Work Stream 7 – Guideline Review 

The Guideline review workstream has 10 initiatives; all have been completed.   
 
The guideline review work stream has achieved all its identified initiatives. The fetal 
loss guideline has been reviewed and it has been agreed that to ensure the guideline 
meets key stakeholder requirements, a broader approach should be taken.  This will 
be achieved through a separate project, involving all relevant stakeholders, including 
women and their families, the local SANDS (Stillbirth and Neonatal Death Support) 
group, and inclusive of community based providers.  It will also incorporate work to 
improve the environment in the SANDS room, the dedicated space close to the 
Delivery Suite for families that have experienced loss. 
 
The role of the MQSP Co-ordinator has been central to ensuring that the maternity 
service policies have been reviewed. 
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5. NEXT STEPS 
 
The maternity improvement programme will continue into February and March 2017 
to ensure all the initiatives are completed.   
 
A transition plan has been endorsed by the Project Steering Group. The purpose of 
this plan is to take the necessary steps to make the transition from the project 
development to business as usual service improvement work. 
 
It is envisioned that the Maternity Service Review Implementation working group 
will form the basis of the Maternity Clinical Governance Group from March 2017.   
 
Quality and service improvement initiatives will be incorporated into the quality & 
service improvement frameworks, with oversight and direction from the governance 
group. 
 
 
 
 
 
 
Mike Grant 
General Manager 
Clinical Services & Transformation

25



APPENDIX 1 
 

Maternity Service Review – Work Programme Status Report – 31.12.16 
 

  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

Establish Working Group      

Identify working group members  April 16    
✓ 

Develop working group Terms of Reference April 16    ✓ 

Obtain sign off TOR by the Maternity Service Review steering group May 16    ✓ 

Develop working group communication plan June 16    ✓ 

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

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

June 16    ✓ 

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

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

On 
Track 

Revised 
date 

Behind Completed 

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

Dec 16    ✓ 

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

Sept 16    ✓ 

o Confirm arrangement for responding to clinical acuity +/- staffing shortages Nov 16    ✓ 
o Evaluate effectiveness of arrangements March 17 ✓    

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

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

the development of each pathway 
Sept 16    ✓ 

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

Oct 16    ✓ 

o Develop action plan in response to audit  findings Nov 16    ✓ 
Socialise draft Transfer of Care Pathways for consultations,  feedback and finalisation Nov 16  Feb 2017 X  
Develop a Model of Care for women with Gestational Diabetes Nov 16    ✓ 
Fortnightly  meetings held with ACM and Charge Midwife May 16    ✓ 
Team Development day/s June 16    ✓ 
Nursing and Midwifery orientation manual to be reviewed and circulated for 
consultation  

June 16    ✓ 

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

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

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

Review “Model of Maternity Care” Report  May 16    ✓ 

o Feedback to steering group June 16  Aug 16  ✓ 
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

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

✓ 

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

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

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

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

May 16  Oct 16  ✓ 

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

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

April 16    
✓ 

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

May  16    ✓ 

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

June 16    ✓ 

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

July 16    ✓ 

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

Sept 16    ✓ 

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

Sept 16    ✓ 

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

July 16  Dec 16 
March 17 

X  
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

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

Nov 16    
✓ 

MQSP Co-ordinator on working group March  
16 

 April 16  
✓ 

Ensure all ACMs are familiar with MDHB 5375 July 16    ✓ 
Case reviews Review Perinatal Mortality Review co-coordinator Sept 16    ✓ 
Instigate monthly Maternal Case Review meetings Sept 16    ✓ 
Develop a plan for socialisation and use of ISBAR March 17 ✓    
Develop an education package for colleagues, LMCs which look are a recommended 
time to do dating scans; 8-9 weeks. 

Dec 16    ✓ 

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

o Take to next Interface meeting in September 

Sept 16    ✓ 

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

May 16    ✓ 

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

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

On 
Track 

Revised 
date 

Behind Completed 

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

May 16    ✓ 

Explore  Maternity service content on MDHB internet and update as required Sept 16    ✓ 
Facilitate use of shared net site and citrix Sept 16    ✓ 
Update list of key stakeholders May 16    ✓ 

o Identify levels of access to MDHB documents/sites by function 
o  

July 16    ✓ 

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

Aug 16    ✓ 

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

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

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

June 16  July 16  ✓ 

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

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

May 16    ✓ 

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

Sept 16    ✓ 

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

Aug 16    ✓ 

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

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

Aug 16    ✓ 
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  Planned 
date 

On 
Track 

Revised 
date 

Behind Completed 

Socialise national guidelines “Observations-mother-baby-immediate-postnatal-period” Dec 16    ✓ 
Socialise fetal loss guidelines (Existing guidelines use confirmed – whilst long term 
project undertaken) 

Dec 16    ✓ 
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TO Healthy Communities Advisory 
Committee; 
Quality & Excellence Advisory 
Committee 

 

    
FROM Finance Manager 

Funding and Planning 
 

   
DATE 24 January 2017  MEMORANDUM    

SUBJECT 2017/18 BUDGET - UPDATE   
 
 
1. PURPOSE 
 

This report updates the Committees on the 2017/18 Funding Envelope. 
 
 
2. 2017/18 FUNDING STREAMS – THE FUNDING ENVELOPE 
 
In mid to late December DHBs normally receive detailed information on the funding 
allocation for the next financial year.  This is a key input to the planning process.  This 
year DHBs have received only a high level ‘indicative funding signal’ which provides 
only national funding information.  
 
The letter from the Ministry indicates that DHBs should assume a national increase of 
$400 million.  This is the same as the previous year. To measure the implication on 
MidCentralDHB of the indicative funding signal requires further information, which is 
not yet available.  
 
It is not yet clear when DHBs might expect to receive the further information. Pending 
the arrival of this information, the Annual Plan and Budget are proceeding on the basis 
of the previously agreed assumption of 1.7% funding increase.  
 
 
3. RECOMMENDATION 
 
It is recommended: 
 

• that it be noted that further information will be supplied with which to quantify 
the DHB level funding, and that budgeting continues to be based on the 
assumption of 1.7 percent funding increase;  

 
 
 
Steve Tanner 
Funding and Planning 
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TO Quality & Excellence Advisory 
Committee 
 

  

FROM Mike Grant 
General Manager  
Clinical Services and 
Transformation 
 

  

DATE  25 January 2017    
SUBJECT MCH Operations Report – October, November and December 

2016 
 

1. PURPOSE 

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

2. SUMMARY 

This operational report is aligned with the four strategic imperatives that are the 
fundamental focus for MidCentral Health, with an overarching emphasis on quality.     
 

  STRATEGIC IMPERATIVES 

Priorities Quality By 
Design 

Equity of 
Outcomes 

Connect & 
Transform 

Partner with 
people and 

whanau 
Health Targets     

Integration      

Quality 
Improvement 

    

Service 
Development 

 
   

 
While it is acknowledged our priorities cross over more than one of the strategic 
imperatives, this report focuses on the primary alignment. 
 
The ‘business as usual’ components are attached as appendices.  The detailed information 
relating to elective health targets, ESPI 2 and 5 data and non-ESPI waiting lists, as 
previously provided, is now available on the public MCH internet.  The following link will 
take you to the site - 
http://www.midcentraldhb.govt.nz/HealthServices/Pages/Elective.aspx 
 
  

MEMORANDUM 
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Quality by Design 
Focussed projects on service improvement continue across MidCentral Health.  The Child 
and Adolescent Oral Health Services successfully implemented the electronic clinical 
record, Titanium.  The Regional Urology project continues to develop and implement a 
new model of care.  The Ophthalmology Service is being guided by advice from the 
Ministry of Health for a nationally consistent approach to service delivery, models of care 
and workforce used to support eye health for our population.  There is additional funding 
available from the Ministry of Health to deliver an agreed Ophthalmology Service 
improvement plan.  Implementation of the recommendations from the Renal Review 
project has commenced, with work progressing on those aspects relating to physical 
space, improved patient outcomes and modality management.    
 
ePharmacy went live fully on Sunday 29 January as planned.  The go-live was smooth 
with all processes tested as far as possible on the first go-live day.  The first full work day, 
while challenging for Pharmacy staff, progressed smoothly.  Pharmacy staff have been 
positive about the changes. 
 
Production planning for the 2017/2018 financial year is well under way, with the 
finalisation of the price volume schedule awaiting confirmation of the revenue allocation 
to MidCentral Health, including the final national prices.   
 
Equity of Outcomes 
A number of initiatives to improve cancer journeys continue under the Faster Cancer 
Treatment project.  Areas of improvement are noted in Urology services, head and neck 
cancer, general surgery, gynaecological cancers, radiation oncology and gastroenterology.   
 
The Elective Service Patient Flow Indicators (ESPIs) are non-compliant for December.  
This is largely due to reduced capacity over the Christmas/New Year holiday period, with 
some departments providing an acute level of service only during this time.  It is expected 
the non-compliance will continue throughout January given the registered doctors 
association (RDA) industrial action.  It is anticipated compliance will be achieved by the 
end of February.  Recovery plans have been implemented to assist services to proactively 
manage this.   
 
Connect & Transform 
The first Orthopaedic Hip and Knee Assessment clinic at The Palms is scheduled to 
commence on 25 January 2017.   
 
Good progress is being made with the Community and Primary Health Care Nursing 
Integration project.  This project involves nursing teams from District Nursing, General 
Practice/IFHC sites and long term conditions nurses from Central PHO/Maori/Iwi 
providers.  The purpose of the project is to align and integrate the community nursing 
roles and team in relation to the patients’ health home, the patient journey and specific 
programmes of care.    
 
Planning is advanced around the establishment of three renal dialysis chairs at 
Horowhenua Health Centre. Work is also progressing around medical service delivery in 
Horowhenua, with the DHB working with the Central Primary Health Organisation 
(PHO).  The aim is the development of an integrated model to ensure sufficient medical 
coverage, along with an appropriate level of support and work/life balance to make it 
attractive to prospective candidates. 
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Partner with people and whanau 
Results from the National Inpatient Experience survey have shown an improvement in all 
dimensions, being communication, coordination, partnership and physical and 
emotional needs.   
 
Organisation Activity 
Demand at the front door continues at a high level, despite moving into the summer 
month, with December presentations to the Emergency Department (ED) being the third 
highest on record.   The daily average for ED presentations was 122, compared to 116 in 
November.   
 
Cost weighted discharges (CWDs) were under plan for December by 56, with acute 
activity lower than previous months.  The year to date CWD result is ahead of plan by 
172, with acutes being 482 CWDs ahead and electives being 310 under plan.  First 
Specialist Assessment volumes were on target for the month (YTD 544 behind) with 
follow up appointments ahead by 184 for December (YTD 902 ahead).   
 
Acute demand for beds and services has remained high and consistent across Medical 
and Surgical Services through into December.  Year to date figures continue to be 
impacted by this trend.   
 
The overall financial contribution for December was an unfavourable $168k against 
budget.  Revenue was close to target for December, however remains unfavourable year 
to date by $757k. 
 
Personnel costs, inclusive of outsourced personnel, continue to be high at $265k 
unfavourable.  The management of locums, overtime and cross cover continues to be a 
focus.   
 
Patient demand continues to impact clinical supply costs which were $120k unfavourable 
for December.   

3. RECOMMENDATION 

It is recommended 
 
 that this report be received 
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4. STRATEGIC IMPERATIVES 

 
 
This operational report aligns with the four strategic imperatives that have become a 
fundamental focus for MidCentral Health.  It is acknowledged that excellence forms the 
foundation for all our services, however the overarching framework will: 

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

 
 
 
4.1 Achieve Quality and Excellence by Design 
 
 
This section informs Q&EAC on approaches that MCH is undertaking for ongoing quality 
improvement, progress to a culture of excellence and driving service improvement 
through innovative solutions.   
 
It includes improving quality, safety and experience of care updates. 
 
4.1.1 Child and Adolescent Oral Health Services (CAOHS) 
Titanium Project – Project Closedown Phase 
Following the successful implementation in November the Titanium platform was 
handed over to Information Systems and CAOHS for operational management and 
support mid December 2016.  Arrangements are on track for the project to be formally 
closed off by mid-February. 
 
The project implementation went live on time.  The users of the system have adapted well 
to the significant changes in business processes that the new system required. The Digital 
Radiography component had some complexities that were not known until 
implementation, however this is now progressing as planned.  Patient records will 
continue to be progressively migrated to Titanium, a process likely to take a further ten 
months.  The Titanium Governance Group will be supporting the service to take full 
advantage of the applications features and effectively manage technical/process changes 
to ensure that the anticipated efficiencies are realised. 
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Arrears 
Arrears for the end of December 2016 were consistent with that forecast in November 
2016.  Arrears are those children not seen within the defined recall period (typically 12 
months).   

Arrears Arrears 
Overdue by up to 

six months 
Oct 6,613 516 
Nov 7,169 817 
Dec 8,111 1,479 

 
Most of the children waiting the longest live in Palmerston North.  As previously reported 
the increase in arrears is as expected given the staff vacancies, the implementation of 
Titanium and the loss of a mobile unit.  A management plan is in place to address arrears 
and updates are provided to staff each month to track progress and encourage feedback.  
Clinical Leaders have been reviewing planning for early 2017 taking into account critical 
areas for service delivery. 
 
Improvement in the arrears will follow the successful recruitment to long standing 
vacancies and the commissioning of the replacement mobile, both occurring in February 
2017. In addition the incremental benefits of the Titanium implementation will continue 
to flow through over 2017/18.  Current projections are that the benefit of these three 
factors will lead to a reduction in arrears to around 4000 by the end of June 2017. 
 
A plan will be developed to support this being achieved and to bring arrears back to 
around 3000 by December 2017.  Historically arrears have been around 2000, which was 
in line with those of other DHBs.  This is expected to be achieved through calendar year 
2018. 
 
Oral Health Promotion 
The Preschool/Adolescent Oral Health Coordinator continues to follow up with schools 
to support them becoming ‘water-only’ (for drinks in schools).  Liaison continues with 
advisors from Health Promoting Schools and Heart Foundation to work towards the goal 
of all schools within the DHB region being ‘water-only’.  There has also been a focus on 
oral health education for refugee communities in Palmerston North and Feilding. 
 
4.1.2 Regional Urology 
Given the impact for Whanganui DHB, a paper outlining the principles of the new model 
of care is being submitted to WDHB Board.  The issue of continuing with a cohort of 
appropriate surgical procedures in Whanganui is being discussed at a Chief Executive 
level.   
 
Other aspects of the model were discussed and the CEs have asked that the project board 
prepare for implementation of these.  This includes the work towards a single 
administration system, the “smart” capacity planning software, confirming the 
demand/capacity question and working with the nursing team on requirements for new 
clinics and primary care and of course, resourcing to support this work.  If necessary, this 
includes investing in new equipment for the service at Whanganui hospital.  Some of this 
implementation work is already underway. 
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4.1.3 National Bowel Screening Programme 
MidCentral Health continues to be part of the second ‘tranche’ for implementation of the 
MoH led national programme for bowel screening.  The provisional start date is 
scheduled in the 2018/2019 financial year, along with nine other DHBs (namely 
Northland, Auckland, Waikato, Hawke’s Bay, Whanganui, Capital & Coast, Nelson 
Marlborough, Canterbury and South Canterbury).   
 
The Central Cancer Network (CCN) will be coordinating representation from the Lower 
North Island DHBs to commence work on the business case.  This will ensure a 
streamlined approach to the regional roll out, including planning around the regional 
coordination centre. 
 
A gastroenterology training registrar position commenced in November 2016.  This 
position is funded through Health Workforce NZ.  Advertising continues for a General 
Medicine/Gastroenterologist as part of the existing vacancies within the medical line.    
 
Quarter Two Diagnostic Waiting Times Targets – 2016/16:  Colonoscopy 
 Oct 

2016 
Nov 
2016 

Dec 
2016 

85% of people accepted for an urgent diagnostic 
colonoscopy will receive their procedure in 14 calendar 
days or less 

100% 100% 84.5% 

Additional requirement:  100% of urgent colonoscopy 
performed in 30 days 

100% 100% 100% 

70% of people accepted for a non-urgent diagnostic 
colonoscopy will receive their procedure in 42 calendar 
days or less 

65.9% 68.4% 81.8% 

Additional requirement:  100% of non-urgent 
colonoscopy performed in 120 days or less 

100% 100% 100% 

70% of people accepted for surveillance colonoscopy 
receive their procedure in 84 calendar days or less of the 
planned date 

97.3% 85% 68.7% 

Additional Requirement:  100% of surveillance 
colonoscopies performed in 120 days or less 

100% 100% 75% 

 
This table shows the second quarter’s results on a monthly basis for Ministry of Health 
(MoH) diagnostic waiting times for colonoscopy.   Demand was a challenge in December, 
however a plan is being developed with the service to ensure compliance and targets are 
met by year end.   
 
The MoH has advised of potential additional funding, conditional on, but not limited to:  

• Achieving the 2016/17 indicator requirement at the end of the 2016/17 financial 
year (June 2017).   

• Providing good data quality. 
• Use of the National Referral Criteria for Direct Access Outpatient Colonoscopy or 

CT Colonography. 
• Surveillance colonoscopy offered according to the guidance on surveillance for 

people at increased risk of Colorectal Cancer. 
• A single point of entry and triage of referrals for colonoscopy. 
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At this stage it is unknown of the extent of funding, with the contract not anticipated until 
February 2017. 
 
4.1.4 Ophthalmology 
Following national discussion on the pressures and challenges experienced in 
Ophthalmology Services the MoH has provided information regarding the variability in 
service delivery across the country.  This is in terms of processes, systems and planning 
to support appropriate access to services, as well as models of care and workforce used to 
support eye health for New Zealanders. 
 
Whilst there are a number of patients overdue for their follow up, all follows are 
prioritised to ensure that high risk patients are being managed within the timeframes 
specified by the clinicians. Over time the Ophthalmology Service has been proactive and 
innovative in looking at ways of managing the increasing demand on the service.  
MidCentral Health has implemented systems to ensure that patient care and treatment 
does not exceed the agreed clinical treatment timeframes.  This process has certainly 
improved the timeliness of bookings and ensures all patients receive the follow-up they 
require. 
 
In order to ensure the provision of optimal ophthalmology services nationally the MoH 
has developed a high level national approach to support service improvement.     
This includes making available a contribution of $2 million nationally during 2016/17 to 
assist DHBs to develop, implement or improve care models to best support eye health.  
Over the medium term, the MoH will work to develop improvements that are best 
designed at national level.  This will include work on clinical prioritisation tools and 
processes, guidance to inform a nationally consistent approach to follow up management, 
evaluations of models of care and workforce modelling. 
 
Funding of up to $100k is available for each DHB to deliver an agreed service 
improvement plan, where required.  This may include improved capacity and demand 
planning, improved referral management, consistent prioritisation for access, or using 
alternative workforce such as optometrists or nurse specialists.  MidCentral Health will 
be submitting a plan. 
 
One ophthalmologist is currently on extended leave which impacts throughput, however 
locum ophthalmologists have assisted with clinics (First Specialist Assessment and 
Follow-up), which is likely to continue into the early part of the 2017.  
 
4.1.5 Renal Project – Implementation of the recommendations from the 

Renal Review Project 2016 
Project Management has been established to implement the recommendations from the 
Renal Review project undertaken by Sharon Bevins in 2016.  A number of 
recommendations were made, including facility changes to enhance the incentre 
haemodialysis facility, increase home based haemodialysis and continuous ambulatory 
peritoneal dialysis and increase opportunities for renal transplant.  
 
The Project Steering Group, which includes consumer representation, has given priority 
to two recommendations in order to improve service delivery.  These relate to physical 
space as well as improved patient outcomes and modality management.  
 
Working groups have been established which will see the establishment of three 
haemodialysis stations at Horowhenua Health Centre.  This will enable local dialysis for 
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some Horowhenua patients who are presently required to travel to Palmerston North 
three times a week for dialysis.  The three stations are expected to be in place by the end 
of April 2017. 
 
Community based pre-dialysis patient care is also being reviewed and will see enhanced 
patient assessment, and more comprehensive education for patients and whanau around 
appropriate treatment modalities for those patients commencing dialysis.  Robust 
packages of support will be established to facilitate the commencement of dialysis, both 
community and incentre based.  
 
4.1.6 Rheumatology Services at MidCentral Health 
A new full-time rheumatologist has been successfully recruited from the United 
Kingdom.  Dr Telegdy will commence in May 2017.  In the meantime, support from a 
rheumatologist in Hawke’s Bay will be provided until Dr Telegdy commences.  He will 
also provide a phone consultation service for MCH based SMOs and review referrals into 
the service as required.  Rheumatology patients tend to have a higher proportion of 
chronic, long-term conditions, rather than acute cases that require urgent attention. 
These arrangements will ensure there is capacity to see any urgent patients referred while 
we await the arrival of our new specialist. 
 
In addition, we have worked with our patients’ general practice teams to assist them in 
managing these conditions where appropriate, so that patients can be cared for closer to 
home, in the primary care environment.  As with any of our specialist services, if a 
patient’s situation worsens, their GP is encouraged to refer them to the service, and 
specialist advice is always available to GPs. 
  
This is a business as usual approach to a staffing change of this sort. The service has 
always been run by one full-time specialist rheumatologist, with support being provided 
by a general medicine physician with a rheumatology subspecialty. 
 
4.1.7 Infectious Diseases 
Dr Rudy Yap and Dr Mark Beale, who both provided infectious disease (ID) specialist 
support, left in the latter part of 2016.  Support is being provided by Dr Richard Everts 
based in Nelson/Marlborough DHB.  He will provide phone consultation for SMOs for 
inpatient enquiries, as well as support for anti-microbial stewardship to ensure that 
antibiotic selection and prescribing is appropriate clinically and financially.  He will also 
provide Infection Prevention and Control service support. 
 
Two ID physicians from USA and Israel have been interviewed and recruitment is 
progressing well. 
 
4.1.8 Cardiology 
The business case for the establishment of a dedicated cardiac catheterisation laboratory 
(Cath Lab) has been completed and presented to Strategic Capital Governance in 
December.  The business case recognises the current expenditure on the outward 
interdistrict flow, which would reduce as services were provided locally.  It is now being 
prepared for submission to the Executive Leadership Team, board committees and, in 
due course, to the Board for approval.  This facility will also enable percutaneous 
coronary intervention (PCI) thereby reducing the number of patients required to transfer 
to Capital and Coast for interventional cardiology. The facility will also be used for 
pacemaker and device implantation.  
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MidCentral Health continues to perform well in achieving targets for the cardiac 
angiography indicators exceeding both performance indicators as follows: 
  

“70 percent of high risk patients will receive an angiogram within three days of 
admission” – 73.8 percent - achieved second quarter 2016/17. 
 
“Over 95 percent of patients presenting with ACS who undergo coronary 
angiography have completion of ANZACS-QI ACS and Cath/PCI registry data 
collection within 30 days” – 100% percent achieved first quarter 2016/17. 

 
These results exceed those for the first quarter of 2016/17. 
  
The accelerated chest pain pathway continues to guide the management of patients 
presenting to our ED with chest pain.   An evaluation of the pathway is currently being 
undertaken, led by the ED Consultant team. 
 
4.1.9 Quality and Safety Marker Results - July to September 2016 
Results for the Quality and Safety Markers for the period July to September 2016 have 
just been received.  
 
 Target  

(per cent) 
Result 

(per cent) 

Hand Hygiene 80 81 

Falls 
– Risk Assessment 
– Care Planning 

 
90 
90 

 
95 

100 

Surgical Site Infection Surveillance 
– Marker 1 
– Marker 2 
– Marker 3 

 
100 

95 
100 

 
98 
98 

100 

Safe Surgery 

Set A  
– Marker 1 
– Marker 2 
– Marker 3 
 
Set B  
– Marker 1 
– Marker 2 
– Marker 3 

 

 
100 
100 
100 

 
 

95 * 
95 * 
95 * 

 

 
94 
90 
95 

 
 

84 
75 
71 

 
* At five or above on a seven point Likert scale. 
 
Hand Hygiene 
Hand hygiene results continue to be above target at 81 per cent with the target being 80 
percent for the second consecutive audit period. This result has been achieved by the 
ongoing work of the Infection Prevention and Control team to support local areas who 
are struggling to achieve target along with supporting local area leadership and 
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ownership. Monthly audit results are sent out widely to both local and wider leadership 
teams. 
 
Falls 
The results for the percentage of older people given a falls risk assessment and 
individualized care planning, continue to be very positive.  Falls risk assessments were 
reported at 95 percent well above the 90 percent target. The percentage of patients 
identified as at risk of falling who were given an individualized care plan is at 100 
percent. These are excellent results that demonstrate the ongoing diligence of our 
multidisciplinary teams to the importance of falls prevention. 
 
Surgical Site Infection 
The surgical site infection results also continue to be very positive as follows: 
 

• Marker 1. Antibiotic given within the hour before surgeon’s knife touches skin with 
a target of 100 percent and our achievement being 98 percent. 

• Marker 2. That the right antibiotic is given in the right dose with a target of 95 
percent and our achievement being 98 percent. 

• Marker 3. Appropriate skin antiseptic is used with a target of 100 percent and our 
achievement being 100 percent. 

 
Safe Surgery 
These results included the first report against the new safe surgery marker. This was 
previously the surgical safety checklist with results derived from a paper based audit. 
This new marker measures the levels of teamwork and communication in the Operating 
Theatre. The three surgical site checklist moments are the process markers (sign in, time 
out and sign out) which are audited from a direct observation process. Each marker 
requires a minimum of 50 observational audits per quarter and review of all elements of 
the checklist before the observation can be included in the audit. 
 
We are one of only eight DHBs to achieve the required 50 competed observational audits.  
The target is set at 100 percent for all three measures within the marker, “Uptake-
percentage of observed procedures where checklist was completed”. We achieved as 
follows: 

• Marker 1. Sign in 94 percent 
• Marker 2. Time out  90 percent 
• Marker 3. Sign out 95 percent 

 
These are also excellent results that are close to target for the first reporting period for 
this marker. This result demonstrates the strong team work and ongoing focus to 
developing this process, the training required and the additional time required for 
auditing. 
 
The second part of this marker measures the levels of team engagement with the 
checklist, measured using a 7 point scale. The target is 95 percent scoring at 5 or above. 
The marker is “Engagement-percentage of observed procedures with scores of 5, 6 or 7 
for the three checklist moments. We achieved as follows: 

• Marker 1. Sign in 84 percent 
• Marker 2. Time out 75 percent 
• Marker 3. Sign out 71 percent 
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While this second set of results is below target it is noted that this is the first report for 
this marker. Our focus along with that of HQSC is embedding the new audit methodology 
and working toward improved results in subsequent quarterly reporting. 
 
4.1.10 Master Health Services Plan 
MDHB has conducted an open Request of Interest (ROI), which will be followed by a 
Request for Procurement (RFP) for the development of a strategic property plan to 
inform and support the master health service plan.  
 
MDHB received five responses.  The ROI closed mid December 2016, with three 
companies shortlisted to progress to a closed RFP.  The RFP will be released to the 
shortlisted respondents early February 2017.  It is envisaged the preferred service 
provider will be appointed during March 2017.  
 
4.1.11 Production Planning 2017/2018 
The below advises the current progress to date in developing the 2017/18 annual price 
volume schedule (PVS): 
 

• October 2016: A multiple year view of patient activity was developed to build a 
baseline for high level discussions with MCH leadership. 

• November 2016: Using current prices this was loaded into the budget to start 
discussions which included indicative total revenue to MCH. 

• January 2017: Draft new national prices were released which was loaded into 
the PVS. 

 
We await the full funding package to be released by the Ministry of Health.  Finalisation 
of the PVS requires confirmation of the revenue allocation to MCH including final 
national prices.  It is expected this information will be available in February 2017 to 
complete the PVS development in preparation for the first round of submissions to MoH 
starting in March 2017. During this time engagement sessions with clinical and 
operational leadership will be held to ensure the PVS reflects planned service delivery. 
 
4.1.12 ePharmacy Implementation 
There has been significant progress with ePharmacy.  A successful soft go-live of 
ePharmacy in December has meant that while there were no transactions taking place in 
the system, patient information was flowing. Having a soft go-live ensured that on our 
go-live day long stay patient information was in the system.  It also allowed for ironing 
out the inevitable interface issues that occurred prior to our actual go-live.  Training of 
pharmacy staff was successfully completed in the third week in January, and feedback 
from staff has been positive.   
 
The final implementation phase for ePharmacy commenced on 27 January 2017.  This 
included the provision of a full stocktake in the pharmacy to ensure all information in the 
new system was reconciled.  The system went live fully on Sunday 29 January as planned.  
The go-live was smooth with all processes tested as far as possible on the first go-live day. 
At the time of finalising this report, the first full work day, while challenging for 
pharmacy staff, progressed smoothly.  Pharmacy staff are not only becoming familiar 
with new software but also a complete change in many of their business processes, as the 
software replaces the almost 30 year old HOMER pharmacy module.  Pharmacy staff 
have been positive about the changes. 
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Additional technical and user support for the first week after go live to address those 
minor issues that inevitably occur at this time along with the necessary resources to 
support this, are in place.  
 
4.1.13 Registered Medical Officer Industrial Action 
Seventy three hours of industrial action by the members of the New Zealand Resident 
Doctors’ Association commenced at 0700 on Tuesday 17 January and concluded at 0800 
hours Thursday 19 January.  Our contingency plans were activated at the commencement 
of the fourteen days of notice and no major issues arose during that time.  Senior medical 
officers and junior medical staff, who were not participating in the industrial action, 
ensured that rosters were in place.  MCH did not need to request external support for life 
preserving services.  The teams worked well together across all services, enabling the 
continuation of some selected elective surgery and outpatient clinics during this period.   
 
Over the strike period around 400 clinic appointments and 75 elective surgeries were 
impacted. This number includes those that were booked and have been postponed, and 
those that could have been carried out over these days, but were not booked, knowing 
strike action was probable. We wanted to avoid inconveniencing patients by booking 
appointments, only to postpone them a couple of weeks later. All of the patients impacted 
have been rescheduled throughout February.     
 
Along with other DHBs we will be providing a report to the Ministry of Health electives 
services team.   
 
4.1.14 Mental Health and Addictions Service Ward 21 Business Case update 
The business case to examine and advise on options for Ward 21 Acute and Intensive 
Care Mental Health and Addictions Service (MHAS) inpatient unit has taken longer to 
prepare than originally envisaged.  A consultant has been engaged by the Commercial 
Support Services Group Manager, Jeff Small, and they will commence work on the 
business case with the MHAS Executive Leadership Team at the end of January.  The 
delay in preparation of a business case outline for this meeting has occurred due to a 
decline from the initial alternative consultant approached to progress the business case 
and the intervening holiday period interrupting planned work.  An interim progress 
report on the business case development will be provided at the 21 March Q&EAC 
meeting.  The proposed date now for the presentation to Q&EAC of a draft business case 
is the Q&EAC meeting 02 May 2017. 
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4.1.15 Medication Errors Review 
Pharmacy has reviewed all medication errors reported over December.  There has been 
an increased focus on reporting of medication errors through the month of December 
which may have had an increase effect on reporting.  The increase, as seen in the graph in 
Appendix 1, shows the occurrence rate of medicine errors per thousand bed days as seven 
is over the target of under 3.5.  This is not related to any specific ward or service and 
there were no medication errors resulting in harm to patients. 
 
 
4.2 Achieve Equity of Outcomes Across Communities  
 
 
The focus for MidCentral Health to achieving equity of outcomes continues with 
progressing our health targets (faster cancer treatment, shorter stays in the Emergency 
Department and improved access to elective surgery).  This will be achieved through 
strong health equity leadership, understanding health equity, a commitment to equitable 
health service provision, workforce composition and capability and partnerships to 
challenge inequity.   

4.2.1 PERFORMANCE MEASURES  
 

Table 1. Summary of our performance measures – October, November and 
December 2016 and Year to Date 

Report Jul Aug Sep Oct Nov Dec  YTD 
Faster Cancer Treatment X  X X X X  X 
Shorter Stays in the Emergency Department X X X X X X  X 
Elective Initiative plan CWD   X X    X 
 Discharges    X  X   
ESPI 2: Patients waiting longer than four months for their FSA X X X X X X  X 
ESPI 5: Patients given a commitment to treatment but not treated 
within four months X X X X X X  X 

 
Detailed information regarding our delivery on our priorities and health targets is given 
below. 

4.2.2 Progressing our Health Targets and Priorities  
4.2.2.1 Faster Cancer Treatment (FCT) 

Graph 1 Faster Cancer Treatment  
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Table 2. MidCentral Domicile Patients 
 

 Dec  YTD 
Number of Patients treated within 62 days 16  86 
Number of Patients identified with high suspicion of cancer 22  108 
Percentage treated within time frame 72.7  79.6 

 
In the second six months of 2016 MDHB submitted 101 records to the FCT database with 
82 of these seen within 62 days.  This will deliver a quarter 2 result of 81 percent, a 4 
percent improvement on quarter one.  Individual months continue to vary significantly 
reflecting known variation in referrals and treatment schedules.   
 
A number of initiatives to improve cancer journeys continue under the FCT project.  
Areas of improvement are noted in: 
 
Urology Services 
A cancer nurse coordinator role is under development (within current resources), 
capitalising on the success of this coordination and navigation model in other services.  A 
visit to Taranaki DHB was undertaken prior to Christmas, where this role is newly 
established and having excellent results in improving patient’s journeys for urological 
cancer patients.  It is hoped to have the position in place by July 2017. 
 
Head and Neck Cancer  
There are now ring fenced computed tomography (CT) bookings for head and neck 
patients, ensuring timely access to staging information prior to the multidisciplinary 
meetings (MDM) that is held each fortnight.  This has meant that patients are not at risk 
of missing a meeting, while awaiting radiology, and then facing a further 14 plus day 
delay while they await the next MDM. 
 
From mid-February a new ‘one stop’ clinic is being piloted, combining a head and neck 
surgeon and a radiation oncologist, supported by a radiation oncology nurse.  
 
General Surgery 
The introduction of hMael, a secure, free, electronic means of sending skin lesion 
photographs and referrals from general practice teams to the hospital has continued to 
improve triaging processes and decision making due to better referral information.  
Technical improvements, including automated referral printing, would streamline the 
process further and are under development. 
 
Gynaecological Cancers  
This pathway is already well coordinated by an incumbent clinical nurse co-ordinator 
(CNC) role;  however the addition of patient information pamphlets has been beneficial 
in prompting the service and connecting patients early on the journey to the service.   
 
Radiation Oncology 
Progress continues to combine the First Specialist Appointment (FSA) and CT 
appointments as a one stop shop for radiotherapy.  A workshop with clinicians is planned 
for February as this work is regional, with the plan being to centralise all FSAs in 
Palmerston North.  The combined appointments will reduce wait times locally, which on 
balance are already relatively quick given the close proximity to the cancer centre, but 
will make a significant impact on the FCT results for other DHBs served by the RCTS. 
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Gastroenterology 
Development of a process to fast track bowel preparation products has reduced lost 
capacity due to the ability to fill schedules at short notice when there are cancellations / 
postponements.   
 
Resources are also in development that can support greater nursing involvement in 
consenting processes, meaning that time needed for medical staff is reduced and clinics 
better managed.   

4.2.2.2 Shorter Stays in Emergency Department (ED)  
 
Target:  Ninety five percent of patients will be admitted, discharged, or transferred 
from ED within six hours. 
 
The Shorter Stays in the Emergency Department target was not achieved in October (93.1 
percent), November (93.6 percent) or December (91.2 percent).  The number of ED 
presentations and admissions continue at a high level with December presentation 
numbers being higher than those seen throughout the winter and the fourth highest on 
record.   
 
Table 3. Percentage of Patients Discharged or Transferred within Six Hours 

 Oct Nov Dec YTD 
Presentations admitted discharged transferred within six hours 3,315 3,269 3,455 20,112 
Presentations 3,562 3,492 3,788 21,950 
Percentage  treated within timeframe 93.1 93.6 91.2 91.6 

 
Graph 2 Emergency Department (ED) Patients Discharged or Transferred 

within Six Hours  
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compared to 1,080 (30.5 percent) in November 2015 and in December there were 1,087 
(28.1 percent) admissions compared to 1,104 (30.7 percent) in December 2015. 
 
In October the daily admission rate was 33 patients with variations between 19 and 45.  
In November the daily admission rate was 35 patients with variations between 25 and 50 
and in December the daily admission rate was also 35 patients with variations between 
23 and 46.  The daily admission average for 2015/16 was 36.  In 2016/17 the daily 
admission average is 36. 

Seasonal Plan – Summer Phase 
In accordance with the summer phase of the Seasonal Plan there was a five bed reduction 
for Ward 25 and the staff, temporarily assigned to the ward for winter, were reassigned to 
cover other planned long term vacancies, for example, parental leave.  In addition, due to 
nursing recruitment issues a further five bed reduction was agreed for Ward 26.  It is 
anticipated that these beds will be reopened as we move towards winter.   
 
Being able to maximise patient flow has been challenging at a time when the length of 
stay for medical patients has increased and with the added pressure of reduced capability 
during the RDA industrial action.  MCH has been working hard to reschedule patients 
whose elective surgery was postponed during the October action.  Similar challenges 
feature during the three days of industrial action in January 2017.  When required the 
additional flexi beds have been used in medical, surgical and the rehabilitation wards 
testing the capacity and resourcefulness of the nursing workforce.   
 
Over the summer months work has commenced on the winter plans in conjunction with 
Primary Health teams.  A collaboration of primary and secondary health staff have 
already been working on a Health Wellness Brochure which can be used by both teams.  
It will give the community the information that they may require of their local providers 
and encourage them to proactively manage their own health needs. 
 
4.2.2.3 Improved Access to Elective Surgery  
The following link will take you to elective health target definitions, individual service 
ESPI 2 and 5 data and Non-ESPI waiting lists.   
 
http://www.midcentraldhb.govt.nz/HealthServices/Pages/Elective.aspx   
 
The Health Targets for October, November and December 2016/17 along with the 
Elective Initiative delivery reports are presented below.   
 
Table 4. Elective Health Target (excludes dental and cardiology) – 

December 2016 and YTD (including October and November) 
 

 December 
2016 

Year to Date Annual 
Target 

Numerator (actual) 641 4343 

7,877 Denominator (plan) 617 4034 
Variance 24 309 
Percentage 103.8% 107.6% 
 
MidCentral Health (MCH) has exceeded the Health Target delivery as at the end of the 
second quarter by 309 discharges. 
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Table 5. Elective Initiative Discharges December 2016/17 and YTD 
(including October and November) 

CWD December YTD  Discharges December YTD 
Actual 745.3 4,710.1  Actual 623 4,209 
Plan 719.2 4,714.3  Plan 647 4,234 
Variance 26.1 -4.3  Variance -24 -25 
Percentage 103.6% 100%   96.2% 99.4% 

 
The December planned Elective Initiative target was ahead by 26.1 CWDs for the month, 
but slightly behind year to date by just 4.3 CWDs.  Against the elective initiative 
discharges target for December, MCH was behind plan by 24 discharges and behind the 
year to date plan by 25 discharges.   
 
October saw MidCentral under deliver against plan in both CWD’s and discharges, 
however this position was rectified in November with MidCentral Health exceeding the 
planned delivery. 
 
The under delivery in October was partly attributed to the RDA industrial action and also 
a number of specialities holding their annual conferences during that month. 
 
MCH Elective Services Patient Flow Indicators (ESPIs) 
The criteria of zero patients waiting greater than four months is in place for both ESPI 2 
and ESPI 5. 
 
ESPI 2 Patients Waiting Greater than Four Months for First Specialist 

Assessment (FSA)  
As at the end of December 2016, MCH had a total of 5,105 patients on the FSA waiting 
list.  This means the compliance threshold is 20 patients before MCH becomes non-
compliant (red status). 
 
For this same period MCH had a red status in ESPI 2 with 83 patients waiting greater 
than four months.   
 
Services impacting this result are primarily Urology (18), Gastroenterology (29) and 
Paediatric (15), with other services making up the remainder with small numbers.  Of the 
83 patients waiting greater than four months for an FSA, 72 already have an appointment 
to be seen. The remaining 11 patients will be given urgency to get a date allocated by the 
end of January.   
  
This result is predominantly due to the reduced capacity over the Christmas/New Year 
period with some departments providing an acute level of service only during this time. 
The Urology and Gastroenterology services are both working on their prioritisation.     
 
It is expected the non-compliance will continue throughout January given the RDA 
industrial action and it is hoped that this will be rectified by the end of February 
reporting. Recovery plans are being worked on to assist services to proactively manage 
this.  
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ESPI 5 Patients Waiting Greater than Four Months with Certainty of 
Treatment 

As at the end of December 2016, MCH had a total of 1,373 patients on the waiting list for 
surgery.  This means the compliance threshold is 13 patients before MCH becomes non-
compliant (red status).  For this same period, and allowing for the agreed 1% deviation, 
MCH recorded a red status in ESPI 5 with 47 patients waiting greater than four months.   
 
Of the 47 patients waiting greater than four months, 35 already have a date for surgery in 
January 2017. The remaining 12 patients will be scheduled as a priority. 
 
Significant effort continues to address the ESPI waiting times.  The following strategies 
continue to be a focus: 

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

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

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

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

 
Fortunately MidCentral was yellow at a DHB level for November eliminating the risk of 
any financial penalty, however as indicated it is expected that we will experience 2-3 
months of non-compliance from December while we work with services to recover from 
the RDA action and the Christmas/New Year capacity.   
 
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.   
 
 
 
4.3 Connect and Transform Primary, Community and 

Specialist Care 
 

 
4.3.1 Orthopaedics 
The first Orthopaedic Hip and Knee Assessment clinic at The Palms is scheduled to 
commence on 25 January 2017.  Once established, progress will be made to implement 
outreach clinics in Tararua, Feilding and Horowhenua.   
 
The Orthopaedic team are currently working to develop a similar model to provide a 
clinic for our orthopaedic paediatric patients and families along with a similar pathway 
for patients requiring shoulder surgery.    
 
4.3.2 Older People Living Well with Frailty 
The Health of Older People (HOP) team collaboration between MCH and Kauri Health 
Care for providing services to the over 75 year old living with frailty continues to receive 
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positive feedback from the Kauri patients who have accessed these services.  The 
evaluation will be available in February. 
 
4.3.3 Community and Primary Health Care Nursing Integration 
Scoping work has been completed with all four co-design partners across five sites and 
initial co-design workshops have been undertaken with three of the four General Practice 
co-design partners.  Combined service workshops commenced with analysis of the 
integration issues identifiable in a patient journey map in combination with the local 
integration priorities that emerged from scoping for both the General Practice and the 
District Nursing Service. Outcomes of the workshops include eight work plans developed 
into PDSA cycles related to themes of communication and relationships, development of 
a single clinical record, sharing use of comprehensive health assessments and plans, and 
care transfer, with a focus on patients with complex wound needs.   
 
The first local PDSA cycle, which is a Plan/Do/Study/Act quality improvement cycle, 
commenced mid-December 2016 and others will begin in January 2017.   
 
Another key work component, that underpins all work streams, relates to Information 
Technology (IT).  Currently district nurses have very limited use of IT and systems are 
largely paper and fax based.  The IT work stream therefore has two parts, firstly the need 
for district nurses, as a mobile specialist nursing service, to have access to appropriate 
technology for communication, care assessment, planning and documentation, and 
secondly to then enable the integration work, such as development of a single patient 
record used by district nurses and the General Practice team, to be undertaken.  
Solutions used in other DHBs are being identified and a combined workshop with DHB 
and PHO staff has been held in an attempt to progress the IT work.  
 
4.3.4 Horowhenua Health Centre 
New services are planned for Horowhenua Health Centre – the main one being the 
establishment of three renal dialysis chairs. This means suitable patients will be able to 
dialyse locally instead of people travelling to Palmerston North. Horowhenua staff will be 
involved in setting up the service.  With this new development in mind, and the 
retirement of a Horowhenua Health Centre medical officer, together with GP recruitment 
and retention and workload issues, the DHB is working with the Central Primary Health 
Organisation (PHO) to look at medical service delivery in the district.   
 
At present data is still being collected, taking into account the growing Horowhenua 
population, and discussions are taking place with many groups including the primary 
health organisation (Central PHO), GPs, aged residential care providers, MidCentral 
Health staff (medical, nursing, allied health), Supportlinks, St John, palliative care 
(hospice) and others.  Models used in other rural areas in New Zealand are being 
explored. 
 
Everyone would like to see a solution which addresses the current vulnerabilities, and 
supports both local residents and doctors going into the future. One of the biggest issues 
being looked into is how to ensure there is sufficient medical coverage for the district.  
Over coming years, many of the current doctors will be thinking about retirement plans 
and it is important that we try and get ahead of this.  Having an integrated model which 
has support and work/life balance will be attractive.   
 
A new way of working together to provide a more integrated approach will be in place this 
year. 
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4.4 Partner with People and Whanau to Support Health and 

Wellbeing 
 
National Inpatient Experience Survey Results 
The results below are from the most recent survey of 400 randomly selected patients 
discharged from an inpatient episode during a fortnight period in October.  Results have 
improved in all dimensions.  An improvement initiative has been developed with the 
objective of improving the overall score in the communication dimension.  This initiative 
relates to the communication of information on medication both while an inpatient and 
on discharge. The work that was developed during the partners in care programme will 
be revisited and further work progressed to establish a resource for patients. 
 
Detailed results including all anecdotal comments are provided to leadership groups for 
discussion and development of improvement initiatives. 
 
While our response rate remains above all other DHBs it has reduced to 44 percent in 
this survey. 
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Appendix 1 
MCH Scorecard 
Customer/Patient Performance Summary  
 

Customer Patient Month YTD Target Achieved 

Percentage of complaints responded to within 15 working days 100.00% 100.00% > 95.00% Y 

Inpatients developing one or more pressure ulcers during their 
admission (%) 0.58% 0.51% < 0.50% N 

Occurrence Rate of Falls per thousand bed days 5.25 4.69 < 5.00 N 
Occurrence Rate of Medicine Errors per thousand bed days 7 4.89 < 3.50 N 
Patients waiting greater than 4 months for FSA (%) 4.79% N/A < 0.00% N 
Percentage of patients discharged without incident 94.62% 95.12% > 97.50% N 

Percentage of patients who were acute readmissions within 28 
day of previous discharge (related DRG) 5.93% 7.51% < 7.50% Y 

Percentage of patients with urinary tract infections 0.77% 1.65% < 2.40% Y 

Percentage of unplanned returns to theatre within the same 
admission 0.27% 0.49% < 0.50% Y 

Triage 2 Wait Times 76.44% 73.13% > 80.00% N 
Triage 3 Wait Times 51.67% 52.71% > 75.00% N 

 
Variances and actions to address these are reported within the body of this report.  Please 
note that the Falls risk assessments were reported at 95 percent against a target of 90 
percent.   
 
The following graphs show KPI trends for the last 13 months.   
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Appendix 2 
MCH Scorecard  
Financial Performance Summary  
 
DECEMBER 
 

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

 
 
Graph 3 Financial Result Graph

 

Financial Month YTD YTD Target Projected 
Year End

Achieved

Budget variance ($000) - Expenses ($235,028) ($3,338,240) $0 $0 N
Budget variance ($000) - FTEs -12.84 -7.47 0 0 Y
Budget variance ($000) - Operating Surplus / (loss) ($168,422) ($4,095,596) $0 $0 N
Budget variance ($000) - Revenue $66,606 ($757,355) $0 $0 Y
Clinical Supply Costs / HSRevenue 12.72% 12.53% 11.86% 11.86% N
Costs per bed day $615 $562 $531 $541 N
Health Service Revenue / FTE $13,188 $80,942 $81,598 $161,639 N
Personnel Costs  as a Proportion of Total Expenditure 58.66% 57.69% 57.14% 57.58% N
Personnel Costs / FTE N/A $46,796 $46,690 N/A N

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

Revenue 26,563 26,496 67 0.3% 162,662 (757) (0.5%) 323,765
Expenditure

Personnel 15,633 15,723 90 92,291 (551) 185,488
Outsourced Personnel 440 86 (355) 2,791 (2,262) 921
Sub-Total Personnel 16,073 15,809 (264) (1 .7 %) 95,082 (2,814) (3.0%) 186,408

Other Outsourced Services 1,628 1,603 (25) (1 .5%) 10,071 (178) (1 .8%) 19,865
Clinical Supplies 4,411 4,291 (120) (2.8%) 26,484 (589) (2.3%) 51,321
Infrastructure & Non-Clinical 4,738 4,913 174 3.6% 29,634 242 0.8% 59,359

Total Expenditure 26,851 26,615 (235) (0.9%) 161,272 (3,338) (2.1%) 316,954

Operating Surplus/(Deficit) (288) (119) (168) 1,391 (4,095) 6,811

Corporate Services 549 549 0 3,553 0 6,811

Surplus/(Deficit) (837) (668) (168) (2,162) (4,095) 0

Year to date 
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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.   

Contribution 
The monthly result was an $837k deficit, being $168k unfavourable to budget.  

Revenue /Funding 
Overall revenue was ahead of budget.  ACC non acute revenue $25k, Breast screening 
$29k and non-resident were all favourable.  RCTS revenue was unfavourable for the 
month due to lower IDF volumes than planned. 

Cost Structure 
Overall expenditure was $235k unfavourable.  
 
Personnel costs were $265k unfavourable for the month, with employee costs being $90k 
favourable and locum costs $355k unfavourable.  Personnel year to date is $2.8m 
unfavourable, with medical personal acting for $2m of this.  Areas where spend is 
favourable to budget for the month include training/study leave, courses and conferences 
and professional membership costs.  As mentioned, locum costs continue to be 
unfavourable, particularly in Internal Medicine and Mental Health, with overall SMO 
costs being $224k unfavourable for December and RMO costs being $37k unfavourable.   
SMO vacancies in Emergency Department, Internal Medicine, Surgical and Medical 
Imaging impact.       
 
Outsourced services were $25k unfavourable to budget for the month. 
 
Clinical supplies were $120k unfavourable; this result continues to reflect patient 
demand and high bed utilisation.  Main unfavourable areas were blood $23k, perfusion 
materials $20k and dressings $13k.  Pharmaceutical spend is high for the month with the 
high demand in Renal reflected in cost.  Clinical supplies year to date were $589k 
unfavourable. 
 
Infrastructure costs were $174k favourable.  Year to date was $242k favourable.     

Activity 
Emergency Department activity was high for December with 3,788 presentations, being 
the third highest level of presentations in one month on record.  This is a daily average of 
122.  The admission rate was 29 percent.   
 
First Specialist Assessment volumes were on target for the month (YTD 544 behind).  
Follow Up appointments are 184 ahead for December (YTD 902 ahead) 
 
Cost Weighted Discharges (CWDs) were under plan for December by 56 (YTD 172 
ahead).  Elective CWDs were 20 ahead of plan (YTD 310 behind).  Acutes were 76 behind 
plan (YTD 482 ahead), particularly in General Medicine.    
 
Acute demand for beds and services has remained high and consistent across Medical 
and Surgical Services through into December.  Year to date figures continue to be 
impacted by this trend.   
 

57



The adult inpatient wards continue to exceed resourced bed numbers at an average of 9 
per week to meet the demand.  Overall bed utilisation has dropped slightly, but remains 
higher than the efficient standard at 85 percent.  However the average bed utilisation for 
Medicine was 100 percent and Surgical 98 percent, compared to 101 and 102 percent 
respectively for last month.   ICU hours were 3,055 for the month (November 2,566).   
 
Table 7.  Actual Trend to the end of December 

 
 
The schedule shows the actual and the next budgeted months of the financial year 
 
Table 8. MidCentral District Health Board - Financial Performance 

 
 
The MidCentral result includes the Health Care Development Team and Support Links. 
 

$000  <Actual Budget >
Oct Nov Dec Jan Feb Mar

Revenue                      27,012 26,977 26,563 25,178 25,512 27,858

Expenditure                   
Personnel                     15,099 15,521 15,633 16,182 14,373 16,184
Outsourced Personnel 435 524 440 62 63 64
Total Personnel 15,534 16,045 16,073 16,245 14,436 16,248

Outsourced Clinical Services 1,694 1,706 1,628 1,551 1,565 1,715
Clinical Supplies             4,318 4,476 4,411 4,024 3,954 4,409
Intrastructure & Non-Clinical 4,940 5,096 4,738 4,827 4,889 4,938

Expenditure                   26,486 27,322 26,851 26,646 24,844 27,309

Recharging                   582 587 549 486 509 531

Net Result (56) (932) (837) (1,954) 159 17

Month Annual 
$000  Actual Budget Variance  Actual Budget Variance Budget

MidCentral (837) (668) (169) (2,162) 1,935 (4,097) 0
Enable 19 (26) 44 67 13 54 175
Funding Division 689 217 472 (871) (2,400) 1,529 1,313
Governance 140 (81) 221 1,440 (58) 1,498 0
   Total DHB 10 (558) 568 (1,526) (510) (1,016) 1,488

Year to date December

58



Table 9. MCH Variances – December  

 

 

$000
Revenue

Personnel & 
Outsourced

Outsourced 
Services Clinical I&NC Recharges

Net 
Variance

Hospital Services
L01 Emergency (1) 42 (19) (41) 2 0 (17)
L02 ICU / Anaesthetics 53 15 0 (26) 1 0 43
L04 Surgical Specialties 0 (55) 59 2 22 0 28
L05 Medical Imaging 9 50 0 6 11 0 77
L13 Internal Medicine 23 (78) (16) (43) 18 (2) (99)
L30 Elderly Health (1) 23 (0) 8 10 0 39
L35 Rehab & Therapy (15) 5 30 1 2 2 26
L51 Hospital Services 0 (0) 0 0 (1) 0 (0)

68 1 55 (93) 65 0 97
Community & Regional Services

L03 RCTS (99) 11 (7) 51 1 (0) (44)
L10 Child Health 1 (73) 9 (9) 9 0 (62)
L11 Women's Health (5) (69) (2) (26) (23) 0 (125)
L12 Clinical Support 79 9 (33) (57) (1) 0 (4)
L21 Dental Health (0) 12 0 0 16 0 28
L22 Public Health 6 23 (23) 3 3 0 13
L31 Rural Health 9 (6) 0 1 (4) 0 0
L52 Community & Rural 0 (3) 0 1 1 0 (1)

(9) (95) (55) (37) 2 (0) (194)
Mental Health
L20 Mental Health 5 (267) (18) 1 (2) 0 (280)

Support Services
L40 Commercial Support 12 (1) (6) (5) 127 0 128
L45 Human Resources (1) 68 0 0 (15) 0 52
L50 Intellectual Disability 0 0 0 0 0 0 0
L53 PS&CE (12) 24 (0) 12 (1) 0 24
L55 H&A Services 3 5 (1) 2 (3) 0 6

2 96 (7) 9 109 0 210
Variance 67 (264) (25) (120) 174 0 (168)

The brackets are unfavourable

MCH Variances  - Year to date
$000

Revenue 
Personnel & 
Outsourced

Outsourced 
Services Clinical I&NC Recharges

Net 
Variance

Hospital Services
L01 Emergency 55 39 (114) (114) 7 0 (127)
L02 ICU / Anaesthetics 53 167 (6) (24) (0) 0 191
L04 Surgical Specialties (113) (613) 66 (306) 51 (6) (922)
L05 Medical Imaging (39) 245 8 (31) 34 0 218
L13 Internal Medicine (24) (663) (39) (78) 11 (13) (806)
L30 Elderly Health (337) 148 2 (27) 68 0 (146)
L35 Rehab & Therapy (136) 83 (27) (188) 20 20 (230)
L51 Hospital Services 16 39 (4) 1 (5) 0 46

(525) (555) (114) (768) 186 0 (1,776)
Community & Regional Services

L03 RCTS (716) (87) 26 114 (1) (0) (664)
L10 Child Health 15 (100) 17 (97) 9 0 (156)
L11 Women's Health (10) (410) 1 (85) (109) 0 (613)
L12 Clinical Support (343) 49 67 93 (37) 0 (170)
L21 Dental Health 271 38 0 (12) 39 0 336
L22 Public Health 143 (32) (24) 10 (24) 0 74
L31 Rural Health 7 (25) 0 6 (11) 0 (23)
L52 Community & Rural 0 22 0 5 (5) 0 21

(632) (544) 87 34 (140) (0) (1,196)
Mental Health

L20 Mental Health 141 (1,700) (165) 3 (37) 0 (1,758)
Support Services

L40 Commercial Support 127 (41) (8) 57 38 0 173
L45 Human Resources 12 296 0 0 8 0 317
L50 Intellectual Disability 0 0 0 0 (0) 0 (0)
L53 PS&CE (65) 125 2 74 (7) 0 129
L55 H&A Services 184 (395) 21 11 194 0 15

258 (14) 15 142 233 0 634

Variance (757) (2,814) (178) (589) 242 0 (4,096)
The brackets are unfavourable
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Table 10. Patient Transport & Accommodation  

 
 
The unfavourable year to date variances for transfers are mainly in the Children’s ward and 
Emergency Department.   
 
 
 
NOVEMBER 
 

 
 
OPERATING RESULTS NOVEMBER 2016 
The following information provides a summary of the financial results for MidCentral 
Health for December, month and year to date based on MidCentral DHB’s District 
Annual Plan (DAP) 2016/17. 
 
Table 11. MidCentral Health - Financial Performance  

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

$000 Annual
Actual Budget Variance Actual Budget Variance Budget

Ambulance 42 49 7 260 303 43 601
Air Ambulance 75 95 20 625 584 -41 1,151
Patient Transport & Accommodation 99 89 -10 494 538 44 1,066
Total 216 233 17 1,379 1,425 46 2,818

December Year to Date

Financial Month YTD YTD Target Projected 
Year End

Budget variance ($000) - Expenses ($870,011) ($3,103,212) $0 $0 N
Budget variance ($000) - FTEs -8.22 -6.41 0 0 Y
Budget variance ($000) - Operating Surplus / (loss) ($871,925) ($3,927,174) $0 $0 N
Budget variance ($000) - Revenue ($1,914) ($823,962) $0 $0 N
Clinical Supply Costs / HSRevenue 12.88% 12.50% 11.81% 11.86% N
Costs per bed day $581 $551 $532 $541 N
Health Service Revenue / FTE $13,489 $67,755 $68,343 $161,571 N
Personnel Costs  as a Proportion of Total Expenditure 57.49% 57.49% 56.92% 57.58% N
Personnel Costs / FTE N/A $38,873 $38,672 N/A N

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

Revenue 26,977 26,979 (2) (0.0%) 136,099 (824) (0.6%) 323,765
Expenditure

Personnel 15,521 15,369 (152) 76,659 (642) 185,488
Outsourced Personnel 524 88 (436) 2,350 (1,907) 921
Sub-Total Personnel 16,045 15,457 (588) (3.8%) 79,009 (2,549) (3.3%) 186,408

Other Outsourced Services 1,706 1,669 (36) (2.2%) 8,443 (153) (1 .8%) 19,865
Clinical Supplies 4,476 4,219 (257) (6.1%) 22,073 (468) (2.2%) 51,321
Infrastructure & Non-Clinical 5,096 5,107 11 0.2% 24,896 68 0.3% 59,359

Total Expenditure 27,322 26,452 (870) (3.3%) 134,421 (3,103) (2.4%) 316,954

Operating Surplus/(Deficit) (345) 526 (872) 1,678 (3,927) 6,811

Corporate Services 587 587 (0) 3,003 0 6,811

Surplus/(Deficit) (932) (60) (872) (1,325) (3,927) 0

Year to date 
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Contribution 
The monthly result was a $932k deficit, being $872k unfavourable to budget.  

Revenue /Funding 
Overall revenue was on budget.  ACC non acute revenue $82k and Breast screening $18k 
were unfavourable with non-resident just under budget.  RCTS had an improved month 
with revenue $60k favourable. 

Cost Structure 
Overall expenditure was $870k unfavourable.  
 

Personnel costs were $152k unfavourable. Outsourced personnel were $436k 
unfavourable. Outsourced services were $36k unfavourable to budget; MRI’s were $30k 
unfavourable. 
 

Clinical supplies were $257k unfavourable; blood was $80k (u), patient consumables, 
minor purchases and infections were all in excess of $30k each unfavourable. 
 

Infrastructure costs were $11k favourable. 

Activity 
Total cost weighted discharges (CWDs) were 112 below target, with general medicine 14 
below target (183 ahead YTD), with haematology 50 above target; surgical CWDs were 88 
below target, acute surgical CWDs s were 54 below target and elective surgical CWDs 34 
below target.  Total first attendances were 150 ahead of target and follow up attendances 
were 693 ahead of target.   
 
First Specialist Assessment volumes were 150 ahead of target and follow up attendances 
were 693 ahead of target.   
 
 

Table 12. MidCentral District Health Board - Financial Performance 
 

 
 
The MidCentral result includes the Health Care Development Team and Support Links. 
 
 
  

Month Annual 
$000  Budget Variance  Actual Budget Variance Budget

MidCentral (932) (60) (872) (1,325) 2,603 (3,928) 0
Enable 53 (2) 56 48 38 10 175
Funding Division 208 (74) 282 (1,559) (2,617) 1,057 1,313
Governance 311 (19) 330 1,300 23 1,277 0
   Total DHB (361) (156) (205) (1,537) 47 (1,584) 1,488

Year to date November
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OCTOBER 
 

 
 
OPERATING RESULTS OCTOBER 2016 
The following information provides a summary of the financial results for MidCentral 
Health for December, month and year to date based on MidCentral DHB’s District 
Annual Plan (DAP) 2016/17. 
 
Table 13. MidCentral Health - Financial Performance  

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

Contribution 
The monthly result was a $56k deficit, being $816k unfavourable to budget.  

Revenue /Funding 
Overall revenue was $338k unfavourable. ACC non acute revenue $112k, Breast 
screening $80k and RCTS $90k (both volume related) were unfavourable and non-
resident revenue was $20k unfavourable. 
  

Financial Month YTD YTD Target Projected Year 
End

Achieved

Budget variance ($000) - Expenses ($477,687) ($2,233,201) $0 $0 N
Budget variance ($000) - FTEs -4.20 -5.97 0.00 0.00 Y

Budget variance ($000) - Operating Surplus / (loss) ($816,027) ($3,055,249) $0 $0 N

Budget variance ($000) - Revenue ($338,339) ($822,048) $0 $0 N
Clinical Supply Costs / HSRevenue 12.14% 12.40% 11.84% 11.86% N
Costs per bed day $558 $540 $531 $541 N
Health Service Revenue / FTE $13,521 $54,265 $54,830 $161,426 N
Personnel Costs  as a Proportion of Total 
Expenditure

57.39% 57.49% 56.86% 57.58% N

Personnel Costs / FTE N/A $30,983 $30,825 N/A N

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

Revenue 27,012 27,350 (338) (1 .2%) 109,122 (822) (0.7 %) 323,765
Expenditure

Personnel 15,099 14,891 (208) 61,138 (490) 185,488
Outsourced Personnel 435 88 (347) 1,827 (1,471) 921
Sub-Total Personnel 15,534 14,979 (555) (3.7 %) 62,964 (1,961) (3.2%) 186,408

Other Outsourced Services 1,694 1,700 7 0.4% 6,737 (117) (1 .8%) 19,865
Clinical Supplies 4,318 4,366 48 1.1% 17,597 (211) (1 .2%) 51,321
Infrastructure & Non-Clinical 4,940 4,963 23 0.5% 19,800 56 0.3% 59,359

Total Expenditure 26,486 26,009 (477) (1 .8%) 107,099 (2,233) (2.1%) 316,954

Operating Surplus/(Deficit) 526 1,342 (816) 2,024 (3,055) 6,811

Corporate Services 582 582 (0) 2,416 0 6,811

Surplus/(Deficit) (56) 760 (816) (393) (3,055) 0

Year to date 
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Cost Structure 
Overall expenditure was $478k unfavourable.  
 
Personnel costs were $208k unfavourable; the net effect (cost) of the industrial action 
was about $200k and Outsourced personnel were $347k unfavourable. Outsourced 
services were on budget, related in part to lower volumes in RCTS. 
 

Clinical supplies were $48k favourable; towards the end of the month the number of 
utilised beds reduced to around the correct resourced bed number and the number of 
acute admissions also declined. 
 

Infrastructure costs were $23k favourable; reflecting the bed utilisation above Laundry 
was $19k favourable. 

Activity 
Emergency Department attendances for October were 3,562, an average of 115 per day. 
The Shorter Stays in ED was 93% for October. Admission rate remains at 30%. The 
inpatient adult wards continued to exceed resourced bed numbers for the first two weeks 
of the month, for the last fortnight bed numbers were maintained at the resourced 
number.  
 
First Specialist Assessment volumes were 340 below target and follow up attendances 
were 314 below target.  A number of Clinics were cancelled due to the industrial action. 
 
Total cost weighted discharges (CWDs) were 240 below target, with general medicine 36 
below target (228 ahead YTD), while haematology was 47 above target.  Surgical CWDs 
were 132 below target, acute surgical CWDs were on target and elective surgical CWDs 
130 below target. 
 
 

Table 14. MidCentral District Health Board - Financial Performance 
 

 
 
The MidCentral result includes the Health Care Development Team and Support Links. 
 
 
 

Month Annual 
$000  Budget Variance  Actual Budget Variance Budget

MidCentral (56) 760 (816) (393) 2,663 (3,056) 0
Enable (24) 17 (41) (5) 41 (46) 175
Funding Division 506 208 298 (1,767) (2,543) 775 1,313
Governance 215 (3) 219 989 42 947 0
   Total DHB 641 981 (340) (1,176) 203 (1,379) 1,488

Year to date October
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Capital Expenditure  
Table 15. Capital Expenditure Programme 2011/17 

 

Proposed Approved Spend Total Reconciliation

Prior 
Years YTD Total Mth YTD

Remainder 
16/17

Forecast 
Year 
End 

Spend

Forecast 
Year 
End 

Spend

 CAPEX in 
Outer 
Years Total

Strategic Projects
PH Hospital Reconfiguration 500 100 100 100 400 500
Emergency Department 1,980 25 25 500 525 525 1,455 1,980
Mental Health Redevelopment (Ward 2 500 100 100 100 400 500
Ambulatory Care 100 74 26 100 100 100

Other Board Approvals
Electrical Infrastructure 3,226 500 500 500 2,726 3,226
Radiotheraphy Planning System 1,200 600 600 600 600 1,200
CT Scanner Radiotherpahy 1,740 1,740 1,740 800 800 800 940 1,740

Management Delegation (over $250k)
Fire Systems Upgrade 325 325 325
Electrical 11KVA System Upgrade 400 100 100 100 300 400
Bolier Coversion 1,248 1,248 3 12 488 500 500 748 1,248
Lighting 458 458 136 37 173 173 285 458
Switchboards 388 388 66 34 100 100 288 388
Upgrade Generators 1,108 1,108 265 979 129 1,108 1,108 1,108
Fire Penetration 1,098 550 550 550 548 1,098
Lift Upgrades 350 350 350
Seismic Work 1,100 3 214 386 600 600 500 1,100
Motor Contral Upgrades 558 558 558
Emergency Lighting 600 150 150 150 450 600

Orthopaedic Drills 550 550 550 550 550
Image Intensifier Replacement 161 161 161 161 161 161 161
Dental Trailer 311 311 311 75 306 5 311 311 311

0
Balance Management Delegation 1,827 1,950 616 2,566 224 1,898 1,238 3,136 3,136 641 3,777

Total 16,526 5,152 2,828 7,980 595 3,710 6,454 10,164 10,164 11,514 21,678
Prior Year Approvals 5,152

21,678

Funding :
There were no additions or substitutions of items over $250k to the Capital Expenditure Programme for the month
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Appendix 3 
MCH Scorecard 
Internal Process and Operations Performance Summary - December2016 
 

Internal Process and Operations Month YTD Target Achieved 
Acute Inpatient Length of Stay (days) 3.96 4.23 < 4.00 Y 
Bed day usage (%) 88.80% 98.05% > 85.00% Y 
Beddays per caseweight 3.56 3.59 < 3.50 N 

Day case surgery as a proportion of total elective and 
arranged surgery (%) 52.78% 57.32% > 60.00% N 

ED patients admitted, transferred or discharged within 6 hours 
(%) 91.21% 91.63% > 95.00% N 

Elective and Arranged Inpatient Length of Stay (days) 3.89 3.64 < 3.40 N 

Percentage of Elective & Arranged patients admitted on the 
same day as surgery 86.36% 88.64% > 90.00% N 

Percentage of patients given a commitment to treatment but 
not treated within four months 2.54% N/A < 0.00% N 

Percentage of patients referred with a high suspicion of cancer 
waiting 62 days or less to receive their first treatment 72.73% 79.63% > 85.00% N 

Percentage of patients who did not attend booked outpatient 
clinic appointment 5.85% 6.09% < 6.00% Y 

Percentage of PAVS target elective surgery discharge 
volumes delivered 107.93% 106.71% > 100.00% Y 

Performance to contract ratio 1 1 > 1.00 Y 

Proportion of hospitalised smokers provided with help to quit 
(%) 96.28% 95.74% > 95.00% Y 

 
Variances and actions to address these are reported within the body of this report.  The 
following graphs show KPI trends for the last 13 months.   
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Beddays per caseweight 
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Day case surgery as a proportion of total 
elective and arranged surgery (%) 
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ED patients admitted, transferred or 
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Elective and Arranged Inpatient Length of 
Stay (days) excludes daycase 
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Percentage of Elective & Arranged patients 
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Percentage of patients given a commitment 
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Percentage of patients referred with a high 
suspicion of cancer waiting 62 days or less to 
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Percentage of patients who did not attend 
booked outpatient clinic appointment 
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Percentage of PAVS target elective surgery 
discharge volumes delivered 
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Appendix 4 
MCH Scorecard 
Organisation Health and Learning Performance Summary – December 2016 
 

Organisational Health and Learning Month YTD Target Achieved 
Sick leave rate (%) 2.63% 3.12% < 3.20% Y 
Staff stability rate (%) 99.90% 99.85% > 99.00% Y 
Staff turnover rate (voluntary) average per month (%) 0.57% 0.56% < 1.00% Y 
Staff with leave entitlement in excess of two years (%) 16.00% 16.27% < 9.50% N 

 
Variances and actions to address these are reported within the body of this report.  The 
following graphs show KPI trends for the last 13 months.   
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Staff stability rate (%) 
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Staff turnover rate (voluntary) average per 
month (%) 
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Staff with leave entitlement in excess of two 
years (%) 
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Chief Medical Officer 
MidCentral Health 

 Heretaunga Street  
P O Box 2056  

Palmerston North 
Phone +64(6) 350 8406 

TO Quality & Excellence Advisory Committee   
  
FROM Dr Kenneth Clark 

Chief Medical Officer/Executive 
Director Medical Services  

  
DATE 26 January 2017 
  
SUBJECT Establishment and role of the 

Clinical Council 
 
 
 
1. Purpose  
 
To update the Quality and Excellence Advisory Committee on the establishment and role of 
the Clinical Council. 
 
 
2. Summary 
 
Establishment of the Clinical Council is well progressed and following CEO and Executive 
Leadership Team (ELT) approval of the Terms of Reference, engagement and nomination 
processes for membership will proceed. We intend to go out across the district, engaging 
with a wide range of clinicians about the council and seeking nominations for membership.  
The process will take 8-12 weeks.  Concurrently, we are also establishing the Consumer 
Council, seeking consistency across the two councils wherever possible.  

 
 
3. Recommendation 
 
It is recommended that: 
 

this report be received 
 
 
 
 
 
 
 
 
 
 
 

  

 
 

MEMORANDUM 
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4. Background, progress update and next steps 
 
MidCentral DHB has developed its Strategic Framework for the next five to ten years. This 
strategy was approved by the Board in September 2016 and sets what the DHB wishes to 
achieve and how it will go about this. The Board reviewed its governance structure to 
ensure it was well positioned to support the successful implementation of the new 
Framework (Appendix A). As part of this process, the Board determined that it required 
clinical advice, and agreed that a Clinical Council be established for this purpose with the 
existing Clinical Leadership Council disbanded. The importance of clinical engagement 
and leadership to support achievement of the strategy is recognised by the DHB’s Board 
and executive leadership. 
 
Multiple workshops have occurred to guide development of the new Clinical Council.  The 
workshops have considered the Terms of Reference of the Clinical Council, its potential 
membership and its proposed reporting lines and relationships - both with the Board and 
its committees, but also with the various components of the district’s Health Sector, 
including MidCentral Health, Central PHO and the numerous community based 
organisations and professional groups. 
   
Dr Simon Allan has been appointed as the Chair of the Clinical Council by the Chief 
Executives of MDHB and Central PHO.  Dr Allan is the Director of Palliative Care, 
Arohanui Hospice and also works part-time as a palliative care specialist at Palmerston 
North Hospital.  Before taking up the role at the Hospice, Dr Allan was Clinical Director of 
our Regional Cancer Treatment Service. He is well known and respected throughout the 
sector, and internationally, particularly in the field of palliative care.  Dr Allan is the 
president of the Australasian Chapter of Palliative Medicine, is an independent advisor in 
this field to the Health & Disability Commissioner and to the Edinburgh Royal College of 
Physicians.  He has worked as an advisor for the Ministry of Health. He is a pioneer of 
regional integration initiatives, such as the palliative care partnership established locally 
between the Hospice and general practice.  Dr Allan was a member of the Clinical 
Leadership Council so provides some continuity.   
 
Members of the Executive Leadership Team of MDHB will not be members of the new 
Clinical Council but Dr Kenneth Clark, Chief Medical Officer will be the Executive Sponsor 
for the Clinical Council and will act as a key support and liaison.   
 
Following CEO and ELT approval, engagement and nomination processes will proceed.  
We intend to go out across the district, engaging with a wide range of clinicians about the 
council and seeking nominations for membership.  The process will take approximately 8-
12 weeks.  Concurrently, we are also establishing the Consumer Council, seeking 
consistency across the two councils wherever possible.  
 

 
 
 
Dr Kenneth Clark 
Chief Medical Officer  
MidCentral DHB 
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Appendix A :  MidCentral DHB’s Board Structure, July 2016 
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Appendix B: Excerpts from proposed Terms of Reference for the 
Clinical Council 
 
Purpose of the Clinical Council 
 
To provide an independent strategic clinical perspective and commentary on all matters 
regarding implementation of MidCentral DHB’s Strategy.  The Strategy includes four 
strategic imperatives and it is envisaged that the Clinical Council’s advice will be sought on 
plans and initiatives to advance these: 
 
 achieve equity of outcomes across communities 
 achieve quality of excellence by design 
 partner with people and whanau to support health and wellbeing 
 connect and transform primary, community and specialist care 
 
The Clinical Council will provide input on planning priorities, clinical leadership, systems 
and quality, and on factors influencing both the health and wellbeing of the people of our 
district and of the local community (health outcomes), and, the health and wellbeing 
(effectiveness and robustness) of the local health sector.  The Clinical Council may 
encourage informed debate on these matters, and will provide counsel on all issues 
referred to it for consideration. 
 
 
Aspirations of the Clinical Council 
 
The DHB has two aspirations of its Clinical Council.  One is from an “outcome” 
perspective, and the other from a “process” viewpoint. 
 
 Outcome 
 

The development of an environment across the local health and disability sector where 
clinical leadership and governance flourishes – where diversity is valued, including all 
health professions and all types of healthcare across the district. 

 
 Process 
 

The Clinical Council is an active, influential group whose opinion and advice is sought 
after and valued, and whose work influences positive health outcomes throughout the 
district through people, systems and quality. 

 
In short, an entity which is passionate about, and up to date with, clinical governance, the 
health of the local community and the local health sector; will challenge mediocrity; and 
will speak up on matters of importance, ie an entity with a big heart, big ears and a strong 
voice. 
 
 
General Parameters 
 
The Clinical Council’s brief will cover the whole-of-system and continuum of care, and, will 
take a multi-disciplinary approach, recognising, fostering and supporting the work and 
role of all health professionals. 
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The Clinical Council will be independent of the 
management and governance of the DHB and 
PHO, and able to provide its opinion freely. 
 
Wherever possible, an evidenced-based 
approach is to be used by the Clinical Council. 
 
It is expected the Clinical Council will work 
within the New Zealand Triple Aim Approach. 
 
The Clinical Council is to have a strategic 
focus, looking at the outcomes being sought, 
and the consequences and impacts of 
proposed strategies and initiatives, particularly on matters such as equity of health 
outcomes. 
 
On strategic matters, the Clinical Council will work within the NZ Health Strategy and 
MDHB's Strategy. 
 
To ensure the Clinical Council can maintain its strategic focus, it will not involve itself with 
the day-to-day operational functions of provider organisations. 
 
In establishing its new structure, the Board determined terms of reference for the Clinical 
Council (Board minutes, 28 June 2016).  These are deliberately broad. They are designed 
to be unrestrictive and supportive of the DHB’s aspirations for the Council as noted above. 
 
The desire is to ensure the Clinical Council is established with a clear mandate and scope.  
 
 
Scope 
 
In general terms, the Clinical Council’s focus is across three broad areas, being: 
 
 Quality and safety - the health outcomes and patient/client experience drive 

decision-making, and the patient/client is seen and treated as a partner in their 
healthcare. 
 

 Workforce – developing a district clinical workforce which is engaged and 
committed to service improvement and to better patient care, and where, clinical 
leadership is fostered and supported. 
 

 Systems – for organising and delivering care across the sector, with an aim of 
involving health professionals (clinicians) in leading and improving this, and working 
in partnership with those receiving care. 

 
The Clinical Council will provide advice to the Board and Executive Leadership Team of 
MidCentral District Health Board. 
 
This advice shall be on: 
 
 matters put forward by the DHB on which it is seeking a clinical perspective 
 
 matters of interest and/or concern to the Clinical Council. 
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In respect of the latter, it is envisaged that the Clinical Council may wish to develop a 
White Paper from time to time. 
 
It is also envisaged that matters put forward by management will be broad-ranging, and 
usually aligned to advancing MDHB’s strategy. 
 
The DHB management will endeavour to obtain advice from the Clinical Council 
proactively so that its opinion can shape major projects, plans, policies and initiatives. For 
example, the Clinical Council’s advice on clinical priorities for the year shall be sought 
ahead of the annual plan being developed in the same way as Maori health priorities are 
sought from the Board’s Iwi partner, Manawhenua Hauora. 
 
Consumer Council 
 
The Clinical Council will work in partnership with the DHB’s Consumer Council to ensure 
local health and disability services are organised around the needs of the people.  Also, that 
health literacy and consumer empowerment are promoted, as well as a co-design 
philosophy and approach. 
 
Membership 
 
The local health and disability sector has a wide range of health professionals working 
across the continuum of care – in primary, community, hospital and public health, and in 
aged residential care, NGOs and public and private entities. 
 
Membership of the Clinical Council will reflect that richness in diversity, ie a range of 
health professions - people from all parts of the health sector and with different levels of 
experience – a mix of gender and ethnicity wherever possible, with competency taking 
precedence.  A wide range of perspectives and interests is sought within the total 
membership, ensuring in particular that Maori health and rural health interests and 
expertise are reflected. 
 
Members will not be appointed as a representative for a specific health professional group 
or a specific part of the health and disability sector. 
 
Further, members will not be appointed based on the role they have in the local health and 
disability sector. 
 
Instead, membership will be competency-based so that members have the attributes and 
knowledge to give life to the aspirations for the Clinical Council, and to ensure a breadth of 
clinical knowledge and experience is achieved. 
 
Appointments to the Clinical Council will be for a period of up to three years.  Members 
will be eligible for re-appointment.   
 
The Council’s membership will be around ten to twelve clinicians, including the Chair.   
 
General 
 
The DHB will resource and support the Clinical Council.   
 
The Clinical Council shall meet with the Executive Leadership Team six-monthly, and 
more often if the Council so requires.  It is envisaged that these meetings will be arranged 
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as part of the regular Clinical Council meetings. 
 
The Clinical Council shall meet with the Board’s Quality & Excellence Advisory Committee 
six-monthly. 
 
A formal annual report will be provided by the Clinical Council, together with a half yearly 
update.   
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