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MidCentral Health | 54.5
05% confidence level 53.1 —55.9

DHB range 45.6 - 68.6
DHB average 54.2

The rate of 54.5 is a 3.5 point decline on the rate reported in March 2009. Behind this result
there was decline in the number of elective daycases rather than from any change in the
number of elective procedures. This result can be considered in light of the desire to meet
elective targets in regard to clinical priority access criteria - in particular for orthopaedic
procedures, the ending of outsourcing surgery, and the opening of Women’s surgical beds
for short stay patients. As well, the introduction of MAPU during the period meant that
surgical beds which might otherwise have been occupied by acute Medical patients were
available for surgical inpatients. As such, the result can be seen to be a shift in the type of
procedures undertaken in the two periods as a consequence of deliberate considered
changes in priorities. To account for this the standardised day surgery rate adjusts for
casemix. MidCentral’s result for this is 103 which shows that MidCentral Health did
perform more day surgery than might have been expected given its casemix.

The Ministry results show MidCentral undertaking 9% (249) fewer daycases in the 12
months to March 2010 than in the 12 months to March 2009 and 3% (138) fewer elective
procedures overall. While the Ministry results cannot be reproduced exactly from internal
data, the analysis of internal data shows that General Surgery had 16% (138) fewer daycases
and Gynaecology had 20% (70) fewer in the most recent 12 months than in the
corresponding prior 12 months. Measured across both daycase and inpatient elective
surgery there were decreases with General Surgery, ENT, and Gynaecology. Increases were
noted with Orthopaedics (12%, 96) and Urology (22%, 98). Again the decrease in total
Surgical volumes was less than the decrease in Surgical daycase volumes meaning there had

been an increase in hospital stay surgical inpatients.

2.4 Staff Turnover

This indicator measures the number of resignations during the quarter as a percentage of
staff headcount at the beginning of the quarter (excludes casual staff and Resident Medjcal

Officers). Lower rates are preferred.
This indicator is reported as a four quarter average. For the March report the result was:

MidCentral Health | 2.09%
95% confidence level 1.78% — 2.45%

DHB range 1.46% — 3.26%
DHB average 2.24%

The result is 0.2% points above that reported in the March quarter last year. The result for
this quarter is the first time since December 2008 that MidCentral has gone above 2%. The
increase in this quarter’s results is because there were sixteen more resignations at
MidCentral in the four quarters to March 2010 than in the four quarters to March 2009.
When considered against other DHBs, MidCentral Health’s staff turnover rate remains
relatively low and has consistently been below the all DHB rate.
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2.5 Average Length of Stay rate

This indicator measures inpatient length of stay as a percentage of the sector average. It is
casemix adjusted. The rate is a four quarter rate. A rate of 100 or lower is preferred.

MidCentral Health | 111.7

DHB range 88-112
DHB average 100

As noted in the accompanying report to the last HBI report, this result is now beginning to
fall. The result for this quarter is 0.4 points below that recorded last quarter. Factors noted
in that report which would cause the result to diminish included the impact of shorter
lengths of stay attributable to MAPU now beginning to show through in the results. Other
initiatives highlighted which are also expected to assist the decline in the ALOS rate
included:
¢ Length of stay analysis, monitoring and management with individual clinicians by
Clinical Director, Medical Services
¢ Discharging patients earlier wherever possible with sooner outpatient follow up
appointments
e (Case management (including care coordination and discharge planning for support
needs), triggered at the 10 day point, for medical and surgical patients admitted

acutely
s Streamlining referral and care management processes for patients admitted with a

stroke event
s Implementing clinical care pathways, such as for hip replacements

There will be one further report where this form of ALOS result is presented. Thereafter
lengths of stay will be monitored by the Ministry via the quarterly Non Financial Monitoring
Framework and results will be presented for elective and acute arranged inpatients
combined and separately for acute inpatients.

2.6 Co-ordination (Patient satisfaction dimension)

This indicator is a subset of the Patient Satisfaction measure. The coordination result is the
result of three questions in the Inpatient survey and two questions in the Qutpatient survey.
The questions address issues of the co-ordination and integration of care including clinical

care, ancillary and support services, and “front line’ care. The results are taken from survey

responses over the quarter.

MidCentral Health | 87.6%

DHB range 78% — 91%
DHB average 84.2%

MidCentral’s rate is 5% points greater than that recorded in the corresponding quarter last
year. This result is above the all DHB average result for the period.

For Qutpatients there was a 4% point improvement relative to March 2009 in their rating of
how well their appointment time suited them. For inpatient respondents, there was a 4%
point improvement in patients’ ratings of how well ward staff organised their care with
other departments in the hospital, a 7% point improvement in how well ward staff prepared
them for leaving the hospital and a 5% point improvement in rating how well ward staff
organised their care with other health care providers.
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3. Summary table

Appendix One provides a summary table that shows the results of all indicators reported for
the Hospital Benchmarking Information.

4. Conclusion

MidCentral Health’s non financial results reported in the Hospital Benchmarking
Information for the March 2010 quarter show consistent performance in fifteen of the

nineteen non financial performance measures.

Changes were seen with Triage three, hospital associated bloodstream infections, the raw
day surgery rate and the staff turnover rate. A four quarter trend change was also seen with
the co-ordination dimension of patient satisfaction, with improvements noted against
inpatient care coordination. ALOS remains above the all DHB average result however
ongoing attention to this via the projects underway are beginning to show improvements in

results.

There will be one further benchmarking information report for the April to June 2010
quarter.
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APPENDIX ONE

MidCentral DHB Hospitals: Summary Information

Summary of MidCentral DHB resuits against all HB! performance measures. Trend indicators: 4 = up
over four quarters, ¥ = down over four quarters, m = less than five percent change over four quarters.
Ranking is numbered so that 1 is suggestive of high performance; lower rankings suggest poorer
performance. Total number of DHBs that provided data is given in brackets.

Measure Form of Expression Result All DHBs B'mark Rank Trend

Quality and Patient Outcome
Ememgency Triage Rate:

(20}

Triage 3 9% triage 3

minutes
Acute Readmission Rate readmissions per 1,000 discharges 67.6 62.3 18(21) =
Patient Satisfaction**
Overalt % scare for overall satisfaction 89.7 88.4 7(20) m
Respect aggregated % score for Respect 88.4 88.5 420) wm
dimension
Informnation aggregated % score for Information 80.2 B82.1 17(20) m
dimension

R s o b e o R L P i S A R 22 BT
Physical aggregated % score for Physical 83.0 84.1 14(20) wm
dimension
Hospital Associated S. aureus bloodstream infections per 1,000 bed .21 0.13 18(21) A
Bloodstream Infections (HABSI) days
Process and Efficiency
Awerage Length of Stay (ALOS)
ALOS average days stayed per dischamged 4.72 4.31 18(21) =

Day%Surgery
Day Surgery Rate day surgery as % of all surgery 54.5 54.2 11(21)
Standardised Rate day surgery as % of expected day 102.8 8(21) =

surgery (casemix adjusted)

Day of Surgery Admissions (DOSA)

DOSA as % of all inpatient surgery 97.3 80.7 4217 =

Did Not Attends (DNA) % rate of non-attendance for specialist

appointments
Organisational Health
Staff Turnover resignations for quarter as % of total 2.09 2.24 8(21) A
headcount

Sick Leaw sick leave hours as % of accrued FTE 2.64 2.3 1821} =

hours
Workplace injuries or llinesses injuries/ilinesses per 1,000,000 hours 6.07 7.74 10(21) =

worked

Finance

Debt to Debt + Equity debt at quarter end as % of (debt + 377 44.4 -

equity)
Revenue to Fixed Assets ratio of 12 months' revenue to fixed 1.78 1.52 82y v

assets at quarer end
Capital Expenditure to Depreciation  ratio of capital expenditure to depreciation 0.51 1.27 \4
over the quarter
Staff Cost Ralios staff costs {in $1° 000s) divided by
workforce FTEs:

Medical ior medical personnel 182.0 180.5 721} m
Nursing for nursing personnel 71.9 725 5(21) ]
fied Health for allied health professional staff 64.6 1121) =
Management and Administration for managers and administrators 52.4 59.9 4{21) [ ]
Total for total provider arm workforce B0.7 81.2 1221) =

* Nineteen of 20 DHBs achieved a triage 1 rate of 100% and were ranked 1(20}.
** Further inforrration on dimensions of patient satisfaction is available it Appendix I
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Disclaimer

1.

While every endeavour has been made to use accurate data in this report, there
are currently some variations in the way data is collected from District Health
Boards that may result in errors, omissions and inaccuracies in the information
contained in this report. Neither the Crown, Ministry of Health, its business units,
nor their officers, employees and agents shall, under any circumstances, accept
responsibility for or be liable in any way for any loss or direct, consequential,
incidental, indirect or special damages of any kind, or any other damages
howsoever arising (whether in negligence or otherwise) out of of in connection
with the content and/or any omissions from the content, including, without
limitation, those arising from:

i.  the accuracy or completeness of any information available in this report‘

ii.  any reliance of any kind whatsoever by users of any information provided in
this report -

iit.  any responsibility or liability that may be incurred in respect of the use of or
reliance on information provided in this report

iv.  contingencies outside the control of the Crown, Ministry of Heaith, its
business units, or their officers, employees and agents

v.  negligence of the Crown, Ministry of Heaith, its business. units, or their
officers, employees and agents in procuring, complying, interpreting,
editing, writing, reporting or delivering any content, or

vi.  any other cause, except where liability is made non-excludable by’
legislation. Any clause, or part thereof, declared invalid shall be deemed
severable and not affect the validity or enforceability of thé remainder.

Users of this report are advised o contact the relevant District Health Board or
District Health Boards or the Ministry of Health fo confirn the accuracy of the
information contained in this report. : o

Each page of the report must be read in conjunction wrth this disclaimer and any
other disclaimer which forms part of it. ‘
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Prefacé

Since the July-September quarter of 2006, Hospital Benchmark Information (HBI)
reports have been produced using the same basic set of source information, following

an extensive sector-based review of all aspects of HBI.

District Health Boards (DHB) should contact the Performance Section, National Health
Board, Ministry of Health, if they wish to discuss the results contained in the HBI

reports.
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introduction

The HBI report contains 15 high-level comparative measures of New Zealand hospital
performance. Results are presented at the DHB level. This current report focuses on
the March 2010 quarter. The HBI report is primarily intended as a DHB performance
improvement resource. The report is built up from data supplied to the Ministry by

DHBs.
Interpreting HBI Performance Measures

A distinction should be drawn between the contents of this report and actual DHB
performance. Comparative data is presented in this report at a highly aggregated
level, and without further analysis or evaluation of performanice other than the ranking
of DHB results against each measure. A poor ranking in the HBI report is not the

same as poor performance.

Outcomes against the HBI performance measures are influenced both by factors
outside DHB control, such as population characteristics and the leve| of urbamsatlon
and by hospital activity and casemix, mcludmg the provision of tertiary services’.

In addition, the HBI dataset, like any similar data collection, is affected by inaccuracies
and errors in reporting, though efforts are constantly made by both DHBs and the
Ministry to ensure that the best possible information is available to readers.

As a consequence, conclusions about DHB performance based on HBI results should
be made with caution. The results serve as much to stimulate questions as to provide
answers. Stakeholders wishing to use the HBI report for the evaluation of DHB
performance are advised to contact relevant DHBs directly for aSSistance in the

interpretation of their resuits.

DHB Performance Improvement

The primary role of the HBI report is to assist individual DHBs in improving the :
performance of their hospitals. The performance measures included in the report are’
provided for use by DHBs as a basis for benchmarking initiatives and other similar
exercises. There is research evidence to suggest that long-term performance
improverment is most likely when performance information forms part of open-ended
quality improvement and learning processes within an organisation, rather than when
it is wielded as a judgement or ‘naming and shaming’ tool by an external body?. The

Powell, A E, Davies, H T C and Thomson, R G, (2003), “Using routine comparative data to assess
the quality of health care: understanding and avoiding common pitfalls”, Quality & Safety in Health
Care, 12,122-128. Boyce, N W, (2002), “Potential pitfalls of healthcare performance indicators”,
Medical Journal of Australia, 177;229-230.

2 Boland, T and Fowler, A, (2000), “A systems perspective of performance management in public
sector organisations”, The International Journal of Public Sector management, 13(5);417-448.
Freeman, T, (2002), “Using performance indicators to improve heaith care quality in the public
sector: a review of the literature”, Health Services Management Research, 15;126-137. Gibbs, R,
(2002), “Performance indicators: for judging or learning?’, The British Journal of Healthcare _
Computing & Information Management, 19(5);21-22. Mullen, P, (2004), “Using performance
indicators to improve performance”, Health Services Management Research, 17.217-228.



HBI repor"t reflects such thinking; it should be read not as an attempt to judge or
control DHBs, but as a tool produced for DHBs to use in enhancmg their own

performance

Benchmarklng is typlca!iy descnbed as consisting of two stages: metric benchmarkmg
and process benchmarking®. This HBI report helps address the former, providing
some high-level quantitative and comparative measures of DHB performance. DHBs
are encouraged to use such measures as a starting point for further investigations of
performance, These investigations are hkely to require. more detailed data, and could

' include process benchmarkmg a form of leaming where DHBs study. each other's

methods and systems in order o discover good practlce

Structure of the HBI Report

The initial section of this report consists of bar graphs, showing comparisons between
DHBs, for 11 non-financial performance measures grouped into three quadrants.
Financial measures constitute a fourth quadrant, which is not depicted graphically.
Following this initial section of bar graphs are two tables of resuits for non-financial
and financial measures, both of which show DHBs grouped according to size, and a
further table giving response rates to the national patient satisfaction survey. Finally,
the largest section of the report presents results by DHB. A number of Appendices
are also included:
» Appendix | provides descriptions of all measures _
o Appendix |l lists the hospitals that form the provider arm of each DHB -
e Appendix i gives further exp!anation of the dimensions of patient satisfaction
used in this report
* Appendix IV provides an explanation of the basis for, and calculation of,
confidence intervals.

3 »Audit Com mission, (2000), getting better all the time: making benichmarking work, Audit
Commission for Local Authorities and the National Health Service in England and Wales, London.
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Comparative DHB Benchmarking Measures

This section allows for comparison of each DHB égainst all other DHBs, for all non-
financial HB! performance measures. A description of each measure can be found in

Appendix |. '

Except where stated otherwise, the nationwide results given in this section and
elsewhere in the report are weighted averages. This means that larger DHBs, with a
greater level of activity, will exert a proportionately greater influence on the nationwide
result than smaller DHBs. Confidence intervals are at the 95 percent level, arnid the
principles and calculations behind these confidence intervals are explained in ) ,
Appendix IV. Confidence intervals (the distance between upper and lower confidence
limits) show the likely range within which the performance measure would lie if the:
measurement could be repeated many times (i.e., if hospital performance were a
repeatable experiment). In other words, they are a measure of the inherent variability
in the results. For this reason, a smaller-confidence interval is preferable, and shows
results to be more statistically robust than results with a larger confidence interval.

Quah'ty and Patient Outcome

The Quality and Patient Outcome quadrant contains four measures: emergency triage
rates (Figures 1, 2 and 3); acute readmission rates (Figure 4); patient satisfaction
(Figure 5);-and healthcare associated Staphylococcus aureus bloodstream infections

(HABSI, Figure 6),

Emergency Triage Rates

' Figure 1: Triage 1 rates
for all DHBs. The triage 1
rate measures the

Auckiand
Bay of Plenty

Canterbury N
Capital & Coast
Counties Manukau

- percentage of triage 1

patients who begin
assessment and freatment

Hawke's Bay =
Hutt Valley by a health professional
MdCentral immediately. The |
Nelson Mariborough Australasian College of
Norﬂc;i:”d Emergency Medicine
go
South Canterbury (ACEM) recommends
Southland 100% of triage 1 patients
Tairawhit be seen immediately.
Taranaki Whanganui DHB's triage 1
W;‘;“;Z'r’;at: ' rate was 92.9 percent,
Wattom o Lakes DHB was unable to
West Coast supply data for this quarter
Whanganul ‘ ‘ : due to the implementation
‘0 20 4 & s 100 of a new patient
managerment system.

Triage 1 rate (%)
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Figure 2: Triage 2 rates
for all DHBs. The triage 2
rate measures the
percentage of triage 2
patients who begin
assessment and treatment

' by.a health professional
within 10 minutes. ACEM
recommends 80% of triage
2 patients be seen within
10 miinutes. The grey line
denotes the nationwide
triage 2 rate. Upper and
lower confidence limits are
shown for each DHB
result. Lakes DHB was
unable to supply data for
this-quarter due fo the
implementation of a new
patfent management
system.

Figure 3: Triage 3 rates for
all DHBs. The triage 3 rate
meagures the percentage of
tnage 3 patienits who begin

- assessment and treatment

by a:health professional
within 30 minutes. ACEM
recommends 75% of triage
3 patlents be seen within 30
minutes. The grey line

‘denotes the nationwide

_tnage 3 rate. Upper and
lower confidence limits are
shown+for each DHB result.
Lakes DHB was unable to
supply data for this quarter
due fo the implementation

- -of a.new patient
‘management system.,



Acute Readmission Rate
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Figure 4: Acute

- readmission rates for all

DHBs.' This measures
numbers of readmissions
withint seven days per
1,000 d:scharges The
grey line denotes the
nationwide readmission -
rate.- Upper and lower
confidence limits are
shown for each DHB

result.

L

Flgure 5: Overall patient
ﬂ satlsfaction for 21 DHBs.

This.score is defived from
- @'survey question that

" -asksboth inpatients and

outpatrents to rate their .

"~ overall satisfaction with

. services. The grey line
denotes the nationwide

- level of overall patient
"-satisfaction. Upper and

lower confidence limits are

- shown for each DHB

resuit Southland DHB
cau]d not provide data for
this quarter.
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Healthcare Associated S. aureus Blocodstream Infections

Auckland SETREEENEm——-
Bay of Plenty oo
~ Canterbury
Capital & Coast
Counties Manukau s
Hawke's Bay [
Hutt Valley‘
Lakes e
| MidCentral g
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Tairawhifi
Taranaki
Waikato
Wairarapa
Waitemata B
WestCoast &
Whanganui =

0 0.1 0.2 0.3 0.4 0.5
HABSI rate (%)

‘Figure 6: HABSI for all
DHBs. This measures the
i ’ number of S. aureus
i bioodstream infections per
T : 1,000 inpatient bed-days.
“The grey line denotes the
natnonwnde HABSI. Upper
and lower confidence
limits are shown for each
‘DHB resuit. Results are
presented as a four
_quarter rofling average.

Process and Efficiency

The Process and Effi iciency Quadrant conta;ns four measures: Average Length of
Stay (ALOS Figures 7 and 8); day surgery rates{Figures 9 and 1 0); day of surgery
admrss:on (DOSA rates, Figures 11 and 12) and did not attends (DNA, Figure 13).

This report gives both the actual unadjusted resuits agamst each.of the first three
measures, along with standardised results that meastire performance relative to the
sector average once each DHB’s unique casemix has been accounted for. These
standardlsed results are derived by first determining an ‘expected’ resuilt-for each
DHB; this is found by applying the sector average for each diagnostic related group
(DRG) to the DHB's own mix of DRG-coded events. The real result is then divided by
the expected result to give a standardised rate- expressed asa percentage

DHRA Hacnitsl Rancrhssark hfearsrmneostimems Bsrsmls S04 1



Average Length of Stay
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Figure 7: ALOS for all
DHBs. This measures the
average number of days
(measured at midnight)
spentin hospital by
inpatients. The grey line
denotes the rationwide
ALOS. 'Upper and lower
confidence limits are

" shown for each DHB

resulf. Results are
presented as a four
quarter rolling average.

Figure 8: standardised
ALQOS for aill DHBs. :This
measures ALOS as a
percentage of the sector

. average for ALOS once

each.DHB'’s casemix has
been adjusted for. One’

hundred percent is

equivalent fo the sector
average. Resultsare
presented as a four quarter
rolling average.
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Day Surgery Rate
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Figure 9: Day surgery

rates for all DHBs. These
measure the frequency of
elective and arranged day
surgery as a proportion of

all elective and arranged

surgery. The grey line

_denctes the nationwide day
surgery rate. Upper and

lower confidence limits are
shown for each DHB result.
Results are presented as a
four quarter rolling
average.

Figure 10; Standardised
day surgery rates (actual
against expected) for all
DHBs. These measure the
actual day surgery rate as
a percentage of the sector
average day surgery rate,
once each DHB’s casemix
has been adjusted for.

One hundred percent is
equivalent to the sector
average. Results are
presented-as a four quarter
rolling average.



Day of Surgery Admission Rate
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Figure 11: DOSA rates for
all DHBs. These measure
the frequency of inpatient
surgery on the day of

- admission as a percentage

of allinpatient elective and
arranged surgery. The
grey line denotes the
nationwide DOSA rate.

‘Upper and lower

confidence limits are

-shown for each DHB.

result. Resuits are
presented as a four quarier

‘folling average.

Figure 12: Standardised
DOSA rates (actual
against expected) for all
DHBs. These measure
the DOSArateasa
percentage of the sector
average for DOSA, once
each DHB's casemix has
been adjusted for. One
hundred percent is
equivalent to the sector
average. Results are
presented as a four

. 'guarter rolling average.

598



591

Did Not Attends

Figure 13: DNA rate for

all DHBs. This measures

numbers of patlents who
failed to attend a specialist
- clinical appointment as a
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Southland lower confidence limits are
Tairawhiti s .shown for each DHB
T\i?/rgn?ki result. Lakes DHB was
aikato
Wairarapa unable to supply data for
Waitemata this, quarter due fo the
West Coast . -implementation of a new

. ; . I patient management
2 4 & 8 10 12 14 System
Did not attend (%)

Whanganui

Organisa-tional Health

" The Organisational Health quadrant contains three measures: staff turmover (Figure

14); sick Ieave (F:gure 15) and workplace illnesses or mjurfes (Figure 16).

From 1 July 2006 the definition of sick leave has been modn* ed so that results are
expressed against accrued full time equivalent (FTE) hours, rather than against
contractéd employeé hours as was the case previously. -Gtago DHB has not been
able to provide data for accrued FTEs, and so contracted employee hours has been

used in place of accrued FTEs.
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Staff Turnover

Auckland

Bay of Plenty
Canterbury
Capital & Coast
Counties Manukau
Hawke's Bay

“Hutt Valley -
-‘MidCentral g
Nelson Marlborough
' Norhland s
Otago m

s

South Canterbury K

Southland

Tairawhiti
Taranaki B
Waikato
Wairarapa
Waiternata B
West Coast |
Whanganui

Staif turnover (%)

Sick Leave

25

3

35

Auckiand
Bay of Fienty
Canterbury
Capital & Coast |
Counties Manukau
Hawke's Bay
Hutt Valley
Lakes
MidCeniral
Nelson Marlborough
Northland
Ctago
South Canterbury
Southland
Tairawhiti
Taranaki
Waikato
Wairarapa
Waitemata
West Coast
Whanganui

- Staff sick leave (%)

25

3.5

Figure 14: Staff turnover
“for all DHBs. Turnover . -
‘measurss resignations

during the quarteras a
percentage of total

“workforce headcount. The
" grey line denotes the

nationwide staff turnover

result, Upper and lower

confidence limits are
shown for.each DHB
result. Results are

'presenited as a four quarter
_rolling average.

Figure 15: Staff sick leave
for all DHBs. This
measures sick leave hours
as a percentage of total
accrued-FTE hours. The
grey line denotes a.simple
unweighted average of the
results for all DHBs. Upper
and lower confidence limits
are shown for each DHB
result. Otago DHB has
reported sick leave against
contracted employee hours
rather than accrued FTE

hours. :

S.000
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Workplace lilnesses or Injuries

Auckland

Bay of Plenty
Canterbury |
Capital & Coast §

-Counfies Manukau s

Hawke's Bay |

Hutt Valley - .

Lakes

MidCentral

Nelson Marlberough
Northland

Otago |

South Canterbury
Southland .
Tairawhit

Taranaki -

Waikato °

Wairarapa
Waiternata |

WestCoast Summm

Whanganui |

L e Tam

o
Workplace ilinesses or injuries (/1,000,000 hrs)

4 mE . e o

St Bl Ly Y

Figure 16: Workplace
illnesses or injuries for all
DHBs. This measures
the number of work-
related illnesses or
injuries leading to time
off, per one million hours
worked by hospital
employees. The grey line
denotes the nationwide
result for workplace
illnesses or injuries.
Upper and lower
confidence limits are
shown for each DHB

" result. Resulis are

presented as a four
quarter rolling average.
Wairarapa DHB reported
no injuries or jlinesses in
the reporting period.
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Patient Satisfaction Survey Response Rates

Table 3: Inpatient and outpatient response rates to
the national patient satisfaction survey, expressed as a
percentage. Higher response rates are prefarrec.

451
33.4

-DHE inpatient ~~  Outpatient
: : Response Rate Response Rate
Auckland YA - 351
Bay of Plenty 344 . 315

Canterbury .
Capital & Coast
~ - Counties Manukau
- Hawke's Bay -
Hutt Valley .
Lakes
MidCentral
Nelson Mariborough
Northland
Otago
South Canterbury
Southland
Tairawhiti
Taranaki
Waikato
- Wairarapa
Waitemata -
West Coast
Whanganui

All DHBs - 34.5

| 37.9
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MidCentral DHB Hospitals: Results Over Time

Emergency Triage-iRate's (Quality and Patient Outcome)

Triage 1 rate (%)

Triage 2 rate (%)

Triage 3 rate (%)
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Figure M.1: Triage 1 rate
against time for MidCentral
DHB hospitals.over the last
three years. Aisoshown is
the triage 1 rate for all DHBs
nationwide over the same
period. The ACEM
recommendation is that
100% of triage 1 patients

~ should be seen by a health -

professional immediately.

Figure M.2: Triage 2 rate

against time for MidCentral
DHB hospitals over the last
three yeéars. Also shown is

~ the triage 2 rate for all DHBs

nationwide over the same
period. The ACEM
recommendation is that
80% of triage 2 patients
should be seen by a health
professional within 10

. minutes,

Figure M.3: Triage 3 rate
against time for MidCentral
DHB hospitals over the last
three years. Also shown is
the triage 3 rate for all DHBs

"nationwide over the same

period. The ACEM

. recommendation is that

75% of triage 3 patients

. should be seen by a health

professm)na! within 30
minutes.



Acute Readmission Rate (Quality and Patient Outcome}

Acute readmission rate (%a)
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Figure M.4: Acute

. readmission rate against

time for MidCentral DHB
hospitals over the last three
years. Also shown is the
acute readmission rate for
all. DHBs nationwide over .

~the same period. Resuits

are presented as a four
quarter rolling average.

Overall Patient Sétisfaction (Quality and Patiéﬁi-bhicome)

Patient satisfaction (%)
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. Figure M.5: Overall patient

satisfaction against time for

1 MidCentral DHB hospitals
. overthe last three years.

Also shown is overall patient
satisfaction for all DHBs

- nationwide over the same
period. (Detailed resuilts for

patient satisfaction in the

latest quarter-are presented
in Figure M.17.)

Healthcare Associated S. aureus Bloodstream Infections (Q. and P.O.)

'HABS!I rate (%s)
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Figure M.6: HABSI rate

‘against time for MidCentral

-DHB hospitals, for nine

quarters since introduction

of the amended HABSI -
measure. Also shown is-

,o.*

the HABSI rate for all DHBs

" pationwide since the March -

2008 quarter, by which time

" most DHBs had collected

four quarters of data.
Resuilts are presented as a
four quarter rolling average.



5400

Average Length of Stay (Process and Efficiency)
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Day Surgery Rate (Process and Efficiency)
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Figure M.7: ALOS against
time for MidCentral DHB
hospitals over the last three
years. Also shown is the
ALOS of all DHBs
nationwide over the same
period. Results are
presented as a four quarter
rolling average.

" Figure M.8: Standardised

ALOS, that is, the actual
ALOS expressed as a
percentage of the expected
ALOS, weighted to take
account of the MidCentral
DHB hospital casemix.
Results are presented as a
four quarter rolling average.

Figure M.9: Day surgery rate

‘against time for MidCentral

DHB hospitals over the last
three years. Also shown is the
day surgery rate for all DHBs
nationwide over the same

.period. ‘Results are presented

as a four quarter rolling
average.



Standardised day surgery rate (%)
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Figure M.10: Standardised
day surgery rate, that is,
actual day surgery rate’
expressed as a percentage
of the expected resuit for
day surgery, weighted {c
take account of the
MidCentral DHB hospital
casemix. Results are
presented as a four quarter
rolling average.

Day of Surgery Admission (Process and EfﬁCiency)

DOSA rate (%)

Standardised DOSA rate (%)
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- Figure M.11: DOSA rate
‘against time for MidCentral:
DHB hospitals over the last

three years. Also shown is
the DOSA rate for all DHBs
nationwide over the same
period. Results are
presented as a four quarier
roliing average.

Figure M.12: Standardised

-DOSA rate, that is, actual
DOSA rate expressed as a

percéntage of the- -expected
DOSA rate, weighted to

-take account of the _

MidCentral DHB hospital
casemix. Results are

‘presented as a four quarter
rolling average.
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Did Not Attends (Process and Efficiency)

Did not attends (%)
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Figure M.13: DNA rate
against time for MidCentral
DHB hospitals over the last
three years. Also shown is
the DNA rate for all DHBs
nationwide over the same
period.

- Figure M.14: Staff tumover

against time for MidCentral
DHB hospitals over the last
three years. Also shownh is
the staff turnover rate for all
DHBs nationwide over the
same period. Results are
presented.as a four quarter
rolling average,

Figure M.15: Sick leave
against time for MidCentral
DHB hospitals over the last
three years. Also shown is
the sick leave rate forall
DHBs nationwide over the
same period.



S0

Workplace lilnesses or Injuries (Organisational Health)

25

Figure M.16: Workplace
ilinesses or injuries against

time for MidCentral DHB
hospitals over the last three

years. Also shown is the
rate of workplace illnesses

or injuries for all DHBs

nationwide over the same
period. ‘Results are

gg 20

§ § 45

&8s

T g ;

§§. 5 +
5 0 E— ———t :

6\ A Dca . 0

& so%feow &e@ A s

Quarter

| —e— MdCentral —m— all DHBs f

_ presented as a four quarter
rolling average.

MidCentral DHB Hospitals: Patient Satisfaction
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Figure M.17: Overall patient’ satlsfactron as well as pa’nent satlsfactlon across four
dimensions of care, for MidCentral DHB hospitals. Total results are broken down into
inpatient and outpatient populatlons ‘and displayed as bars with appended numerical
results. National figures across the equivalent categories are denoted by the grey

line.
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FROM General Manager
Funding Division

DATE 27 August 2010 M emoran d 1]

SUBJECT FUNDING DIVISION OPERATING
REPORT — AUGUST 2010

1. LOCAL MATTERS
1.1 Health of Older Person

1.1.1  Aged Residential Care Service Quality

Activity this month has included numerous site visits to aged residential care facilities in
Tararua, Horowhenua, Feilding and Palmerston North, meeting with Facility Managers and
Nurse leaders to emphasise the need for heightened vigilance in the delivery of quality
clinical care. Providers are generally responding favourably as evidenced by the growth in
numbers of RNs from the aged care sector who are now participating in the Health
Development Team’s professional development competency programme for knowledge and
skills in supporting older people.

1.1.2 Post Acute Options for Older Persons

A small project team has commenced looking at the potential for greater streamlining of
processes in the post acute discharge phase for those aged over 65. In part, this work arises
from a recent evaluation of the MAPU (Medical Assessment Planning Unit) service within
MidCentral Health. The project objective is to look at how MAPU impacts upon
referrals/discharges for older people and analyse the reasons why delays in discharge occur,
if any.

One area of discussion centres around the difference between being ‘medically stable’ versus
‘well enough to be discharged’. Anecdotally, staff from both MAPU and PEDAL have a view
that individual patient needs do vary greatly and careful consideration is needed for their
safety if discharged prematurely. For example, those who remain unwell may not be safe at
home if they live alone and are offered an ‘increased package’ of home support. What
happens during the night? More detailed work is needed to examine some individual cases to
glean specific information around what the barriers and pitfalls are. This is underway and
will contribute to a full report in March 2011.

1.1.3 Ageing Mental Health Consumers

Some mental health consumers are living longer and have support needs that span the
traditional service lines of Mental Health and Disability Support Services. At present there is
some ambivalence about what are the appropriate eligibility criteria for determining a
package of support for individuals and which funding stream fits best. A project is underway
to review this issue and make recommendations for future service interfaces in a bid to
improve the client journey and address barriers which may impede a timely process.

1.1.4 InterRAIIT Privacy Provisions

The question of internet security is sometimes raised in relation to the introduction of
interRAI as an electronic needs assessment tool for those aged 65 plus. The interRAI host



s

for MidCentral is HIQ based at Taranaki DHB. To improve confidence in terms of security
the host is preparing to implement digital certificates for internet access to the interRAIL Use
of digital certificates optimises security for access to the interRAI via the internet. This is
scheduled to occur by the week beginning 13th September 2010.

The host is going to change from single factor authentication (user ID and one other factor =
password) to two factor authentication (user ID and two other factors = password plus a
digital certificate) for those users who access interRAI via the internet. This will apply to all
staff trained as interRAI assessors because their work involves use of a laptop and
downloading information on line. Note that the HIQ host already provides access to
mterRAT over the internet, this change will optimise security and give the HIQ hosted
DHBs/organisations access to training over the internet too.

1.2 Mental Health and Addiction

1.2.1 Regional Specialty Services

Capital and Coast DHB provide several regional services to the Central Region. Regional
discussion to utilise Technical Advisory Support service has been recently agreed provide
coordination and reconvene the regional Liaison group. The Regional Specialty Services will
now include the Eating Disorders Service based in Johnsonville and the Young Persons
Inpatient Unit based in Porirua. Several discussions were held at the end of 2009 with
MidCentral Health clinical teams to explore the level of utilisation by MidCentral Health.
Several services were under utilised, such as the Maternal Mental Health and Personality
Disorder services. Due to the progress of MidCentral Health to reactivate the maternal
mental health coordinator position- development is underway to design a maternal mental
health model of care incorporating a DHB wide approach to include the PHO sector.

1.2.2  Regional Detox Model

The regional detoxification group was developed by TAS as part of the IRMHSP project to
provide advice to improve outcomes for detoxification in the region. There were identified
gaps in the continuum of services, issues to do with sustainability, integration and the need
for improved capability across the region.

Regional agreement has been achieved to endorse a proposed Central Region model of care
which is based on the Tiered Framework of Provision (British National Treatment Agency for
Substance Misuse). This framework has recently been embraced by Hutt Valley DHB and
Capital and Coast DHB to guide decisions on service planning. It provides a conceptual
framework and guide to different levels of interventions. The framework proposed will help
dissolve boundaries which are currently present between various services and facilitates

integration.

Table 1: Core Local Services

Service ol e i T Camment. . e o

“Primary Health [ Provides simple managed withdrawal in the communiry

* GP provided

* PHO support packages for GPs/pritnary health nurses
® Advice from AOD medical officer as required

®  Advice from specialist detox nurse as required




Table 1 (continued)

San3

Comment

AOD Community
Managed Withdrawal

Managed W'lthdrawal prowded in the client’s horne Camed out by

AOD nurse with advice from specialist detox nurse as required and
medical officer

GP with advice from AOD detox nurse and medical officer as required
PHO support packages for GPs/primary health nurses

Specialist detox nurse and medical officer as required

General Medical Ward
Admission

Access to a general medical ward where hospital admission is indicated

Protocols to suppotrt admission and care

Access to specialist detox nurse

Access to consultation and liaison physician service (regional service )
A programme to up-skill medical and nursing staff (may be {regional)

Supported
Accommodaton

Fach DHB should have a facility that offers beds for managed withdrawal, as
part of supported accommodation service, with the following components
available:

Integration with AOID clinical services as per pathway and
protocols/collaborative planning and care delivery.

Intake normally with 2 week period
24 hr staffing

Access to an on-call service (some components may be regional.eg.
specialist medical advice)

Access to brief interventions, including day programme and ongoing
assessment

Access to cultural assessment
Emphasis on whanau/family inclusion. Life style plan.
Programme to up-skill staff (may be regional)

Specialist Dietox Nurse

Position

This is a core role for the coordination of assessment, care setting
Specialist advice to AOD and primary health colleagues

Assessment of all people for social detox-in collaboration with medical
officet as per protocols. Case manager role

Clinical care plan for managed withdrawal

Clinical oversight of person in social detox

Brief interventions in collaboration with case manager and NGO
Co-ordinate relapse prevention

Liaison with follow up services and other regional /local services
Capability building role (training coordinator)

Day Programme

Access to local AOD day and or evening programmes

Access to peer support groups {Alcoholics Anonymous/Narcotics
Anonymous)

Local Co-ordination
mechanism

A network of local services which aims to adhere to the integrated care
pathway, maximise resources, link in with regional services, problem solve
and improve the client journey.

MidCentral DHB has five supported accommodation and social detox beds available and two
sub-regional detox beds based in Ward 26 MidCentral Health.

The sub-regional beds are underutilised by Hawkes Bay DHB and Whanganui DHB due to

poor access problems and no specialist detox nurse position in the Alcohol and Drug Service
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MidCentral Health. These DHBs have signailed a desire to exit the current IDFs for the
MidCentral Health detox beds.

1.2.3 Nga Kaitohutohu Maori Mental Health and Addiction Network

The presentation of a kaupapa Maori suicide intervention will occur this month to the
Korowai Kahui Community which consists of Police Area Commanders, local iwi and Maori
wardens. The Nga Kaitohutohu Advisory Network of Maori mental health services and have
collaboratively worked on a model to develop an integrated and responsive framework of
approach to Maori suicide (whakamomori).

Discussion is already underway to develop a formal link to the National Police
Communications Centre and the kaupapa Maori suicide intervention kaitakawaenga. This
framework aligns to MidCentral Health’s Te Ohorere document, Mental Health and
Addiction Strategy (MDHB 2006), Suicide Prevention Action Plan 2008-2012 and Te Rau
Matatini Whakaururoa document.

1.3 Primary Health
1.3.1 Better Diabetes and Cardiovascular Services Health Target

The Ministry of Health has advised us of MidCentral DHB’s Quarter 4 (2008/09)}
performance on the combined Diabetes and Cardiovascular Services Health Target. The
Indicator is calculated from three separate statistics, as set out below:

» CVD Risk Assessment: 83.5%.

» Diabetes Detection & Follow up: MidCentral DHB has reported that during
2009/10 a total of 4,659 free diabetes annual checks were delivered. This is against a
total estimated diabetes population of 7,235. This gives a performance percentage for
this indicator of 4,659/7,235 = 64.4%.

« Diabetes Management: MidCentral DHB has reported that of the 4,659 people
who received their free diabetes annual check during 2009/10, 3,475 were recorded
as having satisfactory or better diabetes management (defined as an HbA1c of equal
to or less than 8%). This gives a performance percentage for this indicator of

3,475/4,659 = 74.6%.

Results from these three indicators are averaged to give a single Health Target performance
percentage.

For MidCentral DHB this is (83.5+64.4+74.6)/3 = 74.2%, or when rounded 74%.

So, for Quarter 4, MidCentral DHB will be publicly reported as having a performance of 74%
against the Better Diabetes and Cardiovascular Services Health Target. This is the same as
the performance percentage publicly reported in both Quarters 1 and 3. In Quarter 3
MidCentral was third out of 20 DHBs on this indicator. Wairarapa DHB was the top DHB
with a score of 76%.

Postseript: Since writing this report, end of year results have been provided by the Ministry
of Health. MidCentral DHPB’s result has increased slightly to 75% and our position relative to
other DHBs has improved to second place.

1.3.2 GP Registrar Pilot

In 2009 MidCentral DHB successfully applied for funding from the Clinical Training Agency
to support a pilot GP Registrar Training Programme. The proposal involved GP Registrars



being employed by the DHB on the same basis as other Registrars while they go through the
training programme provided by the College of GPs. This means they receive a salary and
the various other entitlements that go with it. This contrasts with the usual manner of
support for GP trainees, which involves a stipend. Doctors usually experience a significant
drop in income while they undergo their GP training, which is particularly problematic for
those individuals who have families or other commitments.

In the event, MidCentral DHB was unable to recruit to the GP Registrar positions for 2010.
This occurred partly because CTA approval for the pilot programme arrived late and partly
because of national changes in the supply and demand for positions on the GP training
programme,

Over the last six months the Future of General Practice Group has met on a number of
occasions to kick start the GP Registrar Pilot. This group comprises a mix of GPs (including
Drs Tom Gibson, Warren Nichols and David Broad) and MidCentral DHB staff, including Dr
Ken Clark (Medical Director) and representatives from the medical recruitment team and the
Funding Division.

The Future of General Practice Group considers that the best opportunity to recruit to these
posts is through contact with the junior doctors rotating through Palmerston North Hospital.
The Funding Division is already supporting a programme which provides junior doctors with
a general practice placement as part of their programmes. This is working well and there are
already a couple of individuals lined up for 2011.

In addition, the DHB has funded advertisements in local and national media and trade
publications relevant to the target audience, with particular emphasis on web sites.
Advertisements have also been placed on the BMJ website. A good response has already
been received and the Future of General Practice Group is optimistic that next year we will
have most of the available positions filled.

1.3.3 Psycho-Oncology Screening Pilot

In a recent Performance Monitoring Report for the Psycho-Oncology service, Massey
University has reported some interesting results from a pilot screening programme. This
was a joint project involving Oncology social workers, radiotherapy nursing staff and the
Psycho-Oncology team. In short, the pilot demonstrated that the screening tool resulted in
an increase in the number of referrals to the service and it significantly increased the number
of Maori referrals. Five out of 10 referrals identified as of high suitability for psychological
mtervention were Maori. By comparison, the Psycho-Oncology service reports that it
receives very few Maori referrals through conventional referral processes.

The Massey University performance monitoring report concludes with the following
statement:

In summary, this was a very valuable process. In particular we identified more
significant distress, and more Maori with significant distress, and these people
might otherwise have been missed. There are some funding and workload issues to
be discussed , and perhaps some small refinements to the process which might assist
in terms of ensuring clients get the most appropriate support.

The DHB does not have the resources to expand the Psycho-Oncology service. We have
talked to the service team on a number of occasions about the need to prioritise and focus
the resources available to where it can deliver the maximum health gain. This pilot is a good
example of the team doing just that. It is also an example of the ongoing innovation,
exploration and collaboration that characterises the Massey University Psychology Service,
and the excellent Performance Monitoring Reports they provide.

The numbers involved in the pilot are small, which means we have to be careful about

g
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generalising from its conclusions. Nevertheless it does lend credence to the concept that
patient outcomes can be improved and inequalities in service utilisation reduced by
providers working together to structure their interface using formal screening tools. The
DHB'’s drive to improve collaboration between providers (particularly primary and specialist
services) is directly relevant here. The relationship between the Psycho-Oncology service
and the Regional Cancer Treatment Service is an example of how this can work. We see
more of this kind of close collaborative work occurring in future as a result of initiatives such
as Integrated Family Health Centres and the Better, Sooner, More Convenient Business Case.

1.4 Health Care Development

HCD continues to work towards its vision “Interdisciplinary team achieving Quality Living:
Healthy Lives”. This report provides an update on some of the work underway which
continues to gain momentum within the district.

1.4.1 Nurse Practitioner Development

Key Action: Scope and develop Nurse Practitioner pathways in care of Older Adult,
Family/Whanau Health and Child Health

The Nurse Practitioner Facilitation (NPF) project, managed by the 21 District Health Boards’
Future Workforce programme and supported by the Ministry of Health, established a Nurse
Practitioner Innovations fund to help build the numbers of Nurse Practitioners nationally.
The funding offers a one off amount to a selection of NP innovations, with a focus on setting
up and supporting new NP roles.

In 2009, Health Care Development submitted a successful application for Nurse Practitioner
Innovations funding to support two NP candidates in the District.

One of the funding recipients is based within a Palmerston North based General Practice
Team and is working in a role ranging from nurse-led acute care clinics (across the lifespan)
to Long Term conditions case management. She is planning to submit her Nurse
Practitioner portfolio (PHC — Family/ Whanau } to Nursing Council in September of this
year. The second funding recipient is based in the Horowhenua. She is now an endorsed
Nurse Practitioner (Family/Whanau) with prescribing , working within the General Practice
Team at Horowhenua Health Centre.

In addition, there is a Nurse Practitioner: Older Adult based in Horowhenua, a Nurse
Practitioner Wound Care who works for a local NGO, a Nurse Practitioner: Family/whanau
working in a Palmerston North-based general practice team, and a Nurse Practitioner: Qlder

Adult based in Tararua.

One Horowhenua General Practice based nurse is in the process of completing the academic
component of the Nurse Practitioner requirements, a Horowhenua PHQ based NP candidate
and a Palmerston North General Practice based NP candidate are planning to submit their
portfolios by the end of 2010. This will bring the total number of primary health care based
Nurse Practitioners to nine (g), in a range of contexts and settings.

1.4.2 Nursing Practice Development Programme : Long term Conditions:
Respiratory Care

Key Action: Establish advanced practice development programmes for nurses
Developed in partnership with the MidCentral Health Respiratory team and Health Care
Development, the Nursing Practice Development Programme : Long Term Conditions:

Respiratory Care saw five primary health care nurses completing in August this year.

The nurses were from a range of settings including PHOs, Maori Health providers (Te



Runanga O Raukawa and Te Wakahuia}, and an EOI provider. The two-year long practice
development programme includes theory and practice components. The theoretical
component included a wide the range of health professionals (medical and nursing staff,
physiotherapists, sleep and spirometry technicians) to ensure an interdisciplinary team
approach was role modelled and networks established for participants. However, the major
emphasis was on practice based learning, with clinical experts (Respiratory Nurse
Practitioners and Clinical Nurse Specialists) working alongside the primary health care
NUurses.

At the graduation, attended by MCH staff, EOI managers, HCD, Maori Health managers and
PHO staff, feedback from participants, employers and the MCH Respiratory Team was
extremely positive. The primary health care nurses identified how their confidence and
competence had grown, and how much they valued the support received from all involved.
All managers spoke at graduation, describing how their services and client groups had
benefited from the expanded knowledge and skills the respiratory nurses had gained.
Interdisciplinary team members also spoke of their involvement and engagement with the
respiratory nurses in the community settings, and their working in partnership towards
improving patient outcomes.

In order to make the programme more widely available, and to improve the care of people
experiencing respiratory conditions, it is planned to seek national recognition and
endorsement of the programme through relevant societies and professional groups, similar
to that which was achieved for the Nursing Practice Development Programme : Long Term
Conditions: Diabetes.

A detailed programme evaluation of the Nursing Practice Development Programme : Long
Term Conditions: Respiratory Care is underway at the time of this report.

1.5 Child & Youth Health
1.5.1 Rural Workforce Retention Funding 2010/11 year:

The worlkforce retention fund is a flexible resource to assist with retention and recruitment
of all primary healthcare workers serving rural communities.

The fund is paid to PHO’s by DHB’s according to a formula based on degrees of “remoteness”
(indicated by the rural ranking score of the General Practitioners). The current workforce
retention funding allocation formula and rural workforce retention funding is specified in
clause 1 of Schedule J3 of Part J of the PHO contract.

PHO’s may apply the funding to a range of strategies to create favourable working conditions
including, but not limited to:

(a) Time off duty;

(b) A supportive professional working environment;

(c) Access to continuing professional development and peer support;

(d) Financial incentives; and/or

(e) The ability to enter and leave rural practice with minimal restrictions.

In previous years the Funding Division has allocated the amount of Rural Retention Funding
to each PHO, this year one payment will be made to Central PHO. To access this funding,
the PHO is required to provide a Rural Workforce plan to the DHB for formal sign off prior

to payment.

For the 2010/11 year the total funding allocated to all four PHO’s is $279,223.98. Thisisan
increase from the 2009/10 year due to increased General Practice enrolments.

[ A7)
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1.5.2 School Based Health Services:

Work is progressing rapidly around the MDHB model to provide school based health
services for decile two secondary schools, Dannevirke Kura Kaupapa, alternative education
across the district and the teen parent unit in Palmerston North. The Clinical Nurse
Specialist Youth Health under the guidance of the Healthcare Development team is aiming
for a start in the two biggest schools in Foxton and Levin next term. A huge amount of
engagement with the education sector in particular is necessary and crucial in forming the
foundation of ongoing relationships for the future and this is currently underway. Itis
pleasing to see key stakeholders working together to see this project come to fruition.

1.6 Pharmacy
1.6.1 Practice-Based Clinical Pharmacist Service

PHO Clinical Advisory Pharmacists have informed us that they have recently expanded the
activities of their 1.0 FTE Practice-Based Clinical Pharmacist service, to include a general
practice in Foxton (Foxton Family Health Centre) and a second practice in Levin
(Horowhenua Community Practice).

Practice-based clinical pharmacists spend one day per week or fortnight (depending on the
practice) working as part of the general practice team to optimise and support other team
members to optimise medicine management for both individuals and practice populations.
This service has been eagerly welcomed in these practices, which are in addition to five other
practices in Otaki, Levin, Palmerston North, and Dannevirke that were already making use of
this clinical resource.

1.7 Population Health

1.7.1 Tobacco Control
Tobacco Health Target — ABC

MDHB have made steady progress towards the 80% health target, however a 2010 quarter
four result of 53% identified an urgent need to the review strategies currently in place. The
Smoking Cessation Taskforce have met to discuss additional actions towards achieving the
new target of g0% by June 2011. The aim now is to lift the profile of ABC across secondary
and primary health care. One key action is to have clinical champions take a more proactive
role with the promotion of the ABC framework.. An ABC sub-group will be making required
changes to the electronic discharge summary within the next 3 weeks to ensure accurate
capture of patient smoking status continues.

National ABC Training

The Ministry of Health (MoH) are currently developing a Smoke free ABC Train the Trainer
course, with the aim of strengthening and building the capacity of qualified ABC trainers.
The training will complement previous ABC trainings and support both primary and
secondary health services to meet the ‘better-help-to-quit’ health target. It will ensure that
consistent messages are being disseminated as well as assist with the minimum competence
in the health workforce irrespective of where they are trained.

The objective of the project is to have a strong Smoke free training workforce delivering
effective brief Smoke free ABC training for doctors, nurses and other health professionals
within DHBs and PHOs. Trainers will be supported with:

A one day training course
Training materials and a resource kit
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On-going mentoring and follow up

Information updates and Smoke free news

Links with a National network of trained Smoke free trainers

The ability to enrol non-prescribing, registered health professionals as registered Quit
card providers

A Needs Assessment is currently being conducted to ensure that the training is tailored to
meet the needs of the health sector.

Primary Health Care

ABC training within Primary Health Care (PHC) remains a priority. PHO management have
signalled an interest to meet with staff who will be key to ensuring all staff are not only
trained in ABC, but implemented through out the service. New initiatives to capturing
patients smoking status, will compliment what processes and systems are already in place.

Smoking Cessations Competencies

Work continues on the development of smoking cessation competencies and best practise
guidelines and look to be completed end of the month for distribution amongst the cessation
workforce. The smoking cessation review and its recommendations will shape the
implementation of these competencies. The DHB continues to work alongside a group of
national, regional and local cessation experts as well as the smoking cessation Regional Co-
ordinator to ensure both pieces of work meet the needs of the MDHB smoking cessation
workforce. The regional coordinator will work alongside smoking cessation providers
ensuring these competencies and best practise guidelines are supported and monitored
through internal 6 monthly performance reviews and attendance at cessation peer review
group meetings. These competencies will be part of workforce development toolkit to
support the wider smoking cessation workforce.

Rangatahi Framework

The framework is another piece of work the DHB is progressing to support the smoking
cessation workforce, and will also be apart of the workforce development toolkit. Earlier
discussions with the smoking cessation workforce indicated the need for a different approach
when working with young people. Youth development training will be made available to
smoking cessation practitioners as part of standard competencies. The framework along with
training will aim to ensure best practise and consistency of delivery when working with
Rangatahi/Youth smokers attempting to quit and is aligned with national youth strategies
and other youth frameworks. The Smoking Cessation workforce will complete youth training
by the end of September 2010.

Rangatahi Smoking Cessation Pilot

Negotiations continue with the preferred provider in the Horowhenua region for the
Rangatahi Smoking Cessation pilot and look to be completed mid August. The chosen
provider works with ‘at risk’ youth and their families, utilising a ‘whanau ora’ approach. The
Pilot Programme will explore the development and delivery of cessation services for
Rangatahi/Youth, utilising both conventional cessation practise alongside innovations to
respond to the target population group.

1.7.2 Healthy Eating Healthy Action (HEHA)

Breastfeeding support

Negotiation is underway with providers for the delivery of a range of Breastfeeding support
and promotion activities, aimed to increase the number of babies being breastfeed across the
district. Part of this initiative is to ensure communities have the services of Lactation
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Consultants which are currently only available within the Palmerston North hospital setting.

Workplace Wellness

A preferred provider was selected for the delivery of the Workplace Wellness Pilot Project.
Negotiation is under way and it is anticipated that the project will be up and running in the
next 2 months.

Qipps

Roll out of Qipps, a web based Health Promotion project planning tool, has been funded by
the Ministry of Health until June 2011. Auckland Regional Public Health Service have been
contracted to lead the national roll out of the tool, and providers across the country have
been able to utilise this planning tool. QIPPS is aimed at PHO’s, NGO’s, and Public Health
Units, and providers of health promotion services. MDHB has been supporting the
implementation of Qipps locally through running training workshops to Health Promotion
practitioners across the region and to GP’s through the PHO Health Promotion Course.
Qipps has been well received locally and has allowed consistently of project planning to be
developed as well as providing a simple tool for collaborative projects to be created.

2, REGIONAL MATTERS
2.1 Community pharmacy services to rest homes

Funding Division has recently been made aware of a number of rest homes that are seeking
to obtain pharmaceutical supplies from pharmacies outside the district. The National
Pharmacist Services Framework requires that pharmacies wishing to provide such out-of-
district service obtain permission from their DHB to do so.

Recent discussions have been had with Hutt Valley DHB, which has one pharmacy wanting
to provide services to two rest homes in Levin. We have agreed that the pharmacy in Hutt
Valley may provide pharmacy services to the two Levin rest homes subject to Hutt Valley
DHB being assured on how the clinical component of the service will be provided.

Discussion between MidCentral and Hutt valley DHBs is now centred around whether or not
there should be funding adjustments between the two DHBs, and if so, how much this should
be until funding through Inter-District Flows catches up.

3. NATIONAL MATTERS
3.1 National Whanau Ora Development and Implementation

The national implementation of Whanau ora initiative has progressed through the
appointment of the regional leadership groups, the group’s induction to their roles and the
completion of the assessment of the first phase of the provider expressions of interest. There
were 6 applications for this region and in addition 2 applications from national providers
that all ten regional leaderships groups were required to assess. In addition phase two
applications have been received, constituting 68 proposals across the country. These will be
assessed by mid September, is anticipated that an announcement will be made about the
successful providers for both phase one and two towards the end of September 2010.

A meeting of the Regional Leadership Group was held in August with each of the groups
expected to determine how they will best organise themselves to carry out their roles and
responsibilities which are to build relationships; foster good communication and represent
Whinau Ora at a local and regional level. Following each meeting a media release will be



5.3

provided (for both Maori and general media) and a newsletter for whinau to be distributed
through local networks/ communities/ providers/ agencies.

The next meeting is planned to be held (venue to be confirmed) on the 15t of September 2010.

4, RECOMMENDATION
It is recommended:

that this report be received.

Mike Grant
General Manager, Funding Division
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SJ 2 TO Community and Public Health Advisory
Committee

AMDCENTRAL DISTRICT HEALTH BOARD

In Poe Houers o Ruckine o Tarcne

FROM Finance Manager
Funding Division

DATE 17 Aug 2010 Memorandum

SUBJECT FINANCE REPORT — AUGUST 2010

1. KEY EVENTS OF JUL 2010
1.1 Forecasted Result for 10-11

The Funder’s result for Jul 10 was $80k surplus to budget and expected the 10-11 result to be
breaking even. This is at similar level as predicted in the DAP 10-11.

1.2 MidCentral Health Washup

The total year to date (YITD) washup position for MidCentral Health (MCH) was breaking even.
1.3 Electives Initiatives (EI)

The Funder has accrued $0.8m for YID EI income. This is similar to the budget.

1.4 Forecast assumptions

The Funder has assumed that there will be no significant change in the PHO enrolment. The
$1m forecasted surplus to budget in personal health can then be used in offsetting the forecasted

deficit in DSS.



2. FUNDER FINANCIAL PERFORMANCE

The Funder had a cumulative surplus to budget of $8ok up to the end of Jul 2010.

MidCentral DHB - Funder

Income and Expenditure - By Ring Fenced Area
For the period ending 31 July 2010

Personal Health Income
Personal Health Expenditure
Personal Health Surplus/{Deficit)

Mental Heaith Income
Mentaf Health Expenditure
Mental Health Surplusi(Deficit)

Disability Support Income
Disability Suppert Expenditure
Disability Support Surplus/( Deficit)

Maort Health Income

Maori Heaith Expenditure
!Maon' Health Surplusf{Deficit)
Governance Income
Governance Expenditure
Governance Surplusi{Deficit)

Total Funder Surplusf{Deficit)

Note

(d)

Y1D Annual

Actual Budget Variance Forecast Budget Variance
$000 $000 $000 $000 $000 $000
29,750 29,549 201 356,421 354,511 1,909
29,890 29,850 -40 355,401 354 511 -390
-140 -300 160 1,020 0 1,020
3.283 3,294 -1 38,610 39,526 84
3416 3,376 -40) 39,610 39,526 -4
123 -82 41 -0 -0 0
5,287 5,288 -1 63,460 63,460 0
5,507 5428 -79 £4,980 63,960 -1,020
220 -140 -0 -1,520 -500 -1,020
161 161 0 1,932 1,932 0
120 161 41 1,932 1932 ]
41 ] 41 0 0 0
199 199 -4 2,384 2,384 ]

199 199 0 2,384 2,384
] 0 0 0 0 0
443 523 80 -500 -500 -0

Note on YTD Variance

(a) Mainly due to IDF Service change for CYC, Herceptin and Spotless adjustment. This is financial

neutral to the Funder.

{b) Mainly due to IDF Service change for CYC, Herceptin and spotless adjustment and underspend of

PHO funding

(c) The surplus is mainly due to underspend in PHO and Primary/ secondary projects

(d) Mainly due to higher than budgeted HBSS and Age Residential Services expenditure

(e) Mainly due to favourable variance from project underspend
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MidCentral DHB - Funder and Funding Administration
Statement of Financial Position as at 31 July 2010

— — Actual
Year-Ended Current
Position Change
Jun-10 Jul-10
So00 $o00 $000
ASSETS EMPLOYED
Current Assets 25,536 28,043 2,507
Bank 21,309 22,007 1,597
Intercompany Advance Account o o 0
Debtors and Prepayments 4,226 5,136 910
Inventories 0 0 o}
Properties Intended for Sale 0 0 0
Current Liabilities 27 107 29,970 2,863
Bank Overdraft A L o 0
Intercompany Cnrrent Acconnt.: 4768 b7 . 2.909
Trade Creditors and Accruals 18,660 18,5342 - (318)
GST S 2,689 - © 2,595 (94)
Income in Advance 876 1,243 366
Provisions (Payroll) 113 113 l¢;
Current Portion of Term Loans 0 0 0
Net Working Capital (1,571) (1,927) (356)
Net Assets Employed (1,571) (1,927) (356)
SHAREHOLDERS EQUITY
0 o 0]
Retained Earnings 39,513 39,157 {(356)
Transfer to Co 41 {(41,084) (41,084) o
(1.571) (1.927) (356)
Other Reserves o o] 0
Total Shareholders Equity (1,571) (1,927) (356)




3. MIDCENTRAL HEALTH PROVIDER DIVISION RESULT

s128

$000

Revenue
Govt. & Crown Agency Sourced
Patient/Consumer Sourced
Other Income
Total Revenue

Expenditure
Personnel
Qutsourced Personnel
Sub-Total Personnel

Other Qutsourced Services
Clinical Supplies
Infrastructure & Non-Clinical
Total Expenditure

Operating Surplus/(Deficit)
Corporate Services

Surplus/(Deficit)

Month Year to date Annual
Actual  Variance Actmal Variance Budget
22,657 (152) 22,657 (152) 268,338
82 17 82 17 7

346 (64) 346 (64) 4,921
23,085 (198) 23,085 {198) 274,030
12,731 590 12,731 500 158,108
574 (440) 574 (440) 1,508
13,305 149 13,305 149 158,705
1,001 103 1,001 103 14,326
3,720 57 3,720 57 45,834
4,072 (78) 4,072 (78) 48,125
22,187 231 22,187 231 267,991
898 33 898 33 6,039
713 § 713 8 8,660
185 41 185 4 (2,0621)

Revenue

The unfavourable variance is mainly due to lower than anticipated price volume schedule and
ACC volumes offset by increased surgical case weights. There is nothing to indicate at this stage
that this shortfall can not be made up in the remainder of the year.

Total personnel and outsourced personnel costs
The favourable variance is mainly due to vacancies and leave in the month. The below budget

cost has created the opportunity to provide to cover unbudgeted leave accrual costs which will
result from staff increases in the year.

Other costs
These are in line with budget
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4. MIDCENTRAL DHB RESULT

Jul-10 DHB Funding | Provider | Governance

RESULT Division Division

('ooo's)
Net Result
YTD - Actual {251) {443) 246 (542
YTD - Budget (az24) {523) 154 (55}
Variance 173 8o 92 1

After the first month, the DHB result is a favourable variance to budget of $173k.

4, CONSOLIDATED FINANCIAL POSITION

MidCentral District Health Board

Statement of Financial Position (summ ary)

Jun 2009 Junz2010 Julz2o010 Change
$000 $o00 $000 $o000
Assets Employed
Current Assets 44,727 41,508 43,803 2,205
Current Liabilities (54,841) (55,658) (57,419} (1,761)
Fixed Assets and Investments 164,748 159,960 159,322 {638)
154,634 145,900 145,706 (194)
Funds Employed
Equity 98,521 89,353 89,124 (229)
Bank Loans 54,867 55,301 55,301 0
Long Term Liabilities 1,246 1,246 1,281 35
154,634 145,900 145,706 (194)
5. COVENANTS
Jul-1o Actnal Limit /
Covenant
YTD - Variance to Budget $0.2 < {$2.0m)
Bank Loans (net debt) $28.3 $71.7m
Equity $89.1 > $30m
Debt & Equity $117.4
Debt Ratio 24.1% < 55.0%
YTDInterest Cover 1.95 > 3.00
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At the end of July, one covenants (YTD Interest Cover) was not being met. As has been reported
previously, the covenants are no longer contractually monitored by the CHFA, but they do
review their debt portfolio with us. The CHFA will be monitoring our financial situation closely
this year. Management does hold six-monthly meetings with the CHFA at which such matters

are discussed.

6. DEBT POSITION

Jun-09 Jun-10 Jul-10
MidCentral District Health Board $m $m $m
Available Bank Facility 71.7 71.9 71.9
Net Debt (CHFA & Banks) 29.0 29.8 28.3
Debt Facility Surplus / (Shortfall) 42.7 42.1 43.6
Reserved Funds 18.7 18.7 20.2
Debt Facility Available 24.0 23.4 23.4

7. CASH POSITION

A summary of the cash position by division is shown below.

Cash /Investment Summary as at 31 July 2010

$m
Treasury Division 17.3
Funding Division 13.3
MidCentral Health -5.6
Trust Funds - Short Term 0.3
Enable 1.7
Total 27.0

8. RECOMMENDATION

It is recommended:

that this report be received

Gprdon Ngai
inance Manager
unding Division



TO Community & Public Health Advisory N
Committee " JADCENTRAL DISTRICT HEALTH BOARD

fe Poe Hauorz o Ruahine o lororus

FROM Chief Executive Officer

DATE 30 August2010

SUBJECT Board’s Work Programme, 2010/11 M EMORAN DUM

1. Purpose

This report updates progress against the Committee’s 2010/11 work programme. It is provided
for the Committee’s information and discussion.

2. Summary

Reporting is occurring in accordance with the timeline.

Next month the annual review of MDHB’s prioritisation framework will be provided, together
with the latest hospital benchmark information.

3. Recommendation

It is recommended:

that the updated work programme for 2010/11 be noted.

Murray Georgel
hief Executive Officer

COPY TO: CEO’s Department
MidCentral DHB
Heretaunga Street
PO Box 2056
Paimerston North
Phone +64 (6) 350 8910
Fax +64 (6) 355 0616



| abed

awwelBold Yop | 1L/0L0Z [99NILULOT AIOSIADY YiEaH aland P Auniiwion

e,
5

z @epdn - AyEnD b vid Bal| ec
L 8jepdn - Ajenp iy vid k] Le
_ £ wwmvn_: - 89JIABG _mcommmwm £ Yid mm [0l
| € @1epdn - Ayaonpoud [endsoy L vid Bl 62
_ Z =2jepdn - saoiateg (euoibay £ vid A
_ Z 9jepdn - Ajaonpaid [BRdSOH L id R 4
_ | @epdn - saoineg [euoiBay i€ vid i o9z
_ } @jepdn - Ayaonpo.d (eydsoy | yid =il 62
Aeseess——— ‘Ao uopeuriopuy 24
OHd a0 8 ase) sng DNSH 24 doysHIoA, Vad B,
_ € @lepdn - asep Aewilld Z Vid Bel| 2z
_ Z slepdn - axen AWy 2 id Ril| 1z
_ : | elepdn - axep Aiewd Z yid Bill oz

: : (sewoono paynuapt g uoeuswa|dun
A————————— a1 jepdn uf) uopeyuBWadiL) - Ueld 110102 6)
| m 2 WBIQ (UBld 71/, 107 EE| 8L
_ w L YBIQ :UBld Z1/L 102 B
_ ” (4eap) 9|NpaLOg BWNOAISILY Bl ol
_ HIOMBUIEL 4 UOHESIOLA JO MBIAR [BNULY EE| &1
_ : ‘JUBLISSessy SPagN Y)EaH JO Matasd [enuuy B py
: _ JUBLUSSOSSY SPaaN UHESH JO MOIASI [BNUUY Pad -3
e ————————— swdojenaq - (sjueld z1/110Z zL
” . ONINNY1d TVYNINNY 1
_ “ {ou) 4oy Adoo} € stepdn (450Y Jo uoneuBW|dw| EZ| 0L
_ : {ojul Joj Adoo) g s1epdn (4SO Jo uoneuawaduy RE] 6
w _ (opu1 Joy Adoo) | ejepdn 4SOy jo uoneuaa|duy hel g
[ S — m ONINNY1d TYNOIDZY L
_ sainsesw uis) Buo| 1suebe ssaibold a1 2 a)epdn e o
_ : sainseauw wite) Buo| jsuteBe ssaiboid aJ | a1epdn fq G
[ sue|d eseas|q 21uodyn 14
A ONINNY1d OI93L1VNLS g
_ [4

: JWNVHOOUd MHOM L1L/0L0Z F3LLINNOD
: _ AHOSIAQY HLTVYIH 21"18Nd 2 ALINNANWOD !
93 [ASN | 10 [dS [ By Inr [ Unr [ AREN 10y | JE] [9ed| Uer [98@ [AON [ 150 [dag [ By [y [unr T)

1102 UleN Yse| al




Z abed

suwwelBod oM L1/0LOZ [9PRILIWDD AICSIAPY YiesH D1qnd g ANUnwwos

A

|

|

e e A

Ae—————

990 [ AN 190 [d8s [ Bny [ if [ unf [AB | Jdy | Jejy [qaJ| Uer [oaQ | AGN | 120 | deg | By | [ | unp

LI0Z

01/600Z INOH 4 QYVYMEOL GIIYYD A o
(gHGOM 3! yuto]) € ajepdn B2l +9
(gHGM 1d1 uiol) g jepdn ]| €9
(gHQA 101 juio]) | slepdny B 29
wesJd1sydop Bulpung jo uonejuswalduw) L9
AINVITIVIVHINGD 09
Z @lepdn BEl| 65
L @jepdn Ei | gg
ADIOPIOM 18
wauodwos
{14 84 sjepdn awweibold Aarooay [iIoUBUI4 Va 05
podal jenuue :1ounod (e(Ulj) pauIquIo) OHd M| &g
Jodel |enuue 1idunoD |BSILD pewquion OHd Wad R
(Ajuo Adoo) ¥ erepdn BEl| 5
(Aluo Adoo) ¢ arepdn EE| zs
(Aluo Adoo) 7 syepdn REl| 15
(Ajuo Adod) | erepdn A og
uonBULIoU] YIBLIYOUDE [E)IdSOR 6¥
¥ 8epdn Ef| sy
€ ajepdn Bl sv
Z siepdn EE]| ov
1 sjepdn Pl
S10)e2IpU] 8aUeuLOpad [BIoUBLI-UON 4
¥ siepdn Bil| ev
£ alepdn Be| e
Z elepdn R ¥
| &epdn A o
{Burpun4) sjorijUOY B¢
Jewysijgelsa papuny/paplaoid oUm a1 UORBOYLED SddID A ge
Ajunwiwed o) usisualxa Joj [esodosd (] Liwepp BEl| e
yoeoldde  ABajens BunenoBau joeluoo pasodoldg E
areys uoibel
[ejua2 g wgg Jo Buipun) JA0D - uooONSUAS2l jsealg ad >
sa1epdn oijojuod aul) uosing Buipuny ebeuep |eleuan Mil| we
S1H0d3H TYNOILYHIJdO £E
o

awep yse|

al




¢ abey

sweiBoid YO 11/010Z S8iHWIL0N AIOSIAPY YlBaH 21|and § Akuniiion

¥
9

_ s}nsay uofien|eAas 4O A1 69
m sueleo Ayed pliuyy a1 Ajigey |eusjod 89
m _ sansst 8 gHOAH wol asuodsal UojonJsLCoal jsealg A 10
m m _ Joded dn-mo|jo} :puetlap sjnoy 2 oo
980 [AONT 100 [dSS BNV InT [UAF [ AeN | 10y | T8l [Q8d] Uer [58Q[AON 100 [dag[ By [ IiF [unr 1}
102 BlLBN jsB al






